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Abstract
This thesis investigates the access to sexual health services and associated risk
behaviours of young men in rural and regional Australia. For the purpose of my
research, rural and regional men are defined as those who, at the time of this study,
were aged between 16 and 25 years and were living within Rural, Remote and
Metropolitan Areas (RRMA) 3 to 5 according to the RRMA classification. The specific
research objectives are a) to determine the proportion of rural and regional young men
who have accessed sexual health services; b) to investigate the socio-demographic
determinants of access to sexual health; c) to examine the relationships between
masculinity, risk perceptions and behaviours, and access to sexual health; d) to
discover health providers' opinions on major barriers, and e) to determine whether or
not masculinity is acknowledged in the health policies and by the service providers.

This research was undertaken in two stages. I used both quantitative and qualitative
methodologies to collect data for my research. The quantitative method (Study One)
addressed research objectives a), b) and c) and used an online survey. Three hundred
and ninety six participants were recruited from three regional Technical and Further
Education Institutes. Qualitative methods (Study Two) were used to fulfil research
objectives d) and e) through 11 key informant interviews.

While most of the participants indicated that they were sexually active, had engaged in
sex, and exhibited drug- and alcohol-related risk behaviours, their risk perceptions of
becoming infected with sexually transmissible infections were low. The majority of the
participants did not access sexual health services although general practitioners and
community health nurses were considered the most trusted source of advice on sexual
health matters. A quantitative measure of hegemonic masculinity was found to be
associated with certain risk behaviours and was associated with the participants’
confidence in visiting a health service provider and access to health services for
general health problems, but not with access to sexual health services. Key informants
perceived that dominant masculine beliefs are associated with risk behaviours of young
men and identified remoteness, opening hours, stigma and gender of the health
provider as major barriers for the provision of sexual health services for rural young
men in Australia.
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Chapter 1: Introduction
1.1 Foreward: Motivation for the Research
When I was studying for my MBBS, 1 I remember feeling that there was a
significant focus on clinical medicine but that little attention was paid to preventive
medicine or public health. Like all students in my medical school, I focused my skills
on clinical medicine. I was ignorant of issues related to sexual health, young
people’s health and young-person friendly public health services. After my
graduation in 1997, I obtained a job implementing a sexual and reproductive health
(SRH) project in a rural setting in Bangladesh, which was funded by the
International Planned Parenthood Federation. The time was after the International
Conference on Population and Development (ICPD) conference in 1994 when
international organisations like the United Nations Population Fund (UNFPA), World
Health Organization (WHO) and United Nations Children’s Fund acknowledged the
SRH of young people as a priority in health and population programmes, especially
for developing countries.

While working in a very remote and rural setting in Bangladesh, I found that
the poor access to health care among people not only resulted in a lack of
awareness of health issues, a scarcity of resources and the existence of some
structural barriers (e.g. distance, cost), but it was also related to age, gender,
ethnicity, class and religious beliefs. These factors shape all individuals’ access to
health services. At that time, particularly in rural areas, sexual health issues were
highly stigmatised and a taboo topic in Bangladesh. Resources related to SRH were
difficult to find. Some resources were available but were not culturally acceptable.
During my tenure, I came across many young people who needed services for their
1

MBBS originated from the Latin word ‘Medicinae Baccalaureus et Baccalaureus
Chirurgiae’, meaning ‘Bachelor of Medicine and Bachelor of Surgery’.
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sexual health but who were hesitant and scared to ask for them, as they were living
in a conservative environment with a lack of awareness and resources.

That work changed my approach to medical science and I decided to
develop my career in the field of SRH. I completed my Master of Public Health and
conducted research on young men’s access to reproductive health care in the
Dhaka city. The study revealed that young men do encounter SRH problems.
However, none of them felt comfortable discussing this issue with their parents or
community members. The majority of them adopted self-treatment or access to
traditional health care providers, and few accessed professional health care
providers. In general, young men did not access any form of sexual health care
because of concerns about their privacy, confidentiality and embarrassment. They
also experienced other barriers including religion, cost and class which affected
their access to sexual health services.

In 2007, I came to Melbourne and worked as a Project Manager in
Partnerships in Safer Sex and Testing, a project of Family Planning Victoria, funded
by the Department of Human Services’ BBV/sexually transmissible infection (STI)
unit, for one year. The project was implemented in partnership with six primary care
partnerships (PCPs) in Victoria (three of them were in rural areas) with the aim of
establishing sustainable sexual health services for young people.

While conducting focus groups (FGs) with young people during that time for
a needs assessment of sexual health services, my findings were surprisingly similar
to the research conducted in rural Bangladesh. Young people had a very low
awareness of STIs and of the importance of engaging in safer sex practices.
However, while they were eager for age-appropriate sexual health information, such
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health promotion activities were not welcomed by the community. Information on
sexual health and condoms appeared to be demonised, held responsible for the
promotion of promiscuity, and generally unwelcomed by the community at large.
Some vital service providers exercised self-imposed service censorship. They made
it as difficult as possible for young people to access contraceptives such as
condoms. Therefore, local community health centres and pharmacies were poorly
utilised by young people, as they were not young-person friendly, and they lacked
anonymity, privacy and confidentiality. Some structural barriers such as cost, lack of
perceived quality, distance and remoteness also made the services inaccessible.
Responses from young men, in particular, were alarming. They were ignorant about
practicing safer sex and how to manage their sexual health in a responsible
manner. They considered themselves ‘bullet-proof and ten feet tall’ so STIs did not
happen to them. In addition, they spoke about organising parties (e.g. rainbow
parties) that were unsupervised by adults, where large amounts of alcohol and
drugs were available and where many unsafe sex practices occurred.

The findings were interesting and surprising to me. Ten years earlier, I had
encountered similar themes among service providers, communities and young men
in rural and urban areas of Bangladesh. I had assumed that the barriers to young
men accessing sexual health services were specific to a developing country;
however, the same barriers were present in Australia.

This led me to designing a PhD research study that would enable me to
better understand the dynamics of rural Australian young men’s risk behaviours and
what shapes their sexual health and their access or non-access to sexual health
services in rural areas.
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1.2 Statement of the Problem/Rationale for the Study
The ICPD in 1994 included men’s health in the Plan of Action. It stated that:
Special efforts should be made to emphasise men’s shared responsibility
and promote their active involvement in responsible parenthood, sexual and
reproductive, including family planning; maternal and child health, preventing
STIs, Including HIV. (ICPD Programme of Action, Paragraph 4.27 UNFPA,
1994)

Since the ICPD in 1994, much research has been conducted, policies have
been adopted and programmes have been implemented on SRH. However,
individual needs and rights to access sexual health services remain challenges,
particularly for young men in both the developed and developing country context.
Australia is no exception. After nearly 20 years from the Cairo Conference, the
relevant question before us is: How much have we achieved in relation to the goals
set out in the Cairo Plan of Action for engaging men in sexual health? The answer is
still uncertain as Barker and Das (2004) mentioned that the issue of engaging men
in sexual health is complex; therefore, while some achievements have been made,
there is ‘still [a] long way to go’ (p. 148).

Despite substantial efforts to improve STI prevention, education and health
promotion in Australia, there has been little progress made in limiting the rising rates
of STIs. According to the National Notifiable Diseases Surveillance System
(NNDSS) annual report, between 2004 and 2009, the rates of chlamydia have
continued to rise across all age groups, except 10 to 14 years. The greatest
increase in notification rates occurred in both men and women in the 15–19 (10%
and 68% respectively) and the 20–29 (55% and 51% respectively) year brackets.
These age groups accounted for around 80% of the annual number of notifications
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over the period 2004 to 2009 (Australia's notifiable diseases status, 2010).
Although the notification rates are much higher in females compared to males
(59.5% and 32.5% respectively) in the age group of 15 to 29 years, there is a
continued increase in new cases occurring among young men. For an example, a
recent study through the Australian Collaboration for Chlamydia Enhanced
Surveillance 2012 (ACCESS) collaboration programme suggested that during
2006–2010, overall positivity on chlamydia infections increased by 8.3% (13.2% in
2006 to 14.3% in 2010; p = 0.04) in heterosexual men aged 15–29 years (Ali et al.,
2012).

Although notifications of rural and regional STIs among young men is not
available, one recent study reported that similar high rates of STIs exist among the
rural young people of Australia and are more prevalent for the Aboriginal or Torres
Strait Islander population (Fagan & McDonell 2010). Similarly, a multivariate
analysis of the ACCESS collaboration study showed that being young (15–19 years)
and residing in rural and regional areas was independently correlated with
chlamydia positivity (Ali et al., 2012). Conversely, in 2009 gonococcal infection
(male to female ratio of 2:1) and infectious syphilis (male to female ratio of 8:1)
notification rates were much higher among men compared with women, which is
similar to the previous five years (NNDSS 2009). Although STI notification is
increasing, there is substantial evidence to suggest that the reported rates of STIs
among men and women represent only a fraction of the true prevalence of these
infections (Wong, Singh, Mann, Hansen & McMahon, 2004). Under-reporting may
be a result of multiple factors, such as lower rates of screening (Wong et al., 2004),
presence of asymptomatic infections, and a lack of routine utilisation of health care
services for sexual health particularly by young men (Kohl et al., 2004).
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The unequal utilisation of sexual health services by young men is a growing
concern because STIs negatively affect the lives of both men and women
(Courtenay, 2000a, 2000b) since they can cause significant social, psychological
and emotional problems (Newton & McCabe, 2008) and may result in serious longterm health consequences such as infertility and sterility (Zelman, Tompary,
Raymond, Holdaway & Mulvihill, 2010). There are several reasons for this unequal
utilisation of sexual health services. Historically, in Australia and globally, STI
prevention efforts specially focus on young women, therefore socially constructed
gender norms and roles lead to women being held disproportionately responsible for
managing SRH (Gahagan, Rehman, Barbourb & McWilliam, 2007; Holden et al.,
2006). Such norms may minimise men’s sense of responsibility for sexual health
issues (Duncan & Hart, 1999). In spite of the fact that young heterosexual men can
play a crucial role in STI transmission, they are seldom targeted by sexual health
intervention programmes (Kalmuss & Tatum, 2007; Sternberg & Hubley, 2004).

Courtenay (2000a) argued that according to hegemonic models of gender,
men construct their masculinity through rejecting their need for health care. To
them, caring for one’s health is a feminine trait. Therefore, social construction of
masculinity may be an underlying factor in young men’s access or non-access to
health care (Courtenay, 2003). Conversely, previous studies found other reasons for
avoidance of STI check-up include stigma, and concerns about confidentiality,
anonymity and the judgemental attitudes of health care providers (Chng, Carlon &
Toynes, 2006; Payne et al., 2006). This is further influenced by issues such as
cultural background, sexual orientation, geographical location, health care options
and socioeconomic status (Lumb, 2003; Naccarella, 2003). Therefore, in addition to
health education programmes that have been heavily concentrated on teaching and
learning on individual ‘bodily development’ (Diorio & Munro, 2003), uncovering the
implication of social, psychological and cultural determinants (Newton & McCabe,
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2008) is imperative, which often determines health outcomes and access to health
services across various populations, particularly in young men.

Young men in Australia are considered strong, self-reliant, stoic and
aggressive ‘blokes’ (Mahalik, Levi-Minzi & Walker, 2007). Research has shown that
males in rural areas adhere more strongly to these stereotypes and expectations
(Bond, 2000) In addition, men in rural areas are further inhibited by a rural
geography, low population density, social disconnectedness, cultural diversity and
fewer health care options (Battye & McTaggart, 2003). These factors, in
combination with low awareness of STIs (Gold & Hocking, 2007) and the
importance of engaging in safer sex practices, often restrict their confidence and
willingness to seek help for sexual health services. These social constructions have
influenced Lee and Owens (2002) to argue that even where health services exist,
young men consider them services for women and children, and thus are less likely
to use existing health care facilities in the community (Lee & Owens, 2002). Data
from the General Practice Activity in Australia 2009–10 showed that general
practitioner (GP) encounters were significantly lower among the 15–24 year age
group than those aged 25–44 years (8.7% v. 22.9%) with young men accounting for
only 3.2% of total encounters (Britt et al., 2010). Therefore, it can be assumed that
although health policy in Australia mandated universal access to affordable health
services through the Medicare National Health Insurance Scheme, access to health
services, particularly sexual health are either ‘quantitatively (less than required,
based on need) or qualitatively (services available but not acceptable) deficient’ or
both for rural and regional young men (Young, Dobson & Byles, 2000, p. 474).
Despite considerable interest in men’s health and rural health of policy makers in
Australia, the evidence base for the selection of appropriate strategies to improve
sexual health for rural and regional young men is limited.
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Throughout their life courses, men experience some major issues, such as
drug and alcohol-related risk-taking, sexual behavioural risk, and a lack of
participation in health promotion activities, and these are confronting men’s health
(O'Kane, Craig, Black & Thorpe, 2008). O'Kane et al (2008) also mentioned one
particular subgroup of men, rural men, who suffer more from mental stress, alcohol
dependency and obesity (O'Kane, Craig, Black & Thorpe, 2008). While it is well
documented that health-related indicators are poor and risks are higher for the rural
populations, there is very little explanation provided for these differences (Bourke &
Geldens, 2007). There is strong evidence indicating that even in developed
countries, economic and social factors that are outside the realm of the health care
system significantly affect the health of individuals and communities as a whole
(Wilkinson & Marmot, 2003). The WHO’s Commission on the Social Determinants of
Health (CSDH) states that ‘people’s health largely depends on the social conditions
in which they live and work, therefore the organised health care system can do little
more than serve as a catchment net for the victims’ (CSDH, 2008 p. 3). Similarly,
McKeown (1979) has argued that ‘the contribution of clinical medicine to the
prevention of disease and morbidity in the past three centuries was smaller than
that of other influences’ (p. 39). Hendry and Reid (2000) identified socioeconomic
status, lack of social support and social isolation to be the major determinants of
diseases. It is accepted that social determinants shape people’s experience of and
exposure to virtually all psychosocial and environmental risk factors for health
(Dixon & Welch, 2000). Similarly, Robertson, Elder and Coombs (2010) also paid
attention to both community context and social capital in relation to rural young
men’s health. Although the Commission for Rural Communities (2005) in England
and Wales stated that rural communities in England and Wales enjoy better health
and well-being in general than their urban counter-parts; however, there are
difficulties with access to services, low levels of health and social care service
provision, isolation and lack of choices. Since mental health problems often require
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specialist referral, which means access to specialist services may involve ‘out-ofarea referral’, thus may cause longer waiting times for appointment and longer
travel times (Robertson et al, 2010, p 65). All these factors can contribute to the
mental health and social care problems of rural young men. Therefore, the use or
non-use of health services by men must also be influenced by the surrounding
culture and society (Macdonald, 2004). In an Australian rural context, social
determinants of health can be of particular importance to improving access to health
services for young men.

Similarly, Professor John Macdonald has proposed a

‘social determinant of health’ approach as a framework for conceptualising men’s
health policy and service planning. He argued that factors such as social gradiant,
stress, employment and social support provide context for men’s lives that should
be taken into account by the health service providers (Macdonald, 2011)

Traditionally, studies of sexual health in Australian populations have focused
on women (Holden et al., 2006), same-sex attracted men and school-aged young
people (Smith, Agius, Mitchell, Barrett & Pitts, 2009). Relatively few investigations
on the accessibility to sexual health services for rural and regional young men have
been conducted (Chen & Donovan, 2003). For an example, in an Australian study
on predictors of men’s health-seeking behaviour for SRH, researchers have found
that men living in regional or remote areas had a lower likelihood of receiving
treatment for their reproductive health problems (Holden et al., 2006). However, this
study had included men aged 40 years and older and specifically focused on men’s
health-seeking behaviour for their erectile dysfunction and prostate diseases.
Therefore, little is currently known about which appropriate intervention is required
to prevent STIs among young men in rural and regional areas, as the issues have
not been researched previously. Similarly, studies related to drug and alcohol have
actively critiqued young men’s hegemonic masculinity by condemning violence,
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reckless driving and concerns relating to sexual behaviour (Hatherall, Ingham,
Stone & McEachran, 2007).

Similarly, a previous study has shown that sexual risks and general healthrelated behaviours, such as visiting a GP, were related to a man’s traditional
masculinity or manhood (Royster, Richmond, Eng & Margolis, 2006). However,
these studies did not focus on whether hegemonic masculinity and social factors
influence rural and regional young men’s tendency to seek sexual health services,
particularly for STI check-ups. Therefore, further research is needed to examine the
relationships between risk behaviour, masculinities, socioeconomic determinants
and access to sexual health services of young men, particularly in rural settings.
Such information has paramount importance to developing effective interventions
that increase STI testing and prevent the transmission of STIs in rural and regional
Australia. In my thesis, I examine the connection between masculinity and societal
factors including income, education and employment and societal forces including
remoteness, gender, sexual identity, support services and policies that influence the
access to sexual health of young men in a rural setting.

One aim of the present research is to address some of the deficiencies
highlighted in the literature review and to add to the body of knowledge regarding
rural young men’s access to sexual health services in Australia. To this end, my
research was undertaken in the form of two explorative studies. The first study
involves an exploration of non-metropolitan young man’s risk perceptions and
behaviours, role of hegemonic masculinity in determining sexual health access, and
current nature of sexual health delivery including modifiable and non-modifiable
barriers that exist at a rural and regional level in Australia. This has been
investigated using a survey among young men, aged 16–25 years, living in nonmetropolitan Victoria and southern New South Wales in Australia. Further, a
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qualitative study in the form of key informants’ interviews, for example, GPs, health
workers, community health nurses, and drug and alcohol workers, examined their
perceptions regarding young men’s hegemonic masculinity in relation to sexual
health service provision.
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Chapter 2: Literature Review
The aim of the literature review is to provide an overview of the existing
literature on young men’s masculinity, risk-taking behaviours and issues related to
access to health services for young men. The literature review will underpin the
objectives this thesis seeks to investigate, including a) the concept of remoteness
and access in an Australian context; b) the concepts of youth, adolescence, young
people and their relevance in this research; c) theories of masculinity and its role in
forming a rationale for young men in access to health services, particularly sexual
health services; d) sexual and drug- and alcohol-related risks of young men with a
particular focus on rural and regional young men in Australia; e) how the rural health
system fits into the Australian health care system and caters for young men’s
health, particularly sexual health; and f) other legal issues such as the age of first
consensual sex, age of consent for medical treatment, and the medico-legal aspect
of right to treatment. This literature review will discuss the above issues in the
context of Australia and other parts of the developed world. The literature review is
compared with the empirical part of this study’s findings from the analysis
(quantitative and qualitative) and a conclusion and recommendations have been
made.

2.1 Rurality and Access
There is a growing body of literature that has identified that access to health
care services in many rural and remote communities is inadequate (Armstrong,
Gillespie, Leeder, Rubin & Russell, 2007; Britt et al., 2010). Penchansky and
Thomas (1981) proposed five dimensions of access that measure availability
(volume and type of services relative to client needs), accessibility (location of
services relative to transport, distance and cost), accommodation (manner in which
resources are organised), affordability (price of services relative to ability to pay and
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perceived value of service) and acceptability (attitude of the client to characteristics
of the provider). This means a community can only have good access if health care
is adequately available and located in a reasonable proximity, and if the health
service is culturally acceptable (McGrail & Humphreys, 2009). The distance and/or
time separation between the population and health service locations represents an
important access barrier for rural populations and is often expressed as ‘spatial
accessibility’ (McGrail & Humphreys, 2009, p. 2). Similarly, Young et al. (2000)
argued that in an equitable health care system, there should not be geographical,
financial, organisational or social barriers to receiving care. However, although
these barriers have been well documented (Britt et al., 2010), there is a dearth of
research to measure access barriers to health services from a rural young man’s
perspective in Australia.

To date, there is no rural measure of health care access in Australia that
integrates all aspects of such barriers because of the complexity of the issues
(McGrail & Humphreys, 2009). In the Australian context, the term remoteness refers
to areas that have limited or little access to services that are easily found in the
metropolitan regions (Baumann, Hunsberger, Blythe & Crea, 2008). The definition of
remoteness and rurality is important in assisting in identifying factors that would
hinder equity as far as provision of important services is concerned. However, this
definition is complex. This is because there is no single satisfactory definition that
can take into account the true representation of its meaning. Simansky (2008), in
her research on rural young people’s perception of the availability and accessibility
of substance abuse in rural Pennsylvania, mentioned that in the United States (US),
there is ambiguity around the term ‘rural’ because of differing rural/urban definitions
by state, county and place. Indeed, this creates problems for researchers who aim
to conduct research on a rural population (Simansky, 2008). As far as the definition
of rurality is concerned in the Australian context, this is described using a number of
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indices that are also based on parameters like road distances from the main
services, presence of recreational services, availability of GPs and other health
practitioners, among other important services (Knox et al., 2005). This means
rurality in the Australian context has several meanings based on how one looks at it
and from which dimension; however, when defining this term, one has to keep in
mind the possibility of the terms used in upgrading rural people’s health services.
Australia uses distances on the road covered to reach certain services or
metropolitan centres to classify remoteness or rurality. In this case, the term
‘remoteness’ refers to areas that have limited or little access to services easily found
in the metropolitan regions (Baumann et al., 2008). Not all rural areas are
underserved, particularly in Victoria and New South Wales, while some areas within
the cities may fall under this category for lacking basic items that are traditionally
perceived as being available in cities (Minore, Hill, Pugliese & Gauld, 2008).

2.2 Definition of Rurality in Australian Context
In Australia, there is a very high emphasis on provision of and access to
health services to every corner of the country. To achieve the same, mapping of
health centres is executed based on an area wide classification. Thus, to study rural
health, it is important to understand how rurality is defined in the Australian context.
Broadly, there are two approaches used: the Rural, Remote and Metropolitan Areas
(RRMA) classification; and the Accessibility/Remoteness Index of Australia (ARIA).
The RRMA classification defines rural or remote based on geography and
population density. The relatively newer index, ARIA, defines accessibility in terms
of levels of accessibility to goods and services and opportunities for social
interaction. The following two subsections will detail the two indices and present the
definition of ‘rural’ and ‘remote’ under each of them.
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2.2.1 Rural, Remote and Metropolitan Areas classification.
Classification based on RRMA was initiated in 1994 by two government
departments: the Department of Primary Industries and Energy, and the Department
of Health and Human Services. It is based on certain elements being positioned in
the Statistical Local Area (SLA), which forms the building block upon which the
remoteness index is calculated (Brady & Phillips, 2004). RRMA divides all SLAs into
three zones (metropolitan, rural and remote) and then seven categories across
these zones. Classification is based predominantly on the size of the largest
population centre in each SLA, and remote zones are identified through low
population density and proximity. This mode of calculation of population density
depends on how far they are from major cities or metropolitan regions (Brady &
Phillips, 2004).

A metropolitan zone is composed of major cities and the metropolitan towns;
their density is usually made up of 100,000 people or more. Rural zones are made
up of three subzones that are named: large rural centres, small, or other rural areas.
The large zone has a population range of 25,000 to 99,999. Small regions would be
represented with a population of 10,000 to 24,999, while the other centres would
have a population of fewer than 10,000. The other category of RRMA is the remote
zone; this also has two subclasses based on the population represented. Remote
centres are represented by 5,000 people or more in an urban centre while the other
remote areas would have fewer than 5,000 people in urban centres (Brady &
Phillips, 2004). However, this method has been criticised because using SLA
building blocks to obtain the required data from some regions was difficult due to
their huge size and differences within the areas. These data raised many questions
as to whether the combination of population and accessibility could yield tangible
representative results. Another limitation is due to the mode of measuring used, in
which straight measurement of distances would be impossible in rare cases without
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encountering problems (Bibby & Shepherd, 2004). Table 1 shows the RRMA
classification consisting of the three zones and seven classes.
Table 1
RRMA Classification
Zone
Class
Metropolitan Capital cities
zone
Other metropolitan centres (urban centre population
≥100,000)
Rural zone
Large rural centres (urban centre population 25,000–
99,999)
Small rural centres (urban centre population 10,000–
24,999)
Other rural areas (urban centre population <10,000)
Remote
Remote centres (urban centre population ≥5,000)
zone
Other remote areas (urban centre population <5,000)

Abbreviation
M1
M2
R1
R2
R3
Rem1
Rem2

Source. Brady and Philips, Rural Health Series Number 4 (March 2004), Australian
Institute of Health and Welfare, Canberra.

A study by Knox et al. (2005) using the RRMA classification describes and
compares the GPs across all the structures of the RRMA. They found that in the
rural areas, there are fewer GPs when compared with the cities and the other
metropolitan areas. Similarly, for referral cases, RRMA records higher rates of such
cases from the rural settings than in the cities. This is associated with fewer medical
specialists in the rural areas who can handle special cases such as surgical
interventions (Olatunde, Leduc & Berkowitz, 2007).

2.2.2 ARIA.
In 1996–97, the National Key Centre for Social Applications of Geographical
Information Systems was commissioned to review a number of aspects of the
Australian Bureau of Statistics’ (ABS) review of the Australian Standard
Geographical Classification. Though the ABS did not proceed with defining
remoteness, as was suggested in that review, the then Commonwealth Department
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of Health and Aged Care commissioned them to develop a remoteness index and
the associated classifications in 2001 (Australian Institute of Health and Welfare,
2004).

In 2001, the Commonwealth Department of Health and Aged Care
formulated a standardised method of classifying and indexing the remoteness for
the entire nation. This was carried out through an integrated project named ARIA
(Australian Institute of Health and Welfare, 2004). This method produces index
values between 0 and 12, for 11,340 populated localities. Areas with an index value
of 0 have the highest level of access to goods and services, and areas with an ARIA
value of 12 have the highest level of remoteness. ARIA categorises these areas as
‘highly accessible’ (HA), ‘accessible’ (A), ‘moderately accessible’ (MA), ‘remote’ (R)
and ‘very remote’ (Department of Health and Aged Care, 2001, p. 3). The ARIA
continuum therefore defines regions that are most remote as those with little access
to services while those least remote have easy access to health and social services.

This classification supersedes that of the RRMA. This approach was to have
some important aspects in its making are; these are comprehensiveness, simplicity,
transparency, defensibility, stability, and applicability in the ground setting (Bibby &
Shepherd, 2004; Brady & Phillips, 2004). ARIA is used as the basis upon which
other relevant indices are formulated. Some of these examples include General
Practitioners ARIA (abbreviated as GPARIA) which was formulated in the
healthcare department to help determine the mode of paying these practitioners
living in the areas that are not metropolitan. A similar model was developed for
those practicing pharmacy, this was abbreviated as PhARIA, and used for the
purpose of the pharmacy location rules to identify whether a locality is classified as
urban or rural (Australian Community Pharmacy Authority Applicant's Handbook,
2006). This method of remoteness quantification classifies Australian regions into
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five strata based on their accessibility using a ‘natural break’ in the scale of 0–12
continuous variable. HA falls within the lowest ranks of ARIA, this is from 0 to 1.84;
such regions will be readily and easily able to access all services and have social
interaction opportunities. ‘A’ regions are secondly classified with an index of greater
than 1.84 to 3.51; these localities have a few restrictions to a number of services, in
the context of health care provision they are not as well served as the HA regions.
The third is named ‘MA’ with an index of above 3.51 to 5.80. These regions have a
significant restriction to services and goods accessibility when compared with the
first three indices. The fourth score is called remote with a range of >5.80 to 9.08;
major restrictions are evidenced in these places. The last stratum is very remote
with an ARIA of >9.08 to 12; such places would have very limited access to
important services like health, goods and social amenities (Department of Health
and Ageing Measuring Remoteness (2001).
Table 2 provides a snapshot of ARIA classifications.
Table 2
ARIA Classification
Classification

ARIA Score

HA
A
MA
R
Very remote

0–1.84
>1.84–3.51
>3.51–5.8
>5.8–9.08
>9.08–12

Availability of goods and
services
Unrestricted
Some restrictions existing
Significant restrictions
Very restricted availability
Very little accessibility

Opportunities for social
interaction
Unrestricted
Some restrictions existing
Significant restrictions
Opportunity
Very Little opportunity

Source. Occasional Papers: New Series Paper Number 14 (Oct 2001),
Commonwealth Department of Health and Aged Care. p. 3

Such definitions help in laying down measures to better meet the health
needs of the people in the rural areas. Such data can also be used to compare the
possible health outcomes in remote and urban regions (Humphreys, Wakerman &
Wells, 2006). It is argued that the provision of health services to the people in rural
areas is more expensive than it is for their counterparts in the urban centres. The
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reasons for this belief are long hours of travel in reaching the dispersed
communities, that the people in these regions have more demands than those in
cities, and problems related to retaining professionals to fully work in these areas.
Such places have not received the attention they urgently need because of some
logistics hindering the effectiveness of health programme implementation. There are
calls for the formulation of accurate and effective formulae that measure the
distinctiveness of people’s health needs and extra funding that would assist in
delivering services to the majority (Olatunde et al., 2007).

2.2.3 Effects of geography on access to health services.
The formulation of health system structures in rural and regional Australia
mostly depends on geographical terrain and space. Most remote and very remote
regions depend on community-based health care systems; these places experience
a shortage of GPs with very few specialists (McGrail & Humphreys, 2009). The ratio
of health providers to their patients is much higher than in other regions. Some of
these practitioners are not well versed with the special needs of their clients.

Conversely, access to health services becomes more difficult, particularly for
young people due to lack of transport and the need to travel longer distances to
seek help. Geographical terrain also negatively affects the affordability and
availability of transport making it difficult for health providers to penetrate the deeper
rural zones (Booth et al., 2004; Bourke & Geldens, 2007). Such places would have
very few youth workers to help young men refrain from behaviours that would have
a detrimental effect in their health. This leads to increased instances of alcoholism
and in these regions, the debut for drinking alcohol can be as early as 12 years or
below (Chikritzhs, Pascal & Jones, 2004). In very remote zones, cases of substance
abuse in young men are also higher than in other regions. Many rural young men
indulge in smoking marijuana and cigarettes as early as 13 years; this debut is
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earlier compared to other zones (Chikritzhs et al., 2004). The majority of young men
would not queue for long in health centres to be attended to (Eckersley, 2008). The
geographical location of a place could affect the types of care on offer; if the area is
very remote, these specialists would prefer not to practice there. This puts the
health of young men who need special attention at jeopardy, as very few
professionals can be retained to work in the areas that are considered to have a
high demand of health services yet give little return (Olatunde et al., 2007). The
rural health system will be discussed further in sections 2.7 and 2.8.

2.2.4 Conclusion.
From the above review, it was found that the ARIA proved to be more
sensitive than the RRMA classification. Hence, RRMA could not be used alone to
fully describe various categories under its classification to help formulate policies
and structures. A review of the method is long overdue to keep abreast with the
demands and changing needs of the individuals in its subcategories under
description. Accessibility was found to be influenced by a number of factors
including but not limited to terrains, communication networks and the level of
remoteness where a place is located some distance from the road network. These
factors have a fundamental influence on the services offered to the people living in
the inner rural and very remote zones. Several studies were based on assessing
different aspects of health structures and systems. These were in turn based on
classification methods to describe the systems, and compare various regions under
the study.

2.3 Youth/Adolescent: Different Terminologies
Youth or adolescence is a transitional interval composed of multi-faceted
changes within social, biological and psycho-cognitive complexion characterised by
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the development of sexual interests, and puberty changes accompanied with
hormonal changes characterised by biological changes (Geldard & Geldard, 2009).
The term ‘young people’ is used interchangeably with ‘youth’, ‘teenager’ and
‘adolescent’, highlighting that this period cannot be explained by a simple definition
(Gallahue & Ozmun, 2002). Different definitions reflect different frameworks and
contextualisation. Some definitions use biological age as a marker of youth, the time
when ‘puberty’ occurs, which ‘transform[s] the young person physically and
physiologically from a child into reproductively mature adult’ (Crockett & Petersen,
1993, p. 15). Some authors describe youth as a ‘period of transition’ in which
‘although no longer considered as child, the young person is not yet considered an
adult’ (McCauley, Salter, Kiragu & Senderowitz, 1995, as cited in Dehne & Riedner,
2001, p. 12). Within a developmental framework, youth is often viewed from a
biological standpoint as a time of ‘storm and stress’ or from a social construction
model, which views youth as an age-staged process of negotiating social and
cultural influences (Milburn, 1995). Some definitions portray adolescence as a time
of emotional turbulence, rampant with risk-taking behaviours (McDonald & Mullins,
October 2002). In contrast, Fuller (2000) described youth as ‘the happy knack of
being able to bungy jump though the pitfalls of life—to rise above adversity and
obstacles’ (p. 26). Most definitions acknowledge that youth is the process of ‘the
growth of the individual identity; extension of friendship, relationships and interests
outside the family; and the progression towards emotional and financial
independence’ (ABS, 2002, p. 21), which also is usually accompanied by an
increased interest in sex (DiCenso, Guyatt, Willan & Griffith, 2002). UNESCO
(2006) stated that ‘young people are a heterogeneous group in constant evolution
and that the experience of ‘being young’ varies enormously across regions and
within countries.’ The participants in my study are termed as young men, who are in
their late adolescence and are not yet adults. Arnett (2004) described this stage of
being a young man as emerging adulthood, which features identity exploration,
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instability in residence, relationships and work, and feeling ‘in between’, not being
either an adolescent or an adult, and encountering more opportunities.

As mentioned above, researchers have different understandings and views
of terms such as ‘youth’, ‘adolescents’ and ‘young people’. They are not considered
a heterogeneous group of people but highly diversified and differentiated individuals
(Booth et al., 2004). Their needs and concerns vary with age, gender, cultural
background, socioeconomic background, family circumstances and geographic
location. As such, Australian researchers Booth et al. (2004) have classified
adolescents based on age (early, middle and late adolescents), gender,
socioeconomic status (lower, middle and higher) and geographic location (urban
and regional/rural). Shirur (2003) defined ‘adolescence is the progression from the
appearance of secondary sex characteristics (puberty) to sexual and reproductive
maturity, the development of mental processes and adult identity, and the transitions
from total socioeconomic dependence to relative independence’ (p. 47). Some
definitions are agreed upon as being spearheaded by the WHO (2003) that defines
‘young people’ as persons in the aged 10–24-years-old group, while ‘adolescents’
falls within 10–19 years, and ‘youth’ as those whose ages fall between 15 and 24
years The UNFPA (1994) defines the term ‘adolescents’ as people are falling within
the ages of 10 to 19 years.

The Adolescent Health Committee of the Canadian Paediatric Society (2003)
in their position paper declares, ‘Adolescence begins with the onset of
physiologically normal puberty, and ends when an adult identity and behaviour are
accepted. This period of development occurs approximately between the ages of 10
and 19 years’ (Sacks, 2003, p. 577). This definition is consistent with the WHO’s
definition (WHO, 2003).
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In summary, it is clear that definitions of adolescents, young people, youth
and other related terms all have a common ground upon which they must be
considered. Such terms must take into account the environmental effects and
influences on the growing child, biological aspects, and psycho-cognitive aspects
(Geldard & Geldard, 2009). Despite the various meanings adopted by countries and
organisations, they all attempt to cluster youths as those below 25 years of age and
adolescents as people aged 13-19 years, which also forms the ‘teens’. Knowing
these clusters with their specific or unique characteristics can help formulate ways
of helping them to grow fruitfully as far as health is concerned. As different
individuals experience these changes differently, a rigid definition of young people is
unhelpful. For the purpose of my study, I will use the term ‘young men’ to refer to
men between 16 and 25 years of age, living in rural and regional areas of Victoria
and southern New South Wales, and who experience some similar life experiences
such as schooling, Technical and Further Education (TAFE), rurality, cultural
diversity and health services options.

2.4 Conceptualisation of Masculinity
2.4.1 Introduction.
Masculinity is a complex construct for several reasons (Imms, 2000). Gender
plays a critical role in society because it acts to shape and organise the ways in
which people interact and live their lives (Messner, 1998). Masculinity is not a
physical or biological trait; rather, it is constructed through societal practices
(Connell, 1995). Therefore, notions of masculinity are ‘simultaneously a place in
gender relations, the practices through which men and women engage that place in
gender, and the effects of these practices in bodily experience, personality, and
culture’ (Connell, 2005, p. 71). Similarly, Doss and Hopkins (1998) explained that
masculinity is men’s own internalisation of societal norms about how men should
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act. Masculinity depends on what culture a man lives in, what class he is a member
of, and what it means to be a man (Cohen & Wilber, 2008). In other words, it is
dependent on local beliefs and local behaviour (Pleck, Sonenstein & Ku, 1993).
That is why Connell (2005) defines masculinity as a social construction dependent
on a specific historical time, culture and locale. Evans et al. (2011) in their
theoretical framework for understanding men and their health also captured the
complexity of men’s lives: ‘like all lives, are always individual, always particular and
inexhaustibly various’ (p. 9). Therefore it can be argued that Connell’s suggestion of
‘masculinities’ are played out at several levels – local, regional and global – that
interact. Similarly, often, masculinity is judged by what occupations interest a man or
perhaps the kind of work he is currently performing. Occupational preferences tend
to indicate gender differences in terms of men and women. In the past, it was not
considered masculine for a man to be a nurse or a woman to be a construction
worker. However, today, there are many male nurses and many female construction
workers, although, there are still quite wide gender divisions in the work force
(Simpson, 2004). Therefore, masculinity cannot be viewed as a ‘fixed entity
embedded in the body or personality traits of individuals’ (Connell & Messerschmidt,
2005, p. 826).

The following sections will explain masculinities with a particular focus on the
relationship between masculinity and the health-seeking behaviour of young men,
specifically in the Australian context.

2.4.2 Masculinities.
Connell (2005), a leading researcher and theorist on masculinities, extended
her masculinity theory by conducting an empirical study that examined the personal
life and social structure of four groups of men from different backgrounds. Her
results indicated that there is no single masculinity but rather a complex, dynamic
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and diverse range of masculinities. A major point that has been brought to light
through Connell's work is that there are many different types of masculinities, such
as hegemonic, complicit, subordinate and marginalised masculinities, which are
interrelated and interact with one another in men’s everyday lives in particular social
contexts (Lusher & Robins, 2009). In her four case studies, Connell identified: ‘live
fast and die young’, ‘a whole new world’, ‘a very straight gay’ and ‘men of reason’.
The first case study, ‘live fast and die young’ refers to working class ‘blue-collar’
men on the fringes of the labour market, who grew up in lower socioeconomic
conditions and whose manliness was congruent with toughness, aggressiveness,
lack of emotions and being self-reliant. ‘A whole new world’, in the second case
study of men, were identified as being heterosexual and involved in environmental
and cultural issues, with many attributes in contrast to the first case study. The third
case study, referred as ‘a very straight gay’, referred to men who are open about
their homosexual identity. In an analysis of eight life histories of Australian gay men,
Connell (1992) developed a conceptual approach to changes in masculinity that
emphasises the dynamics of the gender order as a whole, and identified sexuality
as the key site of difference. She further theorised that homosexual masculinity is
an important locus of the gender dynamics in the contemporary Australian society.
Therefore, by saying “very straight gay” Connell objectified an abstract concept into
something concrete, which portrays homosexual masculinity as a social basis for
sexual freedom (Connell, 1992, p.735).

Finally, ‘men of reason’ in the fourth case study, were all employed in
intellectually based professions in which masculinities are defined against the
rationalisation of technical knowledge (Connell, 2005, pp. 93–181). However,
different forms of masculinity are not fixed categories, and individuals may embody
multiple forms of masculinity at any given time (Connell, 2005). They can be
regulated through gendered practices that occur in everyday life, are continually
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challenged and reconstructed, and can change over time and place (Connell, 2005).
Similarly, Lusher and Robins (2009) in their examination of masculinities in a local
context argued that Connell’s (2005) theory does not articulate how the differing
configurations of masculinity identified in the theory or how ‘actually prescribe or
regulate men’s lives’ (Lusher & Robins, 2009, p. 388). Therefore, it can be argued
that these forms of masculinities are not specific traits, rather they represent a
collection of practices, understandings and insights on related to what it means to
be a man and they characterise masculinity for diverse groups of men (Leduc,
2010).

The conceptualisation of hegemonic masculinity is a complex issue (Lusher
& Robins, 2009). This particular form of masculinity is always idealised and
promoted within society, although multiple masculinities exit. The term ‘hegemonic
masculinity’ was first introduced by Connell (1995); it refers to the dominant form of
masculinity within the gender hierarchy. Connell explains that her “‘concept of
hegemony” derived from Antonio Gramsci’s analysis of class relations and refers to
the cultural dynamic by which a group claims and sustains a leading position in
social life’ (Connell, 2005, p. 77). However, Connell rejects the interpretation of
hegemonic masculinity as only a cultural concept and sees hegemonic masculinity
as a ‘multidimensional concept’ and is ‘intended to refer to patterns of practice and
political relations in historical context, with cultural definitions of identity providing
just one dimension of these patterns’ (Connell, 2001, as cited in Lusher & Robins,
2009, p. 392). In other words, hegemonic theory does not offer a clear assessment
of masculine identities. Connell (1995) defined hegemonic masculinity ‘as the
configuration of gender practice which embodies the currently accepted answer to
the problem of the legitimacy of patriarchy, which guarantees (or is taken to
guarantee) the dominant position of men and the subordination of women’ (p. 77). In
response to hegemonic masculinity, Connell developed her own theory. She
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proposes ‘body-reflexivity’ (Connell, 2005, p. 59) whereby male behaviour is based
on psychological, biological and social components all combined as one. Connell
(1995) emphasises ‘terms, such as ‘hegemonic masculinity’ and ‘marginalised
masculinities’ name not fixed character types but configurations of practice
generated in particular situations in a changing structure of relationships. Any theory
of masculinity worth having must give an account of this process of change’ (p. 81).
She also believes that social and educational institutions lead men into adopting
hegemonic behaviours, forcing them to become dominant and competitive. A given
society sets the norm and that society nurtures men to follow those societal
practices. In particular, hegemonic masculinity expects men to be dominant over
other men and place women in a subordinate position. Hegemonic masculinity looks
for men that demonstrate strength, aggression, belief in one’s capabilities, success
and independence. All these factors are encouraged in men while discouraged in
women. Mahalik, Levi-Minzi and Walker (2007) argued that the characteristics
associated with contemporary Australian hegemonic masculinity have been
identified as aggressiveness, strength, drive, ambition, lack of emotion, and selfreliance. This relates to the hegemonic form of masculinity in Connell’s (1995)
model, which means that Connell’s theory is often interpreted as a set of personal
variables or psychological traits, which misses the notion that gender is a set of
power relations between men and women, and between groups of men (Lusher &
Robins, 2009).

Therefore, it can be concluded that the idea that there is a diversity of
masculinities is in direct conflict with older thoughts, which posit that men have a
predetermined masculinity. Connell (2005) believes that social institutions and the
educational system are leading men into hegemonic masculinity. Undoubtedly,
theories of masculinity need to encompass a wide range of behaviours based on the
genetic predisposition of the male and social constraints of a given culture.
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2.4.3 Measures of masculinities.
For the development of effective quantitative measures of masculinity,
investigators mainly focused upon the distinction between gender ideology and
gender orientation (Thompson Jr, Pleck & Ferrera, 1992). These important
measures form the basis of different masculinity scales. In a systematic literature
review, Thompson et al. (1992) identified 11 masculinity ideology measures that
examined attitudes of men, masculinities and six instruments for other masculinityrelated constructs. It was found that different investigators adopted different
ideologies that focus on men, women and gender relations during development of
the measures of masculinities but through a review of 17 scales, Thompson and his
colleagues (1992) focused on the measures that tap ideologies focused on men and
masculinities. The first 11 masculinity measures focus on gender-related attitudes
and generally do not include items that concern gender orientation, although some
scales included items to compare the sexes and gender relations. Conversely, the
last six scales measured gender orientation and revealed how men experience their
own gender (Thompson Jr et al., 1992). A short description of each of the scales
used for the measurement of masculinities is given in Appendix 1.

In my literature search, I also found the following measures of masculinities,
which have been developed more recently and underpin the comparison of
masculinities to contemporary masculinity ideologies in the Western societies.

1. Conformity to Masculine Norms Inventory (CMNI): This scale was developed
by Mahalik et al. in 2003. They examined 12 masculine norms for this scale,
such as winning, emotional control, risk-taking, violence, dominance, playboy,
self-reliance, primacy of work, power over women, disdain for homosexuals,
physical toughness and pursuit of status. The original CMNI is designed to
have 144 items, but after factor analysis, 94 items retained with an 11–factor
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structure in which the factors are best labelled according to the original CMNI
subscales except for physical toughness. A four-point Likert scale is used, 0 =
strongly disagree to 3 = strongly agree. Scores of masculinity range from 0 to
282 with higher scores indicating greater conformity to masculinity and the
coefficient alpha was 0.94 for the total CMNI score.

2. Gender-Equitable Men (GEM) scale: GEM scale was developed by Pulerwitz
and Barker in 2007. The purpose of this scale is to measure attitudes towards
gender norms among young men. This scale consists of 24 items and they are
based on previous qualitative work in the community and a literature review.
The factor analysis indicates that the two subscales and this scale are
internally consistent (alpha = 0.81) (Pulerwitz & Barker, 2007).

3. Adolescent Masculinity in Relationship Scale (AMIRS): Chu et al.’s (2005)
AMIRS is a 12-item uni-dimensional scale that is designed to measure young
mens’ endorsement of traditional male role norms as they exist within relational
contexts (e.g. ‘It is embarrassing for a guy when he needs to ask for help’).
Scale items are derived from interview and observational research with young
men. Individuals respond to items on a four-point Likert scale ranging from 1
(strongly disagree) to 4 (strongly agree). The internal consistency of the
AMIRS in a diverse sample of young men is reported to be 0.70 (Chu et al.,
2005).

4. Meanings of Adolescent Masculinity Scale (MAMS): MAMS is one of the most
recently developed multidimensional scales developed by Oransky and Fisher
in 2009. MAMS consists of 34 items and represents four components of
masculinity including emotional restriction (e.g. ‘It is hard to respect a guy who
shows his feelings’), heterosexism (e.g. ‘there is something wrong if a guy

29

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

wants to do activities usually done by girls’), social teasing (e.g. ‘a guy should
be able to take teasing from his friends’), and constant effort (e.g. ‘a guy
should always seem as manly as other guys that he knows’). A four-point Likert
scale (1 = strongly disagree to 4 = strongly agree) is used to assess
participants’ responses.

Previous studies also mentioned that young men face overwhelming
pressure to maintain a strict ‘boy code’, meaning that they must constantly maintain
a strong and unfathomable front to meet both socially defined and peer group
gender-role norms (Kimmel & Mahler, 2003; Kindlon & Thompson, 1999; Phillips,
2007; Pollack, 1998, p. 7). However, Oransky and Fisher (2009) noted that although
conformity with traditional male gender-role norms has been linked to psychological
and social adjustment in young men, most studies have relied on either qualitative
research or measures of male role norms developed for adults. From the above
discussion, it is evident that there is a lack of quantitative measures on masculinity
about young men. In addition, surprisingly, no masculinity measure has been
developed in the Australian context. Only two of these measures, AMIRS and
MAMS, have been developed thus far, and these were generated from interview
data and through FG discussions with young men. Since my research entails young
men, I have used AMIRS in my research to measure the conformity to traditional
masculine behaviour of rural and regional young men in Australia. The justification
and a detailed description of AMIRS can be found in the methodology section
(section 3.3.3) of this thesis.

2.4.4 Masculinity and health.
Men’s health is a new and growing area of specialty; therefore,
understanding how gender socialisation and masculine ideology affect men’s health
is a critical and important step in providing effective care for men (Garfield, Isacco &
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Rogers, 2008). Masculinities are influenced by a number of crosscutting factors,
such as socioeconomic class, ethnicity and age, which all play important roles in
shaping men’s health behaviours (Connell, 2005). These factors have been
identified as social determinants of health (Wilkinson & Marmot, 2003). Therefore,
exploring social factors influencing men’s lives is imperative in masculinities and
men’s health research. In addition, although it is generally acknowledged that
gender-based customs and ideas affect men’s behaviour, there is a notable lack of
research on men’s understanding of gender issues and their effect on men’s health
in rural Australia.

There are established social norms in which women are considered the
greatest consumers of health-related products and services in Western countries
(Marcell, Jagers, Mayden & Mobley, 2010). A study was conducted by Marcell and
colleagues in 2010 to explore the perception of African American young men, aged
12 to 14 (early adolescence), 15 to 19 (middle adolescence), and 20 to 25 years
(late adolescence), regarding general and reproductive health needs. Forty-seven
young men were recruited from four community-based organisations in a northeastern city of the US. The study showed that participants’ highly emphasised life
priorities were their family in general followed by education and income. However,
life priorities varied by age group. Early and middle adolescents placed the highest
emphasis on their family and education, early adolescents emphasised ‘myself‘,
middle adolescents emphasised ‘health’ and ‘friends‘, and young adults emphasised
‘money/jobs’ and ‘family’. Not surprisingly, ‘health’ was the fourth most highly
emphasised life. The question, ‘please tell us about what you see to be your
sexual/reproductive health concerns right now’ (Marcell et al, p. 19) generated the
fewest responses across all groups, with a notable proportion of the participants
responding ‘no needs’ or ‘not applicable‘. In their conclusion, the authors suggested
that participants generated fewer health needs, in particular reproductive health
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needs, as opposed to life priorities despite the majority being sexually active
(Marcell et al., 2010); however, generalisation of findings was difficult due to the
small sample but the study was exploratory in nature.

In a study on masculinity and health behaviours among Australian men (n =
253) in 2007, Mahalik and his colleagues assessed whether or not Australian men’s
health behaviour relates with the traditional masculine norms. The authors used
Courtney’s Behaviour Inventory (HBI) and the CMNI for the measurement of the
relationship

between

men’s

health

behaviour

and

hegemonic masculinity

respectively. The study showed that the scores of the masculinity scales related to
the Australian men reported more health risk behaviour with less evidence of health
promotion. The findings of the study indicated that the masculine norms of selfreliance, playboy and violence subscales of the CMNI predicted overall health risk
behaviours also support previous investigations that particular masculine norms
were associated with health behaviours (Mahalik et al., 2007). The participants of
the study were university students, and adult males from Melbourne with mean age
of 32.98 years. Therefore, extrapolation of the study’s findings for young men, in
particular rural young men, is limited. In Australia, there are many variations on rural
environments in terms of its economies and populations. To this day, the idea of the
'Bush' or the 'Out Back' is still influential on Australian identity and value systems
(Alston & Kent, 2008; O'Kane et al., 2008). Therefore, urban and rural settings play
a major role in establishing masculinities of all kinds and this may affect men’s
health. A report on rural and regional men in Australia stated that, compared with
their counterparts in major cities, men living in outer regional and remote areas were
12% less likely to report having very good or excellent health. However, selfassessed health status was generally similar between men living in inner regional
areas and major cities (AIHW, 2010).
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Similarly, Royster et al (2006) points out that overall, men in the US have
poorer health than women do and this especially applies to African American men.
His research has shown that the major barriers to health for young men were certain
aspects of male gender socialisation such as unhealthy diet, limited exercise,
unsafe sex and substance abuse. In addition, Courtenay (2004), in his research on
the role of social marketing and men’s health, found that the majority (65%) of men
were concerned about their health; however, he also found that the participating
men in the survey believed that ‘as long as men believe that their peers are
unconcerned about their health, they will be less likely to attend to their own health
needs’ (Courtenay, 2004, p. 275). Therefore, he argued that in order to change the
situation with young men’s health, the most important thing that has to be changed
are the social norms (Courtenay, 2004). Another study by Mahalik, Lagan and
Morrison (2006) confirmed their presumptions through a cross-national study
assessing male college students in Kenya and the US that examined traditional
masculinity in relation to a comprehensive list of health behaviours. Authors also
note that the results of the study indicated that masculinity was related to fewer
health promoting behaviours and more health risk behaviours for men from both
countries (Mahalik, Lagan & Morrison, 2006). There are always relationships
between masculinity and cultural constraints in terms of seeking health services,
particularly where sexual health is concerned. Sexual health poses a problem in
terms of masculine identities.

Men will make different decisions on treatments for these medical conditions
in terms of their ability to be able to perform what is expected of them in their
masculine role. In general, men felt that the threat posed to them definitely shaped
their experience and would greatly determine their course of action in terms of the
kind of treatment they would choose. Proper medical care requires that the medical
community gain a better understanding of masculinity and how culture affects
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medical decisions (Broom, 2004). Robertson (2007) in his empirical research on
‘Understanding Men and Health’ also showed that since researchers referred the
‘notion of masculinity in its many guises’ (p xi) i.e. Connell’s plural form of
‘masculinities’ (as I discussed in section 2.4.2), therefore, men have far more
complex take on engagement with health practices and health services than is often
postulated. He further argued that the fluidity of concept of masculinity could affect
men’s experience and expectation of health, their health practices and their
relationship with the health system. Further, while explaining discourse on men’s
responsibility and accessing health services, Robertson explained that the
distinction between ‘health’ and ‘ill-health’ can have a great deal of implications for
whether or not men would use health services. He stated–

Maintaining or promoting good health were seen as being the responsibility
of the individual, or possibly as a secondary role for the National Health
Service (NHS) once they had met their ‘ill-health role and if resources then
permitted. Shifting the responsibility for staying well back to the individual
allowed the men to maintain control, autonomy and to avoid what could be
seen as medical interference in everyday life. It creates opportunities for
men to demonstrate both ‘don’t care’ discourse, by rejecting health advice,
and a ‘should care’ discourse, by claiming themselves as independently
responsible for their health.

Noone and Stephen (2008) argued that health services, such as ‘screening
services’ or ‘medical check–up’ although acceptable for women, can be disruptive
for this health /ill-health discourse, which men may find unfamiliar and difficult. It is
also apparent that men often needed valid, visible and legitimate reasons (i.e. injury,
symptoms and impairment) to justify their engagement with health services, thus
managing the don’t care/should care dichotomy; and access to health could not be
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done just for its own sake (Robertson, 2007). Similarly, O’Brien, Hunt, and Hart
(2005) in a qualitative study found that many of their young male participants were
reluctant to go to a medical professional unless seriously injured or suffering intense
physical pain. The researchers explained that men in their study were delaying help
seeking out of a concern that health professionals would consider them to be weak
time wasters. It is commonly believed that men have less awareness of health risks
than women do and they are less interested in knowing more about important health
issues. Men do not pay attention to changes in body function or the presence of
tumours any more than they give themselves periodical physical exams (Cook,
2000; Katz, Meyers & Walls, 1995). It is also known that men are resistant to seek
medical help, particularly when their sexual organs are involved (Khadra &
Oakeshott, 2002). The masculine identity provides for notions of being strong, selfreliant, and successful (Mahalik et al., 2007). It can be argued that hegemonic
paradigms drive these behaviours generating an ignorance and neglect of men’s
health, putting men at risk. However, Hunt, Adamson and Galdas (2012) in their
research on gender and help-seeking behaviour of men and women rather critiqued
that the existing research on help-seeking that has often over-generalized that
women consult primary care more than men. The authors applied a gendercomparative approach and thereby provided a more distinct picture which portrayed
that existence of socio-economic inequalities in health as a major contributor than
reluctance of men in accessing health services.

Kupers (2005), in his research on convicted men in prisons, identified that
masculinity itself can be viewed as a health risk and refers to traditional masculine
roles as ‘toxic masculinity’. He defines ‘toxic masculinity’ as ‘the constellation of
socially regressive male traits that serve to foster domination, the devaluation of
women, homophobia, and want on violence’ (Kupers, 2005, p. 714). He further
states that ‘toxic masculinity is not the only obstacle to mental health treatment
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behind bars, and any approach to the subject that singles out toxic masculinity as
the exclusive cause of treatment resistance misses the complexity of prison reality
and contextual variables that intensify the toxicity and also make treatment
problematic’ (Kupers, 2005, p. 714). Similarly, Brooks and Good (2001) found a
significant relationship between toxic masculinity and a strong measure of the male
proclivities that lead to resistance in psychotherapy. However, viewing masculinity
as being ‘toxic’ for men’s health could be a stereotypical ideology, thus, perhaps
significantly diminishing the role of social, political and structural barriers for men’s
health (As cited in Kupers, 2005).

It has been known for some time that there is a relationship between
masculinities and young men's health status, and institutional settings, particularly
regarding sexual health. A major factor involving enhancing young men's health
involves promoting sexual health. Promoting sexual health is paramount to lowering
the health risks that young men face in today's world. Teenagers and young men
have largely been neglected. It is important for young men to receive health
information as well as services, and to a higher degree than what they currently
receive. They need information on sexual risk-taking in particular regarding STIs,
human immunodeficiency virus, and in preventing unwanted pregnancies (Barnett &
Schueller, 2000). Individuals’ sex designation and stereotypical masculine
behaviours ultimately cause problems for men in accessing sexual health services.
Young men learn at an early age what it means to be masculine by observing their
fathers and playing with other young men (Courtenay, 2003). When young men
become adults, they are generally unprepared to protect their sexual health (Rovito,
Gordon, Bass & DuCette, 2011). Since gender and hegemonic models play such an
important role in men's sexual behaviours, it has become increasingly important to
challenge these traditional views to protect the sexual health of young men (Rovito,
Gordon et al, 2011).
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Stereotypical masculine behaviour tends to bring about restricted access to
sexual health services and general sexual health information. This increases the
potential for risky sexual behaviours that bring about STIs, which in the long term
can destroy the overall health of men. Unfortunately, men are taught socially that
these hegemonic behaviours are natural and where risky sex is concerned, that it is
just something that is unavoidable (Courtenay, 2000a, 2000b & 2003). Innovative
strategies and projects worldwide are educating men to question hegemonic
behaviours that determine their sexual behaviours so that they can change these
gender roles. In the long run, this will promote men's sexual health and wellbeing
(WHO Department of Child and Adolescent Health and Development 2000). Even
though most men have some form of privileged status in their societies, hegemonic
men pay greatly. Studies have demonstrated that men are taught at an early age to
quash emotions and assume the dominant role even to the point of using brute
force to solve their problems (Aggleton, Ball & Mane, 2006; Aggleton & Campbell,
2000).

Researchers and health care providers recognise that there is a genderspecific need for health care in rural areas and this is not an exception in rural
Australia. This is particularly true for young men, and for sexual health care
services. Young men in particular need sexual health information to increase their
awareness in terms of developing a healthier life style. This allows individuals to
have more control over their state of health and allows for self-improvement. This
was communicated by the WHO as far back as 1986. Health education of these
individuals is paramount so that they become aware of their particular medical
needs. Part of this education aims at changing risky behaviours and other specific
attitudes brought about by hegemonic backgrounds. There is evidence that lower
levels of health literacy are associated with poorer health status (Schwartzberg,
VanGeest & Wang, 2005). Courtenay (2000a) in his research also mentioned that
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due to a lack of medical information, they are not likely to visit a health care
practitioner when health issues arise. An AIHW report providing a snapshot of rural
and remote men's health in Australia said that men living in inner regional and outer
regional/remote areas were up to 22% less likely than men in major cities to
possess an adequate level of health literacy (AIHW, 2010) (rural and regional men’s
health). Therefore, changes in specific attitudes include applying preventative
maintenance of health issues followed by corrective maintenance.

In summary, this research has demonstrated that the traditional masculine
behaviours are to some extent detrimental to men’s health. The hegemonic theory
of masculinity is that men’s behaviour is governed by the norms set by the culture in
which they live, where men are expected to dominate over other men and women
are expected to be submissive. Despite considerable evidence suggesting that
men’s lack of health literacy and poor participation in health promotion activities are
detrimental to their health, there is a dearth of research on rural young men’s
access to health services, particularly in relation to sexual health. Moreover, wellestablished studies discuss barriers to testing and screening young people’s for STI
(Goldenberg et al., 2008); however, few have examined the role of hegemonic
masculinity on young men’s access to STI or/and sexual health services.

2.5 Sexual Risk Behaviour
With the aim of understanding sexual health and risk behaviours among
young men, this section presents a review of the related and existing literature
about sexual behaviours of young people to highlight the previous findings and
other relevant information that are deemed as valuable for this study. Further, it
aims to deliver an inclusive and comprehensive account of sexual health-related
behaviours and risk behaviours of young men (in both rural and urban settings)
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within the following countries: US, United Kingdom (UK), Scandinavian countries,
Canada, and Australia; thereby helping establish further details on the rationale and
background of this study.

2.5.1 Age of sexual debut.
There is a downward trend in terms of age of first sex in various countries all
over the world. This is a significant issue because an earlier age of first sexual
intercourse is associated with poorer reproductive and sexual health outcomes.
These outcomes include increased lifetime risk of being diagnosed with an STI,
increased number of lifetime sexual partners and pregnancy under the age of 18
years (Wellings et al., 2001). This gradual shift in the age of first sexual intercourse
was observed during the 1960s and 1970s, after which time the practice stabilised
(Grulich et al., 2003). In national surveys held across Europe and the US over the
last 50 years, results have revealed that people have gained an even greater
tendency to become more sexually active, especially with regard to their age of first
sexual intercourse (Reissing, Andruff & Wentland, 2012). Reissing et al. (2012)
established that the average age for sexual debut among young Americans, both for
men and women, is at 17 years of age, with most results falling under the 14–20
year old range. A Finland survey revealed that about 10 to 13% of young men
enlisted in the nation’s military service reported their first sexual experience at the
age of less than 15 years old (Nikula, Gissler, Jormanainen, Sevon & Hemminki,
2009). Further, a cross-state survey conducted in the US, within Delaware, Maine,
Massachusetts, Rhode Island, Vermont, Boston, Chicago, New York City, and San
Francisco, revealed about 4.3 to 11.2 % of respondents within grades 9 to 12 noted
that they had their first sexual intercourse before the age of 13 (Kann et al., 2011).
In a survey conducted in Australia, a high percentage of respondents, 60% of
women and 57.2% of men, experience their first sexual encounter (either vaginal,
anal or oral) between the ages of 16 and 19 (Grulich et al., 2003). Further, the
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Australian Study of Health and Relationships (2003) on the sexual relationships and
practices of 19,307 people aged between 16 and 59 years showed that the median
age of first intercourse among Australians is as low as 16 years (Grulich et al.,
2003).

The same average age of sexual debut is present across seven European
countries (inclusive of the Netherlands and Ireland), as found by Crochard and her
colleagues (2009), wherein young European men sexually debuted at the average
age of 17, while young women debuted at the average age of 18. With particular
reference to young men, various studies have established that men engage in
sexual relationships at earlier ages as compared to women. The study by Singh et
al. (2000) reveals data across 14 countries on the issue of sexual debut. The study
showed that within developed countries (specifically the US and Britain), young men
reported earlier ages of sexual debut (before the age of 17) as compared to women.
This is also supported by studies in the UK, where young men were found to be
more likely to engage in romantic and sexual behaviours than young women and
they seem to be more active in the initiation of such behaviours (Waylen, Ness,
McGovern, Wolke & Low, 2010). Similarly, Surveillance on Youth Risk Behaviour in
the US in 2009–10 found that nationwide, 5.9% of students had had sexual
intercourse for the first time before the age of 13 years. Overall, the prevalence of
having had sexual intercourse before the age of 13 years was higher among men
(8.4%) than women (3.1%) (Kann et al., 2011). Another UK study found that nearly
a third (30%) of men and a quarter (26%) of women aged 16–19 first had sexual
intercourse before the age of 16 (Hawes, Wellings & Stephenson, 2010). Amidst
these determinants, however, a myriad of factors are not mentioned or studied in
the existing literature that could be considered instigating factors that lead young
men to early sexual experiences (Ku, Sonenstein & Pleck, 1993a)
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2.5.2 Sexual activity in young people.
After the initiation of first sexual intercourse, a number of surveys conducted
across various countries revealed that young people who had engaged in sex,
continue to be sexually active. In Kann and colleague’s (2011) survey, the incidence
of being ‘sexually active’ varied from 19.3% to 62.9% among young people, from
heterosexuals to bisexuals, gays and lesbians, and across nine states in the US.
Results continue to be consistent in Finland, with over 75% of young men enlisted in
military services, reported sexually active (Nikula et al., 2009). Concerning the
notion or idea of being ‘sexually active’, various forms of sexual activity are
considered, including various descriptions of what ‘sexually active’ means. A number
of differing sexual activities have surfaced over the years, including non-coital
activities such as masturbation, oral sex and anal sex, which constitute three of the
most practised sexual activities, apart from traditional vaginal sex activities. In a US
study by Halpern-Felsher et al (2005) that involved two Californian public high
schools, 580 ethnically diverse ninth-graders (44% male participants) suggested
that more study participants reported having had oral sex (19.6%) than vaginal sex
(13.5%), and more participants intended to have oral sex in the next 6 months
(31.5%) than vaginal sex (26.3%). In the same study, young people also reported
oral sex as significantly less risky than vaginal sex on health, social, and emotional
consequences and believed that oral sex was more acceptable than vaginal sex for
young people their own age in both dating and non-dating situations (HalpernFelsher, Cornell, Kropp, & Tschann, 2005). Similarly, US study by Brady and
Halpern-Felsher (2007) found that in comparison with young people who engaged in
oral sex and/or vaginal sex, young people who engaged only in oral sex were less
likely to report experiencing a pregnancy or sexually transmitted infection, feeling
guilty or used, having their relationship become worse, and getting into trouble with
their parents as a result of sex. Authors concluded that given young people perceive
oral sex as less risky, more prevalent, and more acceptable than vaginal sex,
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therefore, it is important that health care providers and others who work with young
people recognise young people's views about oral sex and broaden their clinical
preventive services to include screening, counselling, and education about oral sex
(Halpern-Felsher, et al., 2005). Although it has not been generally accepted as
‘having sex’, oral sex is a widely practised form of sexual activity. In fact, Hunt and
Curtis (2006) note:

By the end of the twentieth century, oral sex had become normalised as a
feature of everyday heterosexual life... During the course of the twentieth century, at
an accelerating rate, oral sex became a possible component of ‘foreplay’, which was
the great sexual discovery of the early decades of the twentieth century (p. 69).

However, the issue surrounding the practice of oral sex is that it has become
a common practice among young people’s sexual activity. As of 2010, collected
surveys on sexual behaviours among the young people in the US indicated that
about 39–61% of respondents engaged themselves in oral sex (Brewster & Tillman,
2008; Gates & Sonenstein, 2000; Leichliter, Chandra, Liddon, Fenton & Aral, 2007;
Lindberg, Jones & Santelli, 2008; Rosenbaum, 2009). In Australia, rates of
engagement in oral sex among young people are consistent with US results,
wherein about 44.9–47.4% of students in the 2008 National Survey of Australian
Secondary Students (NSSSH) reported oral sex activity (Smith et al., 2009). Oral
sex thus mirrors one of the most commonly used methods of sexual gratification,
most especially among young people. Largely, the proportion of young men and
women engaging in oral sexual activities is consistent in relation to gender
differences. In a study by Mosher, Chandra and Jones (2005) of a sample of 20,000
students from the US, from 15–19 years old, about 55% of men and 54% of women
report experiences of oral sex contact (fellatio and cunnilingus). The similar close
proportions of oral sexual activities were reported in the studies of Leichliter et al.
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(2007), with 37% men and 38% women, Brewster and Tillman (2008), 61% men to
57% women, and Lindberg et al. (2008), 55% men to 54% women. By this means,
the similar responses of both genders concerning oral sex reported even more
accounts in the following years (Dake, Price, Ward & Welch, 2011). Therefore, it is
necessary to understand the particular factors attached to increased oral sexual
activity. Its ultimate effect on today’s young people, is a concern that must be
considered in impending research (De Rosa et al., 2010).

Anal sex is often deemed an activity that is engaged by homosexual or
bisexual men. However, results of national surveys conducted in the US reveal that
anal sex was practised by both men and women, but proportions were not as high
compared to vaginal and oral sex. However, the rates have steadily increased
(London, 2008). Further, common reasons for engagement in anal sex are due to
strong commitments to sexual abstinence or virginity (Gindi, Ghanem & Erbelding,
2008). Apart from such, homosexual or bisexual people remain the demographics
that continue to influence the prevalence of anal sex. A survey conducted by
Rosario, Schrimshaw and Hunter (2006) in the US mentioned that the likelihood of
engaging in unprotected anal sex has been increasing among young gay and
bisexual men. Similarly, Australian studies are consistent with these results whereby
Richters (2006) reports that rates of unprotected anal intercourse (UAI) have
increased in most Australian states from the period of the late 1990s to 2001; after
which, rates have stabilised in the succeeding years. Early studies revealed
estimates of lifetime pervasiveness of anal sex ranges from at least 6% up to a
maximum of 40%, with a corresponding 10% of heterosexuals reporting accounts of
at least one occurrence of anal sex experience in the preceding year (Baldwin &
Baldwin, 2000; Misegades, Page-Shafer, Halperin & McFarland, 2001). In a more
recent study, in the US, 38.2% young men and 32.6% young women have been
reported as engaging in anal sex (Mosher et al., 2005). Recent data from 350 young
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people, aged 12 to 18 years, showed that prevalence rates of anal intercourse
among individuals with a main partner and those with casual partners were similar
(16% vs. 12%, respectively). However, higher frequencies of anal intercourse were
found among participants with main partners (about once per week) compared to
those with casual partners (about once per month) (Houston, Fang, Husman, &
Peralta, 2007). Despite what is known about anal sex, Halperin (2005) argued that it
needed to be taken into consideration that self-reported data for historically taboo
sex practices, such as anal intercourse, is an underestimation, therefore, the
possibility of reporting bias can not be ruled out.

An earlier age of sexual debut is also associated with higher number of
sexual partners. Gold, Hocking and Hellard (2007) in a cross-sectional study among
rural young men in the football clubs, found that the median lifetime number of
sexual partners among those who had ever had sex was six (range 1–80), with a
median of one sexual partner in the past year (range 0–10). Thirty-three (37.9%) of
those who had ever had sex reported a new sexual partner in the past three months
with a median of two new partners (range 1–5) (Gold et al., 2007). The Australian
Sex, Health and Relationship (ASHR) survey also found that median lifetime sexual
partners among men aged 16–19 years and 20–29 years were 3.3 and 7.7
respectively, and recent sexual partners were 1.3 for men aged 16–19 years and
1.5 for men aged 20–29 years, with the vast majority occurring with the opposite sex
(96%) (de Visser, Smith, Rissel, Richters & Grulich, 2003). These risk factors greatly
increase the likelihood of exposure to STIs and consequently influence the sexual
health of the young men (Grulich, de Visser, Smith, Rissel & Richters, 2003). These
findings suggest that the direct determinants of the rate of STI spread are large in
young men. In such a way, the active sexual life of young men coupled with low
sexual literacy increases the risk of contracting STIs.
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2.5.3 Condom use.
An inconsistent use of condoms in the course of sexual intercourse is
common among young people. They apparently underestimate risks and threats
they are exposed to. In this regard, it is possible to refer to numerous STIs, which
may be extremely dangerous for their health. The underestimation of threats and
overestimation of their health leads to the refusal of young men to use condoms.

Evidence shows that correct and consistent use of condoms is the best way
to prevent transmission of many STIs. A study conducted in the US among sexually
active students (n = 266) found that only 29% reported using condoms consistently,
while a large proportion of students reported inconsistent use of condoms (23%),
and 48% reported never using condoms (Brown, Diclemente & Park, 1992, p. 655).
A Belgian study conducted among Grade 11 and 12 students (n = 428) found that
among the 165 sexually experienced participants, only one in four (25%) reported
consistent use of condoms, 59% reported condom use was inconsistent and 17%
reported never having used condoms (Baele, Dusseldorp & Maes, 2001, p. 424).

The practice of ‘condom cheating’, that is, the application of condoms after
initial genital contact was also found to be a risky sexual behaviour among young
men (Seal & Palmer-Seal, 1996). The ASHR finding was that 12.6% of condoms
used during the last occasion of vaginal intercourse were put on after initial genital
contact. In a cross-sectional survey of 1373 young people studying in schools and
colleges, aged 16–18 years, in England, 375 male respondents reported having
used a condom on the most recent occasion of vaginal sex. However, 6% reported
applying the condom after penetration and 6% had continued penetration after
condom removal (Hatherall et al., 2007). From the same survey, a subsample of
108 selected young people completed up to a maximum of 10 diary entries over a
six-month period, each one representing a sexual event in which oral, vaginal
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and/or anal sex had occurred. Of the 74 diary respondents, 31% applied a condom
late and 9% removed a condom early at least once over a six-month period
(Hatherall et al., 2007). Further, barriers to condom availability do exist, which also
prevents young people's consistent and correct use of condoms.

In Australia, results of a study involving multiple sexual partners and
corresponding condom use reflect close values as well. In a survey conducted at an
annual music festival (Big Day Out) in Melbourne by Lim, Hellard, Aitken and
Hocking (2007) (n = 939) in 2005, about 57% reported accounts of multiple sexual
partners in the last year prior to the survey, with about 61% of them reporting
consistent condom use (Lim, Hellard, Aitken & Hocking, 2007). The most commonly
stated reasons for not using a condom during the last episode of sexual intercourse
were ‘using other contraception’ (29%), ‘heat of the moment’ (26%), ‘trusting one’s
partner’ (25%), ‘sex doesn’t feel as good’ (18%), ‘too drunk or high’ (13%), ‘don’t like
condoms’ (11%), ‘none were easily available’ (10%), ‘partner doesn’t like them’ (7%)
or ‘partner didn’t mention it’ (4%). Male participants were more likely than females to
state that they did not use a condom because sex does not feel as good (p <
0.001), they do not like them (p < 0.001) they were drunk or high at the time (p <
0.05) or that their partner did not mention it (p < 0.001) (Lim et al., 2007).

Although Skinner et al (2009) identified young men as playing a key role in
the decisions that

young women make decision about condom use in a

heterosexual relationship; however, heterosexual men are often invisible in safe sex
promotion (Flood, 2003). This reflects relative lack of willingness in taking
responsibility for the sexual health matters compare to their female counterpart
(Flood, 2003). Obviously, such an attitude to sexual life is erroneous and can be
detrimental to their sexual health and wellbeing. Nevertheless, such an attitude is
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the major cause of refusal to use condoms by young men in Australia (Lim et al.,
2007; Smith et al., 2009).

2.5.4 STIs: Young men are more vulnerable.
At least 17 pathogens are recognised as being sexually transmissible
(Donovan, 2004). At present, the problem of STIs is increasing, especially among
young people (Dariotis et al, 2008). It has therefore become increasingly important
to understand how young people’s sexual behaviours change as they reach
adulthood. Gaining insight into this information allows for a better understanding on
how to deal with the risks that are associated with sexual activity. For instance,
attention must be drawn to the following behaviours that Dariotis et al (2008) claim
as factors that must be monitored with regard to the issue of STIs:
Sex with strangers, sex workers, injection-drug users or same-sex partners;
having concurrent relationships with two or more partners; and using
condoms infrequently or not at all. (p. 218)

Apart from these, former discussions have also identified possible
correlations with STIs in the light of the age of first sexual intercourse, various forms
of sexual activity (anal and oral sex), number of sexual partners or existence of
multiple sex partners, and frequency of sexual intercourse or level of sexual
activeness. STIs thereby mark the greatest risk in the engagement of any individual
in sexual activity, especially in sexual behaviours that fail to acknowledge the
imminence of such infections and diseases.

STIs are considered one of the most complex challenges to have plagued
humanity for thousands of years (Rompalo, 2011). In the US, an estimated 19
million new cases of STIs occur each year, with corresponding medical
expenditures reaching up to $20 billion (Chesson, Collins & Koski, 2008). In 2010,
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statistical data collected by the Center for Disease Control (CDC) in relation to the
highest rates of STI cases indicated that chlamydia and gonorrhoea were
significantly higher among women aged 15–24 compared to men in the same age
group; however, the number of syphilis cases was highest among young men aged
20–29. In the UK, STI rates are still considerably high, although rates have
stabilised in the past year (Health Protection Agency [HPA], 2011). STI diagnoses
remained stable over a twelve month period during 2010–2011 (219,906 and
220,049 cases respectively) (HPA, 2011). Young people in Britain have the highest
rates of STIs, which is consistent with the CDC’s national survey results. In Britain,
many people aged under 25 tested positive for chlamydia (63%), genital warts
(54%), gonorrhoea (47%), and genital herpes (41%). Overall, the results from these
surveys show that STIs are disproportionately higher among young people. The
corresponding UNFPA (2009) reported that the number of new cases for
gonorrhoea, chlamydia, syphilis, and trichomoniasis, has reached up to 340 million
per year. UNFPA (2009) reported that each day, some 500,000 young people have
been getting infected with STIs. Therefore, it can be estimated that annual total
number of new STI cases among young people can be 182 million, which constitute
53.7% of the total new cases of STI of the overall global population. East et al.
(2009, 2010) argue that these statistics are underestimated because of a lack
testing facilities and low awareness of STI among young people. Additionally,
Newton and McCabe (2008) assert that ‘STIs are stigmatising conditions’ (p. 865)
that not only place emotional and physical stress on individuals, but also alter their
social connections and, to a more personal degree, their intimate relationships.

According to the NNDSS, chlamydia, gonorrhoea, and syphilis are notifiable
diseases in Australia. Urethritis, the most common STI in young men, is most
frequently caused by Chlamydia trachomatis and/or Neisseria gonorrhoea (Claire,
2003) and constitutes a major disease burden (Donovan, 2004). In 2009, 65
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diseases and conditions were nationally notified in Australia. There were 236,291
notifications of communicable diseases reported to the NNDSS in 2008. STIs
account for a 73,399 notifications, which constitutes 31% of total notifications STIs
(NNDSS, Annual Report, 2009), which accounts an increase of 48% on the number
of notifications in 2008 from all states and territories.

Similar to the US and UK, in Australia, a very strong age-related prevalence
has been widely reported, with chlamydia always being most prevalent in both
sexes in the 16 to 25 years age range (NNDSS, 2009). In 2009, according to
NNDSS data, there were 62,660 notifications of chlamydia infection with an
increase of 5% compared with the rate reported in 2008. When compared with
2008, a notification rate is increased by 7% in men and 4% in women. Although
notification rates of chlamydial infection in males of all ages was 236 cases per
100,000 population, the notification rate in males in the age range of 15–24 years
was 779 (1,672 per 100,000 in case of 15–24 years females). NNDSS also reports
that these age groups accounted for around 80% of the annual number of
notifications over the period 2004 to 2009. As chlamydia equally spread between
males and females, these data suggest a significant under screening in men,
especially in young men (Chen & Donovan, 2003). The population-based surveys
conducted in Scandinavia, the UK and the US have shown chlamydial prevalence
among heterosexual men and women to be consistently similar (Andersen, Olesen,
Møller & Østergaard, 2002; Wellings et al., 2001). Further, a recent systematic
review estimated the mean community-based chlamydia prevalence at 7.5% and
8.7% for Indigenous men and women and 1.5% and 1.4% for non-Indigenous men
and women respectively (Vajdic, Middleton, Bowden, Fairley & Kaldor, 2005).
Therefore, it is obvious that men in Australia are left behind as a ‘forgotten reservoir’
(Chen & Donovan, 2003) for chlamydia infection. Conversely, according to NNDSS
(2009), gonococcal notifications were two and a half times greater (160 v. 49.7 per
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100,000 population) among young men aged 15–24 years than in the overall male
population. These data suggest that gonorrhoea and chlamydia are associated with
younger age groups and constitute a major burden of disease.

The rate of infectious syphilis notifications increased from 3.1 per 100,000
population in 2004 to 6.7 in 2007 and then declined to 5.9 in 2009. Nationally, the
notification rates of infectious syphilis for men and women were 10.8 and 1.4 per
100,000 population respectively, and represented notification of infectious syphilis
among men was eight times higher in men than in women. However, the rate was
highest among men aged 40–44. This is because sexual behaviour has changed,
with rates of any UAI among men who have sex with men having increased by 50%
in Australia over the past 10 years—this was also reported as being a strong risk
factor for syphilis incidents in the Health in Men study (Fairley, Hocking & Medland,
2005). Obviously, such a change in the sexual behaviour of young people increases
the risk of spreading STI.

2.6 Alcohol and Drug Use
Risk behaviours are actions that increase the likelihood of harmful health
outcomes (Stimson, Fitch & Rhodes, 2003). This thesis will also focus on two
common and extensively studied risk behaviours, alcohol and drug use. The harmful
effects of alcohol and use of illicit drugs can be associated with health risks and
were estimated to have been the cause of 7.6% of the burden of disease in
Australia (DOHA, 2005, p. 114). The National Drug Strategy Household Survey
(NDSHS) reported that in the year 2007, 19% of people aged between 15 and 25
years were at high risk of binge drinking once in every week for 12 months prior to
the study. The report further indicated that in the year 2005–06, about 3000 young
men aged 15–25 were hospitalised due to severe intoxication of alcohol (Berg,
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Michelson & Safren, 2007). Similarly, according to a recent computer-assisted
telephone interview survey among (n = 10,879) young Victorian drinkers by
Livingston, Laslett and Dietze (2008), very high drinking rates (i.e. more than 20
drinks at least 12 times per year and more than 11 drinks at least 12 times per year
by females) was reported among one-fifth of the participants. According to the
Australian Government, Office for Youth (2009), although alcohol sales to people
under 18 years is illegal, more than half of all 15–17 year olds have been reported
as having used alcohol, with more men (19%) than women (10%) reporting drinking
alcohol at least once a week in 2009. It was further revealed that almost all 18–24
year olds have drunk alcohol, with about two-thirds of men (64.9%) and half of
young women (56.4%) in this age category having consumed alcohol. Conversely,
more than 16.8% men compared to 5.4% women of this age category consumed
alcohol in the previous week prior to the survey (Australia Government, Office for
Youth, 2009). The fact that young men more than women consume alcohol in
Australia is well recognised in other reports (ABS, 2008; Hayatbakhsh, Najman, Bor,
Clavarino & Alati, 2011), with clear gender differences in the age and patterns of
alcohol consumption reported (The National Alcohol Strategy, 2001). In contrast,
regional differences in drinking patterns have been demonstrated in alcohol
consumption, alcohol-related harm, and death rates caused wholly by alcohol (The
National Alcohol Strategy, 2001).

In the contrary, although drinking and drunkenness have traditionally been
considered masculine behaviours, young women’s alcohol consumption has
increased in recent years. This mixed methods study was conducted by de Visser
and McDonnell (2012) to examine the extent to which young people endorse gender
double-standards for alcohol use – i.e., less acceptance of drinking and
drunkenness in women than men – and how these influence men’s and women’s
alcohol consumption. Their study revealed that although there were few sex
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differences in actual levels of drinking or drunkenness, gender double-standards for
alcohol use persist: beer drinking, binge drinking and public drunkenness tended to
be perceived as masculine, and even the most egalitarian respondents were more
judgemental of women’s drinking. In addition, different definitions of masculinity (as
discussed previously) may be related to different patterns of alcohol use. For
example, a recent study of young British men found that although many made clear
links between masculinity and alcohol use – believing that it is important for men to
drink, to drink ‘male’ drinks and to be able to drink a lot – many did not (de Visser &
Smith, 2007).

Table 3
Both Lifetime and Single Occasion Risk Alcohol Consumption

Abstainer/
Ex-drinker
Major cities
Inner regional
Outer regional
Remote/Very remote

20.4
17.7
17.5
15.3

Life time risk
Low risk
Risky
61.0
60.3
57.9
54.2

18.6
22.0
24.6
30.5

Single occasion risk
Low risk At least
At least
yearly
weekly
41.3
40.2
39.9
33.4

23.4
25.0
24.1
25.6

14.9
17.0
18.5
25.8

According to Alston (2012), there is a high level of alcohol consumption in
rural Australia when compared to the other parts of the country, especially the
metropolitan areas. The National Alcohol Strategy (2007) documents that, on
average, a greater proportion of men living outside the capital cities in Australia
report consuming hazardous or harmful levels of alcohol. For example, people living
in remote or very remote areas were more likely to drink at risky levels (for both
lifetime and single occasion risk) than those living in other areas, with one-quarter
(25.8%) drinking at risky levels on single occasions 10 percentage points higher
than those living in major cities (14.9%). This pattern was consistent even after
adjusting for age (see Table 3).
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Multiplicities of factors, both individual and community-based, thus potentiate
risks of alcohol abuse among adolescents and young adults. The multi-level model
correlates of proportion of individual drinking at high levels as documented in the
study by Livingston and colleagues (2008) report that gender, age, cultural
background, recreational spending money, life stage, living situation, family conflict,
and age at first drinking were the principal risk factors. Studies (Livingston, Laslett &
Dietze, 2008) document that heavy episodic drinking is characteristic of individuals
who are poorly integrated with their schools, peers and family, and living in poor
social environments. For instance, poverty and high unemployment levels
exacerbate the risk and prevalence of alcohol abuse. Equally, significant community
level correlates included remoteness (living in a rural area) and packaged liquor
outlet density (Livingston et al., 2008). For instance, alcohol outlet densities have
been related to estimate of per capita consumption at local levels, with indications
that higher rates of density and consumption correlates with higher rates of harm
(Livingston et al., 2008). Conversely, consumption of alcohol is embedded in the
culture of rural Australia, where alcohol is regarded as a ‘rite of passage’ (Livingston
et al., 2008; Australian Institute of Criminology, 1999). Thus, while there has been a
reported long history of alcohol use in Australia (Australia Government, Office for
Youth, 2009), the levels of consumption in the rural areas are associated with the
particular values embellished in these parts of the country. This phenomenon is best
explained in Dunn (1998) who noted: ‘The apparent higher levels of alcohol
consumption in rural Australia, compared to other parts of the region are associated
with values of self-reliance, hardiness and mateship’ (cited in Australian Institute of
Criminology, 1999, p. 1). Young people in the rural areas find solace, social
interactions, and entertainment in drinking places (ABS, 2008). In a culture where
alcohol is viewed as playing ‘a fundamental role in community life, featuring strongly
in most social and recreational activities of both a formal and informal nature’ (Elliot
& Shanahan Research, 1999, as cited in Australian Institute of Criminology, 1999, p.
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1), alcohol use signals passage to social life enmeshed in self-reliance and hardship
(Booth & Hasking, 2009).

Similarly, the use of substances other than alcohol is also prevalent in rural,
regional and metropolitan young men and women in Australia. The most commonly
abused substances ranged from cannabis, inhalants, tranquillisers, hallucinogens,
and opiates, as well as ecstasy and amphetamines. Use of such illicit substances is
high in the 15–25 age groups (ABS, 2008). According to the NDSHS, about 23% of
the young men aged 15–25 were reported to have used illicit drugs (ABS, 2008).
The majority of the people who were using the illicit drugs had first begun with
marijuana, amphetamines and ecstasy (AIHW, 2008).

Social norms and attitudes play a significant role in drug use and related
behaviours (Song, Richters, Crawford & Kippax, 2005). The influence of norms can
be expressed at the network level of family and peers (Crome & Kumar, 2007). In
the family network, parental norms play an important role in young people’s illicit
drug use. For instance, those members in the family who use cigarettes and alcohol
can resembles as illicit drug use among their children (Crome & Kumar, 2007;
Measham, 2006). Peer norms also affect illicit drug use. For instance, young people
were more likely to use marijuana if friends and siblings were also used the same
(Measham, 2006). Recent regional and local studies indicate that while illicit drugs
still account for a much greater proportion of mortality and morbidity, the use of
cannabis is high among rural Australians (Crome & Kumar, 2007; Measham, 2006).
Similarly, injecting drug use differs in urban and rural settings (Livingston, Laslett &
Dietze, 2008). Metropolitan drug users are more likely to use heroin compared to
rural drug users, who are more likely to use amphetamines (Livingston et al., 2008).
According to a recent study by Livingston and colleagues (2008), rural Australian
young people had significantly lower injection and needle sharing frequencies

54

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

compared to their metropolitan counterpart. These differences perhaps arise from
reluctance by rural young people to share needles outside their social and kinship
networks (Measham, 2006).

2.6.1 Relationship between sexual health and risk behaviours.
A number of studies reported that young people involved in risk behaviours
(use of drugs and alcohol) are more likely to have had sex, had an earlier sexual
debut, had multiple lifetime and recent sexual partners and an increased frequency
of intercourse. One study in the US reported that the percentage of young people
using alcohol or drugs before sex increased to 18% between 1988 and 1991 (Ku,
Sonenstein & Pleck, 1993). Another study found strong relationships between
episodic drinking and ever having sex and having had multiple sexual partners
(Ramisetty-Mikler, Caetano, Goebert & Nishimura, 2004). The NSSSH found it was
common to be under the influence of alcohol or other drugs while engaging in
sexual activity (Smith, Agius, Dyson, Mitchell & Pitts, 2003). Another study
compared the substance use and sexual behaviour of young homeless travellers
and non-travellers to evaluate the extent and possible sources of travellers’
increased risk. Data came from face-to-face interviews with 419 homeless young
people (36.6% female, 34.0% white, 23.9% African American, and 20.0% Hispanic)
between the ages of 13 and 24 years (mean [M] = 20.1 years, standard deviation
[SD] = 2.5) who were randomly sampled from 41 shelters, drop-in centres, and
street sites in Los Angeles. Travellers were almost twice as likely as non-travellers
were to exhibit recent heavy drinking, 37% more likely to exhibit recent marijuana
use, and five times as likely to have injected drugs. Travellers also had more recent
sex partners and were more likely to report having casual or need-based sexual
partners and combining sex with substance use (Martino et al., 2011).
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2.6.2 Altered condom use.
A factor that leads to the failure of young men to use condoms is the
influence of drugs and alcohol. There is considerable debate in the literature
regarding the relationship between alcohol or drug consumption prior to sex and
subsequent condom use. Another event-level meta-analysis found that those who
consumed alcohol at their first sexual encounter were significantly less likely to use
condoms during the initial encounter, but that alcohol consumption was unrelated to
condom use in recent sexual encounters, including those with new partners (Leigh,
August 2002). Conversely, multiple event-level methodology was used to examine
the relation between risky sexual behaviour and alcohol use among sexually active,
heavy drinking college students (N = 221). Using a structured timeline follow-back
interview, participants reported their sexual, alcohol and drug use behaviours over a
three-month period. Over 2,700 vaginal or anal sexual events were reported from
177 participants. Overall, condom use (men 58% and women 54%) was not
associated (p =0.07) with heavy or non-heavy alcohol consumption among those
reporting sexual events concurrent with heavy drinking and when no alcohol was
consumed (Scott-Sheldon, Carey & Carey, 2008).

In an event-level study on the daily self-reports of condom-protected
intercourse, data were analysed as a function of emotional states, alcohol
consumption, and safer sex negotiations in a sample of single, low-income Hispanic
students. Hierarchical linear modelling was used to predict condom-protected
intercourse as a function of mood states, substance use, and safer sex negotiations.
The study found that safer sex negotiation was the strongest positive predictor of
condom use. Interestingly, in contrast to other studies, the findings contradict the
assumption that emotional distress predicts engagement in more risky sexual
behaviour. It indicated that safer sex negotiations were likely to outweigh any effects
of mood or alcohol consumption on subsequent condom use (Schroder, Johnson &
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Wiebe, 2009). In contrast, Heather and her colleagues (2009) examined whether
alcohol use decreased condom use among the participants who were heavy
drinking students on five different college campuses. A face-to-face interview,
administered between November 2004 and February 2007, gathered information
about condom use, alcohol use, and other behaviours. Multivariate logistic
regression was used to assess predictors of condom use. Of the 1715 participants,
64% reported that they did not always use condoms. Male students who drank
heavily were less likely to use condoms every time (adjusted odds ratio [AOR] 0.61).
Participants with more sexual partners used condoms less when drinking (AOR 1.93
for men, 1.45 for women). The authors concluded that many students did not use
condoms consistently, especially those who drank heavily or have multiple sexual
partners.

In another study, Wells and her colleagues (2010) assessed the patterns of
alcohol consumption and sexual behaviour among young adults (n = 308) young
adults, aged 18–29 in New York City clubs nightclubs. The majority of the
participants reported binge drinking with around two-thirds having had sex under the
influence of alcohol. Men and younger participants reported having more sex
because of drinking (Wells, Kelly, Golub, Grov & Parsons, 2010).

The ASHR reported that men who consumed alcohol at long-term risky
levels in excess of NHMRC guidelines were less likely to have used a condom in
the past 12 months, at the last occasion of vaginal intercourse or always with a
casual partner during vaginal intercourse in the past six months (de Visser et al.,
2003). A Victorian study of 16–17 year old urban and rural high school students
found that 20% men were more likely to report alcohol-related violence and almost
one in 10 young people reported having sex while under the influence of alcohol
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and later regretting it and 10% reported having had unsafe sex (Bonomo et al.,
2001).

Therefore, we could conclude that using drugs and alcohol may affect the
decision to use condoms. Alcohol and drugs can result in unreasonable and
uncontrollable behaviour. Young men being less aware of potential risks can
become more negligent to their health under the influence of drugs and alcohol.
They ignore possible risks and are less likely to use condoms when under the
influence of drugs and alcohol.

2.6.3 The relationship between alcohol use and risk of STIs.
A direct relationship between drug- and alcohol-related risk behaviour and
increased sexual risk and STI transmission has been difficult to establish (Aral,
2004). The ASHR (2002) found that those who had ever injected drugs were more
likely to have been diagnosed with an STI ever or in the past 12 months, than those
who had never injected drugs (Grulich et al., 2003). Another two studies conducted
among Australian rural indigenous communities found a relationship between
excessive alcohol consumption and increased risk of STIs (Miller, McDermott,
McCulloch, Fairley & Muller, 2003; Miller, Law, Torzillo & Kaldor, 2001). Further, a
recent review concluded that ‘problem’ drinking is associated with an increased risk
of STIs across a variety of populations, although evidence supporting a causal
relationship is limited (Seth, Wingood & DiClemente, 2008). Another systematic
literature review on alcohol use and sexual risk behaviours and outcomes in China
from 1980 to 2008 examined the empirical evidence regarding the association
between alcohol use and sexual risk behaviours and outcomes among the Chinese
population in mainland, China. The review documented that there were consistent
associations between alcohol use and several sexual risk behaviours, sexual
coercion, sexual violence, and HIV/STIs across both the general population and
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high-risk groups, except for men having sex with men. This review suggests that
alcohol use is associated with diverse sexual risk behaviours and outcomes across
a variety of social groups in China, consistent with the evidence from the Western
countries and Sub-Saharan Africa (Li, Li & Stanton, 2010).

Cho and Span (2010) investigated the effects of alcohol and gender on the
intentions of engaging in sexual risk-taking. They randomly assigned alcohol,
placebo, or no alcohol (the researchers termed them as ‘sober group’) conditions to
a group of young adults (n = 101 men and n = 99 women) and allowed the
participants to listen to an audiotaped scenario that presented a romantic situation
between a man and a woman who had just met. Participants were asked to imagine
that they were one of the individuals in the scenario and then judged their intentions
to engage in sexual risk-taking. The study results showed that intoxicated and
placebo-treated women reported a greater intention to engage in sex than sober
women (b = 4.92, t = 2.42, p = 05). Conversely, intoxicated and placebo-treated
men reported less willingness to engage in sex than sober men did (b = −4.66, t =
−2.14, p = 0.05). Neither alcohol nor gender predicted participants' intention to use
a condom if they chose to engage in sex. However, those who used condoms more
frequently were more likely to report intending to use a condom in this scenario (b =
−1.60, t = −2.17, p = 0.05). In contrast, previous studies by Abbey, Saenz and Buck
(2005) demonstrated that employing a similar vignette in which the couple had
known each other prior to the romantic encounter found that intoxicated individuals
reported a greater willingness to engage. Therefore, Cho and Span (2010)
concluded that the results demonstrated the complex processes underlying the
effects of alcohol on engaging in casual sex by revealing a gender-specific
psychological effect of alcohol.
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Khan, Berger, Wells and Cleland (2012) in their longitudinal study (1994–
1995 = adolescence; 2001–2002 = young adulthood) showed associations between
young person’s alcohol use and adulthood sexual risk behaviour and STIs in the US
among white and African American. Results from both unadjusted and adjusted
analyses using African Americans, adulthood history of two or more partnerships in
the past year was predicted by young person’s report of any prior use (AOR = 1.42;
95% CI = 1.09, 1.85), past year history of getting drunk (AOR = 1.55; 95% CI =
1.15, 2.07), and past year consistent drinking (AOR = 1.88; 95% CI = 1.38, 2.56).
These adjusted associations between consistent drinking in adolescence and
adulthood report of two or more partners were significantly stronger among African
Americans than among whites (p = 0.001). Similarly, in adjusted analyses, young
person’s alcohol indicators predicted adulthood inconsistent condom use for both
races but were significantly stronger, more consistent predictors of elevated
partnership levels for African Americans than whites (Khan, Berger, Wells &
Cleland, 2012). Wen, Balluz and Town (2012) examined the relationship between
HIV risk behaviours and binge drinking of alcoholic beverages and the frequency of
binge drinking among a subgroup of respondents (n = 41,073) from the 2008
Behavioural Risk Factor Surveillance System. The findings showed that the
weighted prevalence of HIV risk behaviours (including injection-drug use, exchange
of sex for money/drugs, and anal sex without a condom) among binge drinkers
(7.0%, 95% confidence interval [95% CI]: 6.4–7.6%) was twice that among nonbingers (2.9%, 95% CI: 2.7–3.0%). The highest prevalence of HIV risk behaviours
was among the bingers aged 18–20 years (14%, 95% CI: 11.2–18.2%). After
adjusting for covariates, bingers are 1.77 (95% CI: 1.58–2.00) times more likely than
non-bingers to report HIV risk behaviours. Risk increased in bingers with the
number of episodes. Compared with bingers reporting 1–2 binge episodes in the
month proceeding survey, the adjusted odds of reporting HIV risk behaviours
among bingers were 1.27(1.08–1.49), 1.68 (1.35–2.10), 1.67 (1.08–2.57), and 1.70
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(1.34–2.16), respectively for bingers with 3–4, 5–6, 7–8, and more than nine
episodes in the same period. The results suggest that HIV risk behaviours were
strongly linked with binge drinking and its frequency. Therefore, the authors
concluded that effective measures to prevent binge drinking were essential to HIV
prevention, especially among young people aged 18–20 years (Wen, Balluz &
Town, 2012)

In summary, the above review suggests that there is a significant variability
in the period in which behaviour was assessed and the way in which condom and
alcohol use was measured; therefore, the literature in support of an association
between alcohol and high-risk sexual behaviour for young men and women is
mixed.

2.6.4 Relationships between risk behaviours and access to sexual
health service.
Young men living in rural and regional areas are vulnerable to sexual healthrelated problems because they experience a similar level of sexual activity as those
of metropolitan areas in Australia (James, Schoo & Leahy, 2009). Further, they are
also more likely to consume alcohol at risky levels than those of a metropolitan
area, which may also influence their levels of sexual activity and condom use (Seth
et al., 2008). In addition, differences in health care access do exist in rural areas,
which may result in rural young males seeking sexual health services less often
(James et al., 2009). The vulnerability of the young men is accentuated due to
engagement in alcohol and drug use/abuse, and consequences of their own risky
attitudes and activities are not often obvious to them (Livingston, 2008). In most
cases, they tend to be ignorant that dependence on or use of alcohol and/or drugs
also affects their sexual behaviour (Santelli, Robin, Brener & Lowry, 2001a). These
risky behaviours thus increase their vulnerability and concerns relating to sexual life
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and sexuality, but do not necessarily increase their tendency to seek health services
when they need it. This may be attributed to a lack of, or restricted access to,
required and complete health information. Further, in the Australian context, sexual
health, drug and alcohol and mental health services are offered through a standalone system, though these services are interrelated, this creates further delay and
ambiguity that hinders young men in accessing health services. Integration of these
services will invariably enhance their willingness and access to sexual health
services and in return, minimises the possibility of transmission of STIs.

Thus far, research on alcohol and drugs has been conducted to reveal
drinking patterns, drug use and the related harm among young people (Martino,
Ellickson & McCaffrey, 2008; Santelli, Robin, Brener & Lowry, 2001b). This research
will discover whether young men in rural areas have access to information and
interventions related to drug and alcohol, and sexual health services. It will also be
discovered if they are brought within the loop of an intervention, whether they will
fathom their risks and attempt to minimise unsafe practices.

2.7 Access to Health Services: The Situation in Rural and
Regional Areas
Access to desired health care services is a very pressing issue for young
men. Even if there is an existence of health care facilities for young men, they still
need to overcome major barriers such as their concerns about confidentiality and
privacy, anonymity, embarrassment and judgemental attitude of the service
providers (Milne & Chesson, 2000) to access it. There is limited research that
focuses upon the health of rural young men in Western countries. Further, little is
known about how rural young men perceived their health and their health needs
(Hendry & Reid, 2000). However, a number of Australian and international studies
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have found that rural young people use health services for a variety of reasons
(Atkinson, Schattner & Margolis, 2003; Hendry & Reid, 2000). A study of Australian
young men’s reasons for seeking medical advice found the top 10 issues to be
related to both their physical and mental health, and included sexual abuse, drug
use, smoking and alcohol use and suffering from a mental illness (Atkinson et al.,
2003).

Rural young people, including young men, around the world face a range of
barriers that limit their access to health promotion and health care services,
including not knowing how to find particular health services, transportation issues,
shortage of primary health care providers, being known by the medical staff at the
health service and the cost of consultations (Atkinson et al., 2003; Naccarella, 2003;
Zhang, Tao & Anderson, 2003).

North American researchers (Ryan, Riley, Kang & Starfield, 2001), in a study
of over 1600 rural young people, found that those without a regular source of health
care were less likely to obtain either preventive care or illness care, meaning that
they were unlikely to be exposed to health promotion and treatment for illness.
Another study from North America (Zhang et al., 2003) found that rural young
people aged 18–24 years had the lowest level access to health services. This study
also mentioned that young people were less likely to have private health insurance.
A study of Australian secondary school students found that both young men and
women viewed GPs as accessible, valuable sources of information. However, they
also expressed their concern about confidentiality issues in discussing their health
with their GP, fearing that information would be passed on to their parents, which
identifies the concerns about confidentiality (Atkinson et al., 2003).
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In summary, the general literature available on the health of rural young
people reveals that access to health care is an important aspect of how rural young
people care for their health. These studies also outlined a range of barriers to health
care access, including confidentiality, cost, location of services, and availability of
health care providers. However, little is known about young people’s, particularly
young men’s, perception of sexual health needs, their skills and the barriers they
face while accessing services for their sexual health in Australia.

2.7.1 STI Testing and notification status from regional and rural areas.
Key cultural, economic and specific differences exist between metropolitan
and non-metropolitan Australia, with specific differences in health status and
accessibility to health services (Wakerman & Humphreys, 2002). This is evident in
the consistently higher figures that are reported for mortality, disease incidence,
hospitalisation and health risks in rural and remote areas (AIHW, 2005). However,
until recently, government health and welfare reports did not include specific rural
sexual health figures (AIHW, 2005). A Victorian-based study found that testing and
notification rates for chlamydia were much lower in Victorian rural and remote areas
than metropolitan areas (Hocking, Fairley, Counahan & Crofts, 2003). Along with the
lack of sexual health services in rural Victoria (Davies, Jukes, Hodges & Crosby,
2002), this suggests that there may be differences in access to health care for
Victorians outside metropolitan areas, and that it is likely that the real prevalence of
STIs among rural Victorians is far higher than notification statistics indicate,
because of the reduced testing in these areas.

Further, the Victorian Infectious Diseases Bulletin (December 2008) reported
that notifications of three STIs (Chlamydia, gonorrhoea and syphilis) from regional
areas of Victoria were only between 5% and 22% compared to 73% to 80% in metro
areas (see Table 4). One possible reason is less population density in regional
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areas compared to metropolitan areas; however, it is evident that there is a
substantial gap in the testing and notification of STIs in regional towns. This
suggests that there are disparities in their health outcomes, which relates to their
access to STI testing services because integration and continuity of sexual health
care are still woefully inadequate in these rural and remote areas.
Table 4
Notifications of STIs: Metro v. Regional (Report Includes Third Quarter of 2011)
STIs
Chlamydia
Gonorrhoea
Syphilis

Total notification

Metro

Regional

Not stated

4,921

3,518 (71%)

1,260 (26%)

143 (3%)

421

356 (85%)

30 (7%)

35(8%)

87

59 (68%)

8 (9%)

20 (23%)

Source. Victorian Infectious Diseases Bulletin, Volume 14 Issue 4, December 2011.
As mentioned earlier, the disparities in notification between metropolitan and
urban areas can be attributed to a host of modifiable and non-modifiable factors and
actors, including the tyranny of distance and lack of transport, confidentiality,
inadequate opening times, lack of facilities in some clinics for treating both men and
women, insufficient staff, inadequate contact tracing, inadequate testing facilities,
and stigma related to sexuality. At the same time, policy drivers have also
exacerbated major health disparities related to the accessibility factors when we
observe the current inequitable distribution of GPs to rural areas compared to
metropolitan areas (Australian Government Department of Health and Ageing,
2008) and the reluctance in prioritising sexual health as a priority agenda for health
promotion by the PCP. It can be noted that thus far, out of 31 PCPs in Victoria, only
the Bendigo-Loddon PCP included sexual health as a priority agenda for their health
promotion plan.
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It can be noted that the findings of the Bettering the Evaluation and Care of
Health project also support the notion of poor utilisation of general practice by men
than women for sexual health services (Bayram et al., 2003). General practice
activity in Australia (2009–10) suggests that general practice encounters for
problems related to the genital system for men was only 1.9% compared to 5.5% in
the case of women (Britt et al., 2010). The figure is even lower among 15- to 24year-olds where it was only 0.67% and 7.62% for men and women respectively.
However, this difference of health visits is possibly because of higher contraceptive
needs such as oral contraception among women. Nonetheless, this study also
suggests that only 0.17% of GP encounters involve STIs, with the majority of these
being women (Britt et al., 2010).

2.8 Structural/Service Provision of Sexual Health in Rural and
Regional Settings
2.8.1 Understanding health care systems in Australia.
Australia has a mixed public and private health care system. The public
health system functions through public hospitals and community health services.
The Australian health care system heavily depends on GPs to provide primary
health to the population and in particular, for the provision of sexual health services
including diagnosis and treatment to STIs. The Royal Australian College of General
Practitioners (2005) stated that ‘General Practice is part of the Australian health
care system and operates predominantly through private medical practices, which
provides universal un-referred access to whole person medical care for individuals,
families and communities.’

Medicare is a universal health insurance for all Australians that covers the
cost of consultations, procedures or pathological investigation where necessary.
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However, practitioners often charge clients more than the scheduled rebate fee (that
is ‘bulk billed’) and in such situations, the patient needs to pay the difference in cost
(Australian Government, 2008). There is a growing concern about out-of-pocket
expenditure increases because of a gradual decline in ‘bulk billed’ GP consultations
particularly in a rural setting. Britt et al (2010) showed that the proportion of bulk
billed GP consultations was 77.8% in 2000, which dropped to 66.7% in 2003 and
25% in 2009–10 (to all patients) (Britt et al., 2010). Therefore, affordable health
services are important if Australia is to provide sexual health services to the young
people, including young men.

2.8.2 Lack of GPs and specialists in rural and remote areas.
Rural general practice provides its own diversity of contexts and
characteristics. In rural and remote Australia, geographical and demographic
features lead to great diversity in both the ranges of presentations a GP may
encounter and the facilities that may be available to them to administer primary
care. According to Rural and Regional Health Workforce Audit Report (2008), rural
GPs provide in-hospital care, and private consulting care, engage in clinical
procedures and emergency care and encounters larger proportion of Aboriginal or
Torres Strait Islander patients in their overall patient load. The lack of GPs in these
areas has had a consequential effect on those that are currently working. The
isolation of these communities has forced GPs to spend an increased amount of
travel time between patients and as a result, this creates longer working hours.
More than one in three GPs (33.2%) have more than 40 direct patient care hours
per week. It has been shown that 52% of rural GPs provided after-hours care, which
is more than double the 20% given by urban GPs (Smith & Hays, 2004). It was also
shown that doctors working in these regions might experience a greater level of
stress compared to their urban counterparts. One particular study compared the
workloads of rural doctors against urban doctors, showing that rural doctors not only
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worked more hours overall, but were also more likely to have an intern and conduct
less research (Simmons, Bolitho, Phelps, Ziffer & Disher, 2002).This means that a
lack of rural GPs in these areas has had a consequential effect on those that are
currently working.

A study of health and access issues among Australian young people found
that the waiting period to see a GP is particularly lengthy in rural areas because of
the limited supply of GPs (Bernard et al., 2004). In 2006–07, there were 25,564 GPs
providing services under Medicare. Over the 10 years from 1996–97 to 2006–07,
the number of full-time work equivalent (FEW) GPs increased by 10.9% in Australia.
However, the growth is disproportionate to the increase in population growth
(13.0%). Therefore, the supply of GPs has decreased over time in Australia.

Further, according to the Rural and Regional Health Workforce Audit Report
(2008), the concentration of FEW GPs was 97 per 100,000 population in major
metropolitan cities, 83 per 100,000 people in inner regional areas, 74 per 100,000
people in outer regional areas and 68 per 100,000 people in remote areas. This
finding suggests that the number of GPs in rural and remote areas is far below the
national average (91 per 100,000 population) and this gap widens with remoteness.
This is echoed in the New South Wales Population Health Survey in 2007, where
difficulties in obtaining health care increased with remoteness. One-third (33.1%) of
people living in outer regional and 38.3% of people living in remote and very remote
areas reported difficulties obtaining health care when they needed it. Conversely,
only 12.1% of people living in major cities reported such difficulties.

According to the Rural Doctor Association (2009), the ratio of GPs to citizens
in rural and regional Australia is considerably lower when compared to metropolitan
locations. The ratio of GPs in remote populations per 100,000 patients is half that of
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urbanised communities. There are also 7.5 times more specialists in major city
populations when compared to very remote locations. While government incentives
have resulted in an increase in GPs in these rural regions, population growth has
counteracted a potential increase in GPs per capita (Factsheet, Rural Doctor
Association, 2009).

In many circumstances, rural doctors have also had decreased access to
professional development, which combined with a decreased demand for specialist
services, has led to a deficiency in specialist services throughout rural and remote
regions (Bourke et al., 2004; Smith & Hays, 2004). As a result, rural patients are
required to travel to capital cities to seek specialist services. This can be a great
disruption to patients’ employment and family life, particularly if ongoing treatment is
required (National Rural Health Alliance [NRHA], 2009). These issues could
possibly prevent or discourage patients from seeking out medical services. These
issues give rise to inequity in access to medical services, including Medicare-funded
services. The data in Table 5 below clearly demonstrate the access and utilisation
of health services decrease with increasing remoteness. There is marked difference
from inner regional area service access compared to very remote areas, with
access levels dropping by 30% for GP services, and even greater decreases in
access for Specialist and Allied health services (NRHA, 2010).
Table 5
Medical Benefits Schedule of Services Accessed by Rurality from 2006 to 2007
(Expressed as a Proportion of Services Received [NRHA, 2010])
Service type
Inner regional Outer regional Remote
Very remote
GP services
84%
79%
71%
54%
Specialist services
74%
59%
38%
30%
Allied health services
75%
45%
24%
9%
Due to the lack of specialist services, the role of the GP is often the ‘jack of
all trades.’ Rural GPs are required to be multidisciplinary because in many cases,
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the nearest specialist for these particular fields could be hundreds of kilometres
(km) away (Smith & Hays, 2004).

These factors may have contributed to the decreased number of GPs in
these regions. The GPs that are in these rural and remote locations are now ageing.
The average age of a rural GP is now 49 years and one-quarter are over the age of
55 (Rural Doctor Association, 2009). This leads to the question of whether these
ageing doctors can relate to modern young people.

2.8.3 Limited bulk billing.
Very limited bulk billing is available in the rural and remote areas in Australia
(Temple-Smith, Mulvey & Keogh, 1999). It is evident that where there were more
GPs per capita there were greater levels of bulk billing. In inner city and outer
metropolitan areas, 76%–77% GP services were bulk billed while regional and rural
setting bulk billing rates were significantly lower, at 63% and 58% respectively
(Swerissen & Jordan, 2004). In Australia, GPs have discretion in determining their
own consultation fee (Temple-Smith et al., 1999). Therefore, GPs in rural and
regional areas often set higher fees, which directly increase the out-of-pocket
expenses of the patient and subsequently affect the affordability of services and
decrease the utilisation (Swerissen & Jordan, 2004). This increased cost is
especially problematic for young people.

2.8.4 Policy constraints in sexual health.
Policy drivers have also exacerbated major health disparities related to the
accessibility factors when we observe the current inequitable distribution of GPs to
rural areas compared to metropolitan areas (Rural and Regional Health Workforce
Audit Report, 2008). There is clear reluctance in prioritising sexual health as a
priority agenda for health promotion by the PCP. It can be noted that as of 2008,

70

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

only the Bendigo-Loddon PCP, out of 31 PCPs in Victoria, included sexual health as
a priority agenda for its health promotion plan (PCP Health Promotion Plan, 2007–
2010).

Some studies highlight that GPs are not confident enough to discuss sexual
health issues with young people (Mulvey, Keogh & Temple-Smith, 2000). This can
be partially a structural barrier, in that sexual health training is not emphasised in
undergraduate medical training, ongoing professional training rarely includes sexual
health as a priority, and GPs face constraints in embracing sexual health as their
core business (Wray & Barrie, 1998). Therefore, a lack of confidence in clinical
sexual health practice acts as a barrier to issues of sexual health being raised
opportunistically when young people visit GPs for other health concerns (Mindel &
Tenant-Flowers, 1998).

Other policy barriers including medico-legal issues related to the legal age of
sex, giving consent to treatment, determination of cognitive maturity/competency of
minors and mandatory reporting, and prescribing contraception can leave GPs in an
uncomfortable situation when handling the sexual health needs of young people
(Poljski, Atkin & Williams, 2003). Rural GPs in particular have been found to be less
likely to ask patients about number of sexual partners, injecting drug use and sex
with sex workers (Temple-Smith et al., 1999).

Further, in the Australian context, sexual health, drug and alcohol and
mental health services are offered through a stand-alone system (Rural and
Regional Health workforce Audit Report, 2008), though these services are
interrelated, which create further ambiguity and delay and thus hinder young men in
accessing health services.
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2.9 Other Legal Issues
2.9.1 Privacy and confidentiality.
Privacy and confidentiality are two terms that are usually used concurrently
(Eade, 2001). Privacy and confidentiality are two linked terms that have contributed
greatly to lack of access to sexual health services by the young people of Australia
and elsewhere (Khosrow-Pour, 2003). Previous research suggests that young
people’s concern about confidentiality can act as a potential barrier to accessing
health care services, particularly when their health needs are associated with sexual
health care, mental health care and substance use (Levesque, 2011; Sanci, Sawyer,
Haller, Patton & Kang, 2005). There is high level of fear and stigma associated with
explaining sexual health problems to physicians and a high level of concern since
they feel that the physicians will not maintain confidentiality (Moore, Rosenthal &
Mitchell, 1996).

Most of the young people find it difficult to consult a GP for discussions
about their sexual life (Sears, 2005). Another study related that six in ten young
people reported they would stop using sexual health services or delay seeking
testing or treatment for STIs if their parents were notified (Reddy, Fleming & Swain,
2002). In most community health centres in country towns, in Australia, anonymity is
highly compromised. Although there is legislation in place to maintain privacy and
confidentiality of the patients, due to long queues, many young people fear that in
the process, their problems may be recognised by others (Sanci et al., 2005).

2.9.2 Consent to treatment issues.
In order for a registered medical doctor to treat a patient, the patient must
agree to receive the proposed medical treatment. This agreement between the
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patient and practitioner is what is known as consent.2 In order for a patient to give
consent (and to refuse treatment) they must have the capacity and be competent to
make a mature, informed decision. Thus, the patient must be able to demonstrate
that they can understand the information provided by the practitioner regarding the
proposed treatment and make a reasonable decision based on the information
provided.

There are different issues of consent that hinder young people from
accessing sexual health services. One is that when young people have problems
related to their sexual life they are conflicted about whether to inform their parents.
Several factors that may affect the ability of a patient to make a competent decision
in receiving medical care. Such factors include being under the influence of drugs
(including alcohol), dementia, intellectual disability, neurological disorders, mental
disorders, delirium, and shock (Australian Capital Territory [ACT] Health, 2011).
Thus, it is the responsibility of the doctor to assess the patients’ competency in
making an informed decision. This involves (ACT Health, 2011):


ensuring the patient understands the situation



confirming the patient believes what they are being told



checking that they can make decisions based on the information provided.

If the doctor believes that the patient fulfils the above criteria, then the
patient is believed to be capable of giving their consent for the medical procedure.
When patients give informed consent, their decision to consent to or refuse a
medical treatment is based on the information provided by their medical doctor
regarding the proposed treatment (Victorian Healthcare Association [VHA], 2009).
Lawfully, the medical practitioner must provide a thorough disclosure of information

2

Office of the Public Advocate: Medical/Dental Treatment for Patients Who Cannot Consent
www.publicadvocate.vic.gov.au
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to enable the patient to make an informed decision. This includes the nature of the
person’s condition, the types of treatment options available, explanations of possible
risks, the probability of risks involved, side effects and the benefits of the treatment
(VHA, 2009).

The patient does not necessarily have to express their consent explicitly; it
can also be implicitly implied with the patient providing ‘implied consent’. For
example, when a patient books an appointment with a doctor. It is effectively implied
that with the act of making the appointment, the patient wants the doctor to treat
them and thus is giving consent for the doctor to diagnose and treat the patient
(VHA, 2009). Similarly, a patient may passively cooperate with a medical
intervention without expressing formal consent. An example of such a case would
include taking of blood without explicitly agreeing to the procedure either verbally or
in writing (ACT Health, 2011).

Generally, in Australia an individual must be legally classified as an ‘adult’
(18 years or older) to give consent (ACT Health, 2011; VHA, 2009). The parent or
guardian usually provides consent for patients under the legal age of 18 years.
However, there are circumstances in which a patient under this age can consent to
their own treatment. This is often referred to as ‘Gillick competence’ or the ‘mature
minor’ (ACT Health, 2011). The position of the law within Australia is that a child or
young person can consent to their own medical treatment if they have ‘sufficient …
intelligence to enable [them] to fully understand what is proposed’ (ACT Health
2011, p. 5). According to Eade (2001), parental consent is a factor that confuses
them regarding whether to inform their parents before they seek treatment or if they
should just go without informing them.
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2.9.3 Legal age of consensual sex.
This is also termed the ‘age of consent’, which many researchers define it as
a stage whereby one is considered legally competent to consent to sexual activities
(Cameron, 2007). This age should be differentiated from other ages like the age of
majority and the age of criminal responsibility (Barbaree & Marshall, 2008). The
issue of legal age of sex has been long debated in developed countries. The issue
has been long debated in the US leading to various states having different legal
ages for consensual sex (Araji, 2004). The age of consent in Australia is
fundamental in protecting young people from sexual exploration and abuse. The
laws state openly that children below the age of consent do not have the emotional
maturity to engage in any sexual activities. This also differentiates adult sexual
assault from child sexual assault (Lamont, 2012). The legal age of consent in
Australia varies per state since each state has its own jurisdiction. Sexual life is
understood differently in the different states, which is something that contributes to
the differences in age of consent (Levesque, 2011).

The legal age of consensual sex in Australia varies across states and
territories (see Table 6). The age of consent is 16 years of age in the ACT, New
South Wales, Northern Territory, Victoria and Western Australia. In Tasmania and
South Australia, the age of consent is 17 years of age. Queensland is the only state
that makes a distinction between different forms of sexual activity and the age of
consent. In Queensland, the age of consent for anal sex (referred to as sodomy in
legislation) is 18 years of age, while the age of consent for all other sexual
behaviour (described as carnal knowledge) is 16 years of age (Australian
Federation of AIDS Organisations, 2011) (see Table 6).
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Table 6
Legislation on Age of Consensual Sex in Different State and Territories in Australia
States and Territories
ACT
Crimes Act 1900

New South Wales
Crimes Act 1900
Northern Territory
Criminal Code Act
1983
Queensland
Criminal Code Act
1899
South Australia
Criminal Law
Consolidation
Act 1935
Tasmania
Criminal Code
Act 1924
Victoria
Crimes Act 1958

Western Australia
Criminal Code Act
1913

Age of consent
The age of consent for gay (and straight) sex is 16. (s 55)
Legally, it is a defence if:
 you believed on reasonable grounds that your partner
was 16 or older, or
 your partner was above the age of 10
 and you were not more than 2 years older than them,
and your partner consented to the sexual intercourse
The age of consent for gay (and straight) sex is 16. (s 66C).
There is no statutory defence.
The age of consent for gay (and straight) sex is 16. (s 127(1))
Legally, it is a defence if your partner was 14 or older and you
believed on reasonable grounds that they were 16 or older. (s
127(4))
The age of consent for anal sex is 18 (s 208(1)) and 16 for
any non-anal sex (s 215(1)).
Legally, it is a defence if your partner was 12 years or older
and you believed on reasonable grounds that they were 18 or
older.
The age of consent for gay (and straight) sex is 17. (s 49)
Legally, it is a defence if your partner was 16 or older and
 you were under 17 or
 you believed on reasonable grounds that your partner
was 17 or older.
The age of consent for gay (and straight) sex is 17. (s 124)
Legally, it is a defence if:
 you believed on reasonable grounds that your partner
was 17 or older.
The age of consent for gay (and straight) sex is 16. (s 45)
Legally, it is a defence if your partner consents and:
 your partner was 12 or older and you believed on
reasonable grounds they were 16 or older or
 you were not more than 2 years older than them or
 you believed on reasonable grounds that you were
married to them.
The first two defences will not apply if your partner is under
your care, supervision or authority. Section 48 increases the
age of consent in these situations to 18 years.
The age of consent for gay (and straight) sex is 16. (s 321)
Legally, it is a defence if you believed on reasonable grounds
that your partner was 16 or older and you were not more than
3 years older than they were. These defences will not apply if
your partner is under your care, supervision or authority.

Source. Fact sheet—Age of consent laws in Australia, Australian Federation of AIDS
Organisations, published in November 2011. Reproduced with permission.

From Table 6, it is evident that there is a state difference in legal age for
consensual sex in Australia. In addition, there are grey areas about these
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legislations. I could not find any study that relates to whether young people who
have not reached 16 years will be afraid to seek any sexual health service. There
could be a dilemma or fear factor for a young person visiting a health services
provider as the physicians may want to establish the reason or the way through
which they contracted the disease. In the process, many of those who are under the
age of consent would find it difficult to expose their problems to anyone (Sears,
2005).

In summary, all the states in Australia have their own legislations on the age
of consensual sex and consent to treatment and access to contraception. Privacy,
confidentiality and anonymity are established factors and concerns in these areas
that can influence access to health services, particularly in relation to sexual health
drugs and alcohol and mental health services. In my study, I have asked my
participants about their knowledge and awareness of the right to treatment, right to
confidential services, and their awareness of age of consensual sex. It would be
interesting to research whether the issues that have been discussed above have
hindered access to sexual health services in the rural and regional context in
Australia.

2.10 Conceptual Framework
From the literature review I have developed the conceptual framework of the
study, which depicts the different determinants of access to health services, and the
factors that affect how young men access to sexual health services within the
designated study area of Victoria and southern New South Wales. The main
categories of such factors are: 1) socio-demographic, 2) risk, 3) masculinity, 4) STI
knowledge and 5) structural/service provision. These five represent the chief key
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determinants able to influence access to health services to certain degrees and
extents.

2.10.1 Socio-demographic status
Socio-demographic status is primarily reflective of instances within the
context of the community or within parameters that involve social attributes. Factors
under this category include: 1) ethnicity, 2) class, 3) gender, 4) social support, 5)
lower education, 6) employment, 7) isolation, and 8) family support. All of the
enumerated factors are social in nature and have differing effects on the
accessibility of sexual health services. For instance, gender, to a certain degree, is a
predisposition factor that predominantly takes into consideration the sexual
orientation of an individual, through this specific parameter, it has been widely
understood that females utilise health services more frequently as opposed to their
male counterparts (Doyal, 2001). Another group of concepts that have been taken
into consideration during this research is the effect of the numerated determinants.
At high and negative levels, it is assumed that all of these factors, whether social,
risky or related to structural/service provision, could increase the burden of STIs and
their complications. Social factors, when present in negative or adverse forms, could
lead to such. For instance, low education, unemployment, isolation and lack of
family support—all of these enumerated factors could definitely hinder an individual
in directly accessing health services, as to certain degrees these factors already
signify that an individual is already disadvantaged. Other social factors such as
ethnicity, class, gender and social support, conversely, are factors that could be
either supportive or obstructive to the acquirement of health services, depending on
their specific nature.
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2.10.2 Risk factors
The Center for Disease Control defines sexual risk-taking as unprotected
sex, sex with multiple partners, sex with a person who has other sex partners, or
sex combined with drug use (CDC, 2010). These sexual risk-taking behaviours
increase a person’s risk of acquiring or transmitting STIs of young people. Risk
factors are hindrances to full access to health services, particularly because such
factors are already reflective of negative effects to an individual. Detrimental health
behaviours such as alcohol and drug use have also been particularly evaluated,
such that this study wishes to understand if such actions could keep individuals from
giving importance to health services.

Risk factors are composed of the following: 1) engagement in risky sexual
behaviours or unsafe sex, 2) young age, and 3) risky health behaviour such as
alcohol and illicit drug use. These risk behaviours somehow incur some risky or
hazardous effects for an individual, or are reflective of acts that lead to negative
effects on the individual. As mentioned in the literature review, these risky
behaviours increase young people's difficulties, fantasies and concerns relating to
sexual life and sexuality, but do not necessarily increase their tendency to seek
health services when they need it.

2.10.3 Masculinity and health access
Masculinity is a construct that when may (hegemonic masculinity) hinder a
male individual in health service acquisition, thereby leading to an increase in the
risk of certain diseases and a decrease in the health and wellbeing of an individual
(Courtenay, 2003). For instance, a young man with strong attachments to his
masculine beliefs will perceive himself as able and healthy, thereby disregarding
regular check-ups (Robertson, 2007, O’Brien et al, 2005, cited in the literature
review). As a result, the individual limits the knowledge and information that is
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accessible and able to assess his physical condition, thereby increasing his risk of
disease, including STIs and decreasing his ability to function, not only physically, but
also even socially and cognitively. Masculinity, under the conceptual framework is
one of the main constructs under study within this research. In particular, my
research assessed the extent to which masculinity is able to influence (permit or
hinder) the acquisition of health services (O’Brien et al, 2005).

2.10.4 Structural barriers
Finally, structural/service provision is reflective of factors that are specifically
related to health services themselves. Factors under this category include: 1)
structural barriers such as cost, distance, rurality, travel time and lack of transport;
2) lack of sexual health facilities, inadequate opening hours, the appointment
system, lack of access to condoms, and lack of young-person friendly services; and
lastly, 3) lack of political commitment and policy support. As mentioned in the
literature review, the geographical terrain also affects ease and affordability for
transportation, hence making it difficult for health providers to provide services in the
rural zones (Booth et al., 2004; Bourke & Geldens, 2007). Structural/service
problems, specifically those that are already negative in nature (such as lacks),
definitely hinder direct access to health services, especially because these directly
affect how health services are designed, and the extent to which they could serve
the community and meet the varying needs of the population. Once a significant
lack is present in the health system, it is accepted that the population’s access to
health services can significantly affect their health and living in positive parameters
because the provision of the service is unsatisfactory. However, when assured that
provision of health services is paramount, accessibility of health services becomes
effective and helpful to the community; otherwise, it definitely contributes to the
aforementioned increase in health risks and poorer sexual health outcomes.
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2.10.5 Health systems characteristics
Empirical research has shown that there are some noteworthy attributes
within the health system (rural or metropolitan) that are imperative to improving
access to sexual health services for young men. These characteristics include but
are not limited to confidential services; non-judgemental and young-person friendly
attitudes; appropriate opening hours; affordability; anonymity; young person-friendly
waiting room/service; and the availability of drop-in services (Atkinson et al., 2003;
Naccarella, 2003; Zhang et al., 2003). Although these characteristics of health
service mentioned thus far apply to all young-person friendly models, in the rural
Australian context, sexual health, drug and alcohol and mental health services are
offered through a stand-alone system although these services are interrelated. The
integration of these services may invariably enhance young men's willingness and
access to sexual health services and in return, will minimise the possibility of
transmission of STIs.

These structural or service provision factors particularly reflect barriers that
are related to the health system. For instance, lack of access to condoms and lack
of political commitment and policy support are two shortages that are present due to
problems or challenges that health systems face. Collectively, all of these
determinants recorded within the framework have the ability to affect the outcome of
the study, with a certain influence on how the objectives of the study are achieved.

2.10.6 Other legal issues
Several issues also can affect young men’s access in Australia. These
factors are right of access to their own Medicare or health care card, right of access
to treatment, legal age of consent to treatment, and legal age of consensual sex. I
have discussed the implications of these issues on the sexual health of young
people in the literature review. However, there is a dearth of information available on
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young men’s knowledge and awareness of these important factors. Therefore, I
have included these factors in my research.

2.11 Research Aim and Research Questions
Previously, research on masculinity and alcohol and drug use has been
conducted to reveal patterns of drinking and drug use and their related harm among
young people (Martino et al., 2008; Santelli et al., 2001b). This research will
examine how masculinity, sexual and drug- and alcohol-related risk behaviour
shape rural young men’s access to sexual health services.

The noted factors or determinants of access to sexual health services have
varying effects on an individual, usually those factors that are negative in nature, or
those that have negative effects on an individual eventually result in hindrances that
limit the individual from evaluating his physical and medical needs, and eventually
contributes to his disregards to his needs for health services. Once health service
acquisition is delayed, a significant increase in health risks and low productivity or
performance becomes evident within the life of an individual, affecting various
aspects of living. As such, these negative effects lead to an increase in the
vulnerability or susceptibility of the individual to a number of difficulties with regard
to his health, such that even when recognition of the importance of health service
acquisition is achieved, the individual remains open to negative effects to his health.
However, to a positive extent, the individual’s awareness somehow results in a
definite positive effect in his decision to acquire such services.

2.11.1 Research aim.
The research aim is to investigate access to sexual health services and the
associated high-risk behaviours of young men aged 16 to 25, living in rural and
regional areas of Victoria and southern New South Wales.
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2.11.2 Research questions.
a. What proportion of rural and regional young men have accessed sexual
health services?
b. What are the relationships between socio-demographic determinants and
access to sexual health?
c. What are the relationships between masculinity, drug and alcohol use and
sexual risk behaviour of rural young men’s access to sexual health services?
d. What do health system and service providers consider the major barriers to
rural young men’s access to sexual health services?
e. Is masculinity acknowledged in the health policies and by the service
providers?

This research took place in two stages. I used both quantitative and
qualitative methodologies to collect data for this research. Research questions a), b)
and c) are answered through a quantitative, online survey among men aged 16 to
25 years, living in rural and regional areas of Victoria and southern New South
Wales. Qualitative methods have examined research questions d) and e) through
key informant interviews, which were held with health professionals for whom sexual
health service delivery is a core business (GPs, community health nurses), youth
workers and drug and alcohol worker/coordinators. I have described detailed
methodologies for both studies in the following chapter.
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Chapter 3: Methodology
3.1 Introduction
Identifying young men’s access to sexual health services and any forms of
risk behaviours associated with their health constitutes the main objectives of this
study. The research is further augmented through a series of questions intended at
an in-depth analysis of these principal issues: the proportion of rural and regional
young men having accessed sexual health services; the relationships between
socio-demographic determinants and access to sexual health; the relationships
between masculinity, drug, alcohol use, and sexual risk behaviour to that of access
to sexual health services; the major barriers to rural young men’s access to sexual
health services as perceived by the health system and service providers; and the
acknowledgement of masculinity in regard to access to health services by the health
system and service providers. These issues were accordingly assessed and
analysed within the study. Additionally, in order to maintain specificity and to avoid
partial implications drawn from the results, the completion of the study was limited to
the rural and regional areas of Victoria and southern parts of New South Wales.

In the effort to meet the main objective of this study, a series of parameters
were set concerning tools, methods, limits, techniques and procedures. This
following discussion will therefore reflect upon the overall methodology including
research design, data collection tools, population and samples, and the validity and
reliability of data.

3.2 Research Design: Quantitative and Qualitative Methodologies
Considering the aim and objectives of this study, I designed a quantitative
and qualitative research design including two studies. Adopting a mixed-methods
approach provides greater potential to address the complexity of questions targeted

84

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

by the study; thus, the design acknowledges that dynamic interconnections are
present within the study and these could not be addressed fully by conventional
research methods (Hesse-Biber, 2010). According to Cresswell (2002), this allows
the study to anchor the objectives and corresponding questions on pragmatic
grounds such that they become consequence oriented, problem centred and
pluralistic. Therefore, both quantitative and qualitative means of data collection were
incorporated - quantitative surveys through online questionnaires; and qualitative
methods through interviews.

The quantitative survey (Study One), which accounts for the first stage of
data collection, is a controlled approach to data gathering and investigation, and it
relies on a specific logic of examination. According to de Vaus (2002), quantitative
survey research is often depicted as being barren and insipid but complementary to
providing definite types of accurate, explanatory information, or what people
perceive as ‘hard evidence’. Thus, data gathered through such means is organised
and permits a corresponding logical comparison between variables of varying
characteristics, thereby suiting the needs of this research. Further, it allows for the
comparison of variations within one variable to variations within another variable—
fitting the outlined sets of questions established at the onset of the study,
particularly those that aimed at comparisons between variables such as rural versus
regional areas, socio-demographic determinants versus access to sexual health,
and socio-demographic determinants versus risk behaviours (drug and alcohol and
sexual risks). This section enumerates the quantitative methods. The qualitative
method used (Study Two) is explained at the beginning of Chapter 6.
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3.3 Study One: Online Survey
3.3.1 Data gathering techniques.
The first stage of data collection based on quantitative means utilised an
online survey represented by a structured questionnaire that assesses variables
inclusive of socio-demographic information, sexual activities, STI knowledge and
awareness, alcohol and drug use, sexual health issues, and access to health
services. Although there is criticism that the self-complete questionnaire demands
respondents' literacy, motivation and time, it is also evident that the ‘self-complete
questionnaire ensures a high level of anonymity and reduces interview bias’ (Judd,
Smith & Kidder, 1991, p. 223). Within this study, the questionnaire is presented via
online means made possible through the Internet. Specifically, the online survey
technique is a convenient way to administer a self-administered questionnaire that
collects data from respondents and the method has advantages over traditional
means such as the face-to-face or telephone interview. The Internet is highly
accessible in Australia and most of the users are between 15 and 24 years of age.
According to Nielsen,3 as of August 2009, 80.1% of the Australian population had
access to Internet. Another study conducted by the Australian Communications and
Media Authority (2007) found that four out of five people within the age group of 15–
24 had access to Internet and 76.5% used the Internet on a regular basis.
Therefore, an online survey was the most preferred method of administering my
questionnaire.

However, because of low response rates, a direct mail-out of questionnaires
and a mail-out of the survey advertising leaflets were also conducted to increase the
response rate. The reasons for undertaking these methods in addition to the online
survey are discussed in a later section (section 3.3.11) of this chapter.
3

Australia: Internet Usage Stats and Telecommunications Market Report (August 2009) by
Nielsen, 770 Broadway, New York, NY 10003.
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3.3.2 Perceived strengths and weaknesses of online surveys.
Strengths observed through online surveys incorporate a number of benefits
ranging from extensiveness of resource use, elimination of limitations as posed by
parameters of time and space, reduction of data entry requirements, and postage
and copying expenses. As such, the online survey is therefore expedient, fast and
inexpensive. Further, it permits adaptability of varieties of question formats, allows
use of multimedia and minimises biased responses by the efficient randomisation of
questions and answer preferences. Additionally, the level of anonymity achieved
using of an online survey elicits answers that are more honest because respondents
feel more anonymous and are therefore comfortable in the provision of information,
most especially to sensitive questions (Tuten, 2010). This is particularly a strength
that fully supports this study because the research takes into account a series of
sensitive issues including sexual orientation, experiences and risk behaviours.

Despite these strengths, a number of weaknesses are still aligned with the
application of online surveys including non-response errors and measurement
errors. Tuten (2010) notes that a non-response error occurs when information is not
obtained from all sample units such that a non-response bias renders gathered data
as unreliable. A measurement error occurs when answers offered by participants do
not represent true values on the measure, or do not meet the exact requirements
posed by the question—this occurs usually for open ended or opinionated types of
questions. Therefore, to avoid such errors from occurring, I have taken into account
a small pilot exercise and pre-testing of the questionnaire, which helps assess
whether or not respondents may find any difficulties either understanding or
completing the questionnaire. Through such means, errors that may arise from the
questions themselves or from the platform used are minimised or even eliminated.
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3.3.3 Questionnaire development.
Representative of the aims and objectives of the study, along with the
various variables under investigation, appropriate scales of measurement have
been identified for each variable under study through which the questionnaire was
developed and drafted. As such, the following variables are incorporated within the
data gathering tool used: 1) demographic information (age, postcode, ethnicity,
education, current employment status, accommodation arrangement); 2) knowledge
of STIs including mode of transmission of STIs and STI testing, sources for advices
on sex, contraceptives, drugs and alcohol use; 3) sexual behaviour and feeling
inclusive of sexual orientation, sex experiences, age of first sexual intercourse, etc.;
4) sexual health and intention of access to sexual health services inclusive of
perceived status of health, perceived likelihood of STI acquirement, types of
available health services, etc.; 5) drug and alcohol use inclusive of alcohol
consumption frequencies, drug usage, and risk behaviours associated or resulting
from drug and alcohol use; 6) awareness of legal issues inclusive of legal age of
sex, access to Medicare cards or health care cards, etc.; and 7) AMIRS. The survey
questionnaire is included as an appendix 7 of this thesis.

The AMIRS4 was developed in 2005 for the purposes of gauging young
men’s beliefs concerning masculinity philosophy within the structure of their
relationships. The philosophy evaluated through the scale reflects traditional
ideologies that stem from a construct recognised as hegemonic masculinity. The
AMIRS consists of a 12-item Likert scale with corresponding options ranging from 1
(strongly disagree) to 4 (strongly agree), such that higher scores achieved within the
scale are equal to a greater alignment with norms of hegemonic masculinity. The
following are the components of this scale:

4

AMIRS is developed by US researchers; Judy Y. Chu, Michelle V. Porche and Deborah L.
Tolman (2005).
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1. It is important for a guy to act like nothing is wrong, even when something is
bothering him.
2. In a good dating relationship, the guy gets his way most of the time.
3. I can respect a guy who backs down from a fight. (a)
4. It is ok for a guy to say no to sex. (a)
5. Guys should not let it show when their feelings are hurt.
6. A guy never needs to hit another guy to get respect. (a)
7. If a guy tells people his worries, he will look weak.
8. I think it’s important for a guy to go after what he wants, even if it means
hurting other people’s feelings.
9. I think it is important for a guy to act like he is sexually active even if he is not.
10. I would be friends with a guy who is gay. (a)
11. It is embarrassing for a guy when he needs to ask for help.
12. I think it’s important for a guy to talk about his feelings, even if people might
laugh at him.
(a) Items are reverse scored

During the scale development and validation, this study engaged 65 young
men aged 12–18 years from California and New England. The content analysis
resulted in the emergence of recurrent themes such as conventions of masculinity
including toughness, emotional vulnerability and heterosexual dominance, but a
positive attitude towards those of the same sex. The contents of the scales have
been mainly presented in the young men’s own words and written in the third
person strategically to improve young men’s comfort. Further, the scale was
validated through the involvement of 114, 133 and 31 young men from grades 7, 8
and high schools (Cronbach’s alpha 0.76). I used this scale in my study as a
measure of masculinity because it is easy to use (there are fewer numbers of
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components), and it was developed specifically to measure young men’s
masculinity.

3.3.4 Target population and sample.
Consistent with the objectives of the study, the population under
investigation includes young men living in rural and regional areas of Victoria and
southern New South Wales and within the age range of 16 to 25 years old. To target
this population and to relieve the researcher of difficulties of recruiting young men
for research purposes, sample participants were recruited from three TAFE centres
within the targeted regions: 1) University of Ballarat, TAFE Division, 2) Goulburn
Ovens TAFE (GOTAFE) in Greater Shepparton, and 3) NSW TAFE Riverina Institute
in Albury. The TAFE institutes were chosen as there are large geographical
distances due to isolation and remoteness prevalent within Australia, which poses
difficulties for data collection. In addition, I have targeted a population that has not
been widely studied with reference to sexual health studies. Thus, targeting such
sources of sample participants allows the implementation of research methods on
an understudied, non-metropolitan, population of young men. In addition, the
targeted sample source reflects a community of extensive social networks and of a
broad young person community able to contour their outlooks, impulses and
actions, and able to control their class, sexual behaviour, drug and alcohol use and
health care utilisation.

3.3.5 Selection process of TAFEs.
There are seven regional TAFEs in Victoria. From the seven TAFEs in
Victoria, three TAFEs (Ballarat TAFE, GOTAFE and Wodonga TAFE) and Riverina
TAFE of NSW were contacted through existing relationships and ‘cold calling’. Initial
contacts were made by sending general emails and making telephone calls to the
numbers found on the TAFEs’ websites. During the initial contact, I explained the
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purpose of my study and forwarded my research protocol and a recommendation
letter from my supervisors. I also visited those TAFEs to explain my study. Although
initially all four TAFEs showed interest and allowed me to administer my survey
among their young men student cohort, aged 16–25 years, after only having ten
responses, Wodonga TAFE withdrew their participation for an unknown reason.
Finally, the online survey was administered through the three TAFEs mentioned
above. The withdrawal of Wodonga TAFE certainly affected my data collection
phase and significantly delayed reaching the desired sample size required for the
study. The sampling procedures and participants’ recruitment are described in the
next section.

3.3.6 Sampling procedures and participant recruitment.
Initially, to establish the sample population, sampling procedures and
techniques were taken into account. Due to time constraints and a lack of access to
the student database, a random sampling procedure could not be carried out.
Therefore, the sample of my study is a convenience sample, Moreover, the
selection of the three TAFE institutes was adjacent to purposive sampling, in which
a non-random sampling technique takes into account convenient measures of
sample acquisition. As for the particular selection of participants, it was estimated
that 50% of the population of young men aged 16 to 25 within the study areas had
access to sexual health services because no population data was present. With
reference to these assumed values, the sample size was calculated through the
formula:

Where:
n = sample size

n=

Z2x p × q
d2

Z = normal SD
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p = assumed proportion of rural young men
with access to sexual health services (50% or
0.5)
q = p–1
d = degree of precision (absolute precision:
0.073)

With the application of the formula, a sample of 180 was required to
represent the population within a 5% level of significance; and degree of precision
was set to 0.073 to minimise standard error. However, in the effort to relieve the
study of non-response errors, the calculated sample size was inflated by 10%,
thereby increasing the sample size to 198 participants. Further, for a balanced and
unbiased acquisition of samples across the three TAFE institutes, a priori power
analysis was applied by the researcher. A priori power analysis aims to determine
how to set up a study with a specific concern for the sample (Huck, 2009); thus, it
implies a certain extent of sensitivity with reference to upcoming modes of analysis,
allowing the study to acquire adequate power.

According to Cohen (1988), the sample size is computed as a function of
both the power level and significance level within a priori power analysis.
Additionally, statistical power, defined through a priori power analysis, allows for the
chance of evading a Type II error, which occurs when random sampling techniques
may cause samples of data to fail in the depiction of statistically proven significant
difference, especially when a true difference via association or correlation exists
(Motulsky, 2010). Thus, a null hypothesis is not rejected when in fact, such a
hypothesis is false. Since the probability of making a Type II error is usually
symbolised by the Greek letter ß, the power of a test is depicted by 1–ß.
Conversely, the significance level defines the chances of arriving at a Type I error,
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an error that is contrary to that of discrepancies under a Type II error; this is further
indicated by the Greek letter α. By convention, an upper limit on Type I error is
located at five times in 100, which therefore translates into probability of 0.05. The
amplified goal of utilising a priori power analysis therefore rests on the purpose of
avoiding both types of errors, thereby targeting a valid and reliable set of results
acquired within the study.

To demonstrate, a priori power analysis for two groups (16–18 years and
19–25 years) reflective of a t-test required sample size is calculated using G*Power
3, a flexible statistical power analysis programme designed for the social,
behavioural and biomedical sciences (Faul, Erdfelder, Buchner & Lang, 2007). The
results of the calculation are further reflected below:
Assumptions:

Output:

Tail(s)

= One

Effect size

= 0.16604

α err probability

= 0.05

Power (1- ß err probability)

= 0.501

Allocation ratio (N2/N1)

=1

Non-centrality parameter δ

= 0.95

Critical t

= 1.65

Df

= 395

Sample size Group 1 (16–18 years) = 198
Sample size Group 1 (19–25 years) = 198

With reference to the results shown, two age groups (16–18 years and 19–
25 years) would entail different sets of sample sizes; therefore, the total minimum
sample size needed for the study is equal to 396 respondents. Further, taking into
account the uneven figures of total populations of each of the TAFE institutes,

93

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

sample acquisition was aimed at an unbiased distribution across the three institutes.
Table 7 in the following page reflects sample acquisition among the institutes.

Table 7
Sample across TAFE Institutes
Ballarat TAFE
Males 16 to 18
years
%
Sample size
Males 19 to 25
years
%
Sample size

2,072

GOTAFE
Shepparton
957

Riverina TAFE
Albury
1,025

Total
4,054

50
101
1,139

24
47
596

26
50
745

100
198
2,480

46
91

24
48

30
59

100
198

Through proportional analysis of the population of age groups within each of
the TAFE institutes, sample sizes needed for each of the institutes were
determined. Within the first age group, Ballarat TAFE, GOTAFE Shepparton, and
Riverina TAFE Albury reflects samples equivalent to 101, 47 and 50 participants
respectively; while the second age group reflects samples equivalent to 91, 48 and
59 for Ballarat TAFE, GO TAFE, and Riverina TAFE Albury respectively.

3.3.7 Participant engagement.
In order to achieve high levels of participation throughout all the TAFE
institutes, measures were undertaken via the help of site visits, utilisation of
advertisements via posters and flyers, and raffle draws. Liaison persons were
appointed at the three TAFE institutes and were assigned with the task of assisting
in the circulation of information about the study, especially among prospective
participants. Participants were contacted via students’ email. Additionally, flyers and
posters were produced and distributed extensively throughout classrooms, food
courts and common places where students frequently congregate. Moreover, in the
effort to increase the response rate, negotiations were held with the TAFE liaison
persons to distribute reminders or notices to the students to increase participation.
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This further increases the awareness of the population regarding the survey and the
objectives through which the survey was established. Finally, a raffle draw was
organised with the supervision and approval of the Human Research Ethics
Committee of La Trobe University. This was done in order to attract the attention of
participants, provide an incentive, and was helpful for the data gathering process.
Upon completion of the survey and submission of the answers of the participants,
participants were automatically directed to a form allowing the submission of their
student ID number should they wish to participate in the raffle draw. The student ID
was purposively used to ensure participant confidentiality, separating survey
responses from personal information. The student ID number is a unique
identification code that served as the ticket number or as the ticket itself for the raffle
draw.
3.3.8 Ethical considerations.
Being a study reflective of a series of sensitive issues, ethical considerations
were properly outlined and enforced during the whole study process. Sexual
behaviours, STI, drug and alcohol use, and other risk behaviours, constitute a
portion of literature assessed with cautious means. Therefore, researcher that deal
with such constructs, especially those that curtail the engagement of human
respondents, must, at all causes, maintain a high level of alertness concerning
ethical issues. Protecting the rights of the respondents must be the first priority,
especially during the data collection process. The study was approved by the
Human Research Ethics Committee of La Trobe University. Participants’ rights to
privacy and confidentiality were given the highest priority in the whole study cycle of
my research. I have implemented the university’s standard guidelines to mitigate
any rising threats to the confidentiality of provided data by the respondents. The
utilisation of an online survey itself fosters an environment ideal to the collection of
required data anonymously, especially in that the respondents are made
comfortable in their provision of honest and true data. Further, the reiteration of the
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objectives of the research and the promise of utilising data solely for educational
and research purposes adds to widening the degree to which confidentiality issues
are met efficiently.

3.3.9 Issues raised by the Ethics Committee and my response.
Some issues were raised by the Human Research Ethics Committee of La
Trobe University such as the data protection act, the Wii and iPod as the
inducement to participate, and revisions to the consent form. More importantly, they
considered the collection of postcode, age and TAFE name sufficient sources of
personal and socio-demographic information that may make it possible for
individuals to be identifiable.

The Ethics Committee’s concerns were taken into consideration and after
discussion with my supervisors, I made the following response the Ethics
Committee: a) I added a section in the participants’ information sheet on the
National Statement and the Privacy and Personal Information Protection Act 1998,
with an explanation of my obligations as a researcher of La Trobe University in the
collection, storage, use and dissemination of personal information; and b) only one
Wii was offered to the participants as a raffle draw.

I successfully convinced the Ethics Committee regarding the requirement of
the collection of postcode, age and TAFE name in my research. I specifically
clarified that my research needed both age and distance variables because of their
significant relationships to the outcome variable of the study, that is, access to
sexual health services. The huge geographical distances, isolation and remoteness
that exist in rural Australia are considered the greatest barriers to accessing health
services for rural and regional populations. Therefore, I argued that this research
investigated how distance affects young men’s access to sexual health services at
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the rural and regional level. Therefore, postcodes were needed to assess how far
the participants live from a regional business centre where most health services
facilities were located. Similarly, age is considered an important variable that
significantly affects young men’s capacity to negotiate with the health service
provider, access to their own Medicare card or health care card, and exercise their
right to confidential services. I also intended to collect the name of the TAFE for
assessing the response rates from each TAFE. A certain percentage of responses
are needed to validate the results of survey and this is deemed an important part of
any quantitative research. The collection of socio-demographic information was
essential in order to carry out statistical tests to identify the degree of association of
these variables with the outcome variable (access to sexual health services in rural
areas).

In addition, I clarified that the study population of this research was more
than 6,500 and the expected minimum sample size was 400. The findings of the
research were presented as group data in tables, graphs and charts against each
variable and would have appeared in a report. Therefore, there was minimum risk
for any respondent to be identified because of this large study population and
sample size, ensuring respondents’ anonymity and privacy. The Human Research
Ethics Committee of La Trobe University then approved my research project and
allowed me to undertake this research.

Following approval from the Human Research Ethics Committee of La Trobe
University, I needed to apply for TAFEs’ permission. However, I did not need to go
through their Ethics Committee. Instead, it required significant level of negotiation,
discussion and email correspondence before I obtained my approval from the
above-mentioned TAFEs.
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3.3.10 Administering the online survey.
After making the necessary revisions and modifications of the questionnaire
along with the extensive process of gathering potential respondents’ attention and
acquiring

target

samples

for

the

study.

The

online

survey

(www.ruralyoungmensurvey.org.au or www.ryms.org.au) was administered via
online survey software called ‘Zoomerang’. The use of this software allowed
respondents to offer personal and sensitive information in an unidentifiable and nonconfronting manner, thereby contributing to the extent of confidentiality present
within the data collection process. Zoomerang is an online software tool that
provides technical space to the researchers to administer the online survey
instrument. It does not collect or conduct any survey itself; therefore, it was ensured
that respondents’ personal information, that is, addresses or any identifiable
information have not been stored by Zoomerang. The online survey process has
been included in Appendix 3, 4 and 5.

Before surveys were conducted, the purposes and objectives of the study
were broadly explained to the participants in order for them to understand the study
and the reasons why honest answers were considered necessary. This was
reiterated due to the sensitivity of the issues involved in the study; further, it created
a more comfortable environment from which the participants could efficiently provide
the data required for the study. Additionally, the confidentiality of the participants
was assured and the future actions of utilising the data only for research and
educational purposes were noted. After such guidelines were established,
participants were then asked to proceed with completing the online survey. The
average time taken by the respondents to complete the online survey was about 30
to 35 minutes. Via online means, data submitted by each participant upon
completion of the questionnaire was directly collected and stored by the Zoomerang
software, thereby facilitating a centralised means of data collection and storage.

98

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

3.3.11 Modifications to the methodology.
The research proposal initially included a methodology for using student
email accounts to distribute an invitation to participate in an online survey. However,
during the actual implementation of the survey I found the response rate to the
email invitation was quite low. The reason for such a non-response is thought to be
that young men are one of most challenging groups to access for research and
educational purposes (Gold et al., 2007). I was also advised by the information
technology personnel of the TAFEs that unlike tertiary university students, TAFE
students mostly use their personal instead of their student email accounts. Neither
the TAFE personnel with whom I liaised during the data collection stage nor I had
any prior knowledge of this situation. Therefore, my data collection was significantly
hampered because my study cohort might have not seen the advertisements related
to my survey or if they did, they mostly ignored such invitations. As a result, I had to
make some modifications to my data collection techniques, which were
subsequently approved by the University Human Ethics Committee of the La Trobe
University.

The first modification was sending a flyer with the survey URL link
www.ruralyoungmensurvey.org.au or www.ryms.org.au by the participating TAFEs
to the postal addresses of the enrolled male students (aged 16–25 years). This
modification improved the response rate to some extent, but not in sufficient
numbers. Therefore, I had to make another modification, which included sending
both the flyer and a paper-based questionnaire and a prepaid self-addressed return.
This strategy was found to be effective because students were given an option of
completing the survey online or completing a paper-based form if they did not have
Internet access.
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In both modified techniques of data collection, the TAFE liaison personnel
organised the printing of the addresses of the particular male student cohort and
attached them to the prepared letters/envelopes. Expenses incurred in this process
were met by the Health Sciences Faculty Grant. This was done to fully conform to
the Privacy Regulations and ensure student anonymity and confidentiality. These
proposed modifications were additional strategies of the survey for increasing
responses from the particular student cohort. Under no circumstances was student
identity or contact information accessible to me.

At the end of the data collection, I drew the raffle using the identification
number of the participants of the survey to identify the winner of the Wii. A
participant from the Albury TAFE received the raffle prize. The prize was handed
over to the winner of the raffle by the liaison person at Riverina TAFE Institute.

3.3.12 Responses from various means of survey.
In total, 399 young men responded to the survey from four TAFE institutes.
Table 8 shows that the majority of the participants responded to my survey mostly
via the online survey, followed by the postage of the flyer and then by paper-based
questionnaire. From them, four responses were discounted because one of the
participants included a postcode from Western Australia, one postcode matched
with Warrnambool and another two participants were above the age of my designed
age of the study (16–25 years). The total number of respondents who were finally
eligible and successfully completed (with some degree of non-response) the survey
was 396.
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Table 8
Participants’ Response to Different Means of Survey Methods
Online survey

Postage of flyer

251 (62.9%)

97 (24.3%)*

Postage of paper-based
questionnaire
51 (12.8%)

Total
399 (100%)

*May have some degree of overlap between response to email and response to flyer

The survey was launched on 14 December 2009 and ended on 24 July
2010. The response rate was very low and could not be enumerated because online
survey, postage of flyer and paper-based questionnaire were circulated by the TAFE
staff therefore I had little control of this process. However, given the total sample
size of this student cohort was 6,534 in all three TAFEs, this gives a 6.1% response
rate. The response rates fluctuated over the seven months of data collection
process.

3.4 Analysis of Data
3.4.1 Overview.
To analyse data gathered from the survey, I employed a quantitative means
of data analysis via the utilisation of statistical measures. Two existing modes of
statistical measures, descriptive and inferential statistics, were used to guarantee
that the data gathered was treated in an unbiased and unprejudiced manner. Both
of these modes of statistics were used as a means of understanding the quantitative
nature of gathered data, thereby facilitating a rather systematic or logical form of
evaluation. The facilitation of descriptive statistics analysis presented frequencies,
means and other initial details of the responses gathered; conversely, inferential
statistics analysis measured the significance of the responses gathered and
validated whether or not the responses truly signified any vital implications for the
study.
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To facilitate such forms of analyses, data were first imported from the survey
and were later transferred into a spreadsheet, screening the data from any potential
inconsistency that could be identified. After cleaned data were coded, Statistical
Package SPSS 18 (IBM SPSS 18) was utilised to analyse and evaluate the
gathered data. Through the statistical package, both descriptive and inferential
forms of analysis were applied whereby descriptive statistics such as mean and
median, including frequency distributions, were used to establish the fraction of
young males that have accessed sexual health services, particularly STI testing and
treatment services.

Cross tabulation via chi-square tests were also applied in order to categorise
the relationship between outcome variables and respondent characteristics inclusive
of demographic variables, previous accounts of STIs and results lifted from the
masculinity scale. Analysis of variance (ANOVA) tests and t-tests were also used to
compare STI knowledge scores, AMIRS scores, to that of demographic variables
that have more than three or more groups and to those with two groups,
respectively. A more detailed account of the treatment of portions of data gathered
from the questionnaires are presented below; the discussions are particularly
patterned after the divisions or categories of data acquired through the
questionnaire, namely: 1) demographical data, 2) knowledge of STIs, 3) AMIRS, 4)
risk behaviours including sexual and drug- and alcohol-related risks, 5) availability of
health services in rural and regional areas and utilisation and access to health
services including sexual health care, and 6) other legal matters including
participants’ perception on legal age of sex, consent to treatment, age of getting
own Medicare or health care card and legal age of purchasing alcohol.
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3.4.2 Analysis of demographic data.
Demographic data acquired within the study presents a very strong
implication in my study. Demographic variables deemed as strong gauges of the
significant points raised in the analysis of the main variables under study, such as
access to health services and sexual health services, condom use, use of drugs and
alcohol etc. Firstly, demographic data was assessed according to each category
such that various forms of analysis were utilised. For instance, geographical
locations of participants were analysed via three measures: 1) the allocation of
postcodes within the 50 km radius of the centre of the three country towns, 2)
utilisation of the RRMA classification, and 3) utilisation of the ARIA classification.
Consequently, other demographic data including age, employment status, TAFE
institution, level of education, Aboriginal or Torres Strait Islander status,
accommodation arrangement, relationship status and course of study, were
assessed via descriptive statistical means and were later assessed with reference
to geographical locations via chi-square analyses.

3.4.3 Analysis of STI knowledge data.
Information retrieved from participants with reference to their knowledge of
STIs were analysed through the use of STI knowledge scale score ranging from 0 to
8, with the value of 8 indicating that the respondents had answered all knowledge
questions correctly. The figures were then subjected to various statistical measures
including median, skewness and kurtosis and were further compared to
demographic variables to note any existing relationships; forms either of association
or correlation, with the help of ANOVA tests and independent samples t-tests.

3.4.4 Analysis of AMIRS data.
Data gathered from the AMIRS section of the online survey were treated
primarily using masculinity scores. Mean masculinity scores were determined for the
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respondents, whereby mean scores determined whether the respondents had high
or low alignments with the norms of hegemonic masculinity within the context of
interpersonal relationships. The scores were then subjected to further significance
and hypothesis testing via correlation or relationship identification through ANOVA
and independent t-tests. However, before proceeding to such parametric tests, a
number of assumptions reflective of independence of observations, normal
distributions of data, level of significance, strength of association, and homogeneity
of variances of scores within the groups, was established. Additionally, factor
analysis of the AMIRS was utilised within the study; the steps implemented are as
follows: 1) verification of suitability of data for factor analysis via the Kaiser-MeyerOlkin Measure of Sampling Adequacy (KMO) and the Barlett’s Test of Sphericity; 2)
identification of number of components suitable for extraction via the Kaiser
criterion; 3) extraction of items 1 and 2 from the AMIRS; 4) application of parallel
analysis; 5) application of the Component Matrix; and 6) application of the Pattern
Matrix table.

3.4.5 Analysis of health status and perception of risk and risk
behaviour data.
Survey respondents’ general health was assessed using a five-point SF-36
single item designed to measure their general health. Participants were given a
choice of selecting one of the five options, ‘poor’, ‘fair’, ‘good’, ‘very good’ or
‘excellent’ to rate their general health status. Perception of risk of becoming infected
with an STI was assessed through asking a question that explored the degree to
which they thought they might be at risk of becoming infected with an STI.
Participants were given a choice of selecting one of the five categories: ‘never’,
‘very unlikely’, ‘unlikely’, ‘likely’ or ‘very likely’.
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Risk behaviours of the young men were gauged through two measurements;
firstly, sexual risk behaviour and secondly, use of drugs and alcohol. Sexual risk
behaviours were assessed through analysis of age of first penetrative sexual
experience, oral sexual activity, number of sexual partners, and use of condoms in
the past 12 months. Drug- and alcohol-related risk behaviours were assessed by
drug and alcohol use, whether or not use of alcohol fell into recommended level,
number of binge drinking episodes and number of drug use episodes in the past 12
months and the use of injectable drug for non-medical purpose.

The above variables were then further compared to demographic variables
using chi-square analysis to note any existing relationships, or differences in respect
to AMIRS mean score and STI mean scores with the help of ANOVA and
independent samples t-tests.

3.4.6 Analysis of the availability of health facilities and access to health
care including sexual health providers.
Descriptive analysis was carried out on the data gathered about participants’
perception on the availability of health services, nearest health facility, number of
health visits in the past 12 months, and visiting of a sexual health provider in the
past 12 months. Information was also gathered on participants’ confidence in visiting
sexual health providers (both male and female providers) were treated through the
use of a Likert scale that ranged from 1 to 5, with 5 depicting very confident and 1
not at all confident.

These variables were then further compared to demographic variables using
chi-square analysis to note any existing relationships, or differences in respect to
AMIRS mean scores and STI mean scores with the help of ANOVA and
independent samples t-tests. In addition, a Wilcoxon Rank Signed Test was carried
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out to establish if there is a difference in participants' confidence in visiting a health
provider for a sexual health and STI check-up according to the gender of the health
providers.

3.4.7 Analysis of other legal issues.
Other legal issues including participants’ perception of legal age of sex,
consent to treatment, age of obtaining own Medicare or health care card and legal
age of purchasing alcohol were analysed as descriptive statistics.
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Chapter 4: Results of the Study One – Young Men’s
Attitudes, Sexual Behaviour, Risks and Health and Health
Services Utilisation
4.1 Demographic Characteristics of Respondents
4.1.1 According to the geographical locations.
To explain the demographic characteristics, the dataset was divided into three
groups—Ballarat, Shepparton and Albury-Wodonga—according to the postcodes
entered by the participants. Postcodes were matched to identify the current location of
surveyed participants using the Victoria Postcodes 2008 Map.5 Three hundred and
ninety-six participants entered their postcodes. Differences in demographic variables
among the three subgroups were analysed using chi-square calculations.

The following three different types of analysis were carried out to identify
participants’ geographical locations, remoteness and their access to goods and
services.

a. Those within a 50 km radius of Ballarat, Shepparton and Albury-Wodonga.
Geographical locations of the surveyed participants were determined through
allocating postcodes within the 50 km radius of the centre of the three country towns,
namely Ballarat, Shepparton and Albury-Wodonga, using the Victoria Postcodes 2008
Map. The respondents of Albury and Wodonga were grouped together because there
were only ten responses from the Wodonga Institute of TAFE and geographically
Albury and Wodonga are neighbouring country towns. Among 396 respondents, it was
seen that the majority respondents (34.8%) who participated in the survey were from

5

Future Victoria Map Series. Map is derived from the ‘Vicmap Lite’ product and ‘Vicmap Admin
Postcode’ product as of June 2008 www.land.vic.gov.au/vicmap.
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Shepparton, followed by 34.3% from Albury-Wodonga, and slightly fewer from Ballarat
(30.8%).

b. Residence according to remoteness.
Three hundred and ninety-six postcodes were further analysed according to the
RRMA classification. According to the RRMA classification, 43.7% participants lived in
a large rural centre (R1), followed by 42.9% participants who lived in other rural and
remote (R3 & Rem1) areas and 13.4% who lived in a small rural centre (R2) of Victoria
and southern New South Wales. In Ballarat, the majority (57.4%) of the participants
lived in an R1 followed by 34.4% who lived in an R3 and Rem1 area, and 8.2%
participants who lived in an R2. Unlike Ballarat, the majority (59.4%) of the participants
from Shepparton belonged to the R3 & Rem1 category, followed by 36.2% participants
who were from an R1 and 4.3% participants who were from an R2. In Albury-Wodonga,
the majority of participants (39.0%) were in an R1, followed by 33.8% who were in an
R3 and Rem1 area, and 27.2% who were in an R2.

The above findings suggested that the majority of the surveyed participants
from Ballarat live in an R1, whereas a significantly higher number of surveyed
participants of Albury-Wodonga lived in an R2, and participants from Shepparton were
more likely to live in an R3 & Rem1, according to the RRMA classification. There was
significant association between geographical location of the participants and their
RRMA status (p < 0.001).

c. According to the ARIA classification
Further analysis of postcodes was carried out according to the ARIA. The majority
(66.9%) of the participants fall under the HA category with index value of 0 to 1.84,
which means they have the highest level of access to goods and services. This is
followed by 24% of respondents who reside in a geographical location where goods
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and services are A with index value >1.84 to 3.51, and 6.8% respondents who lived
within the level of MA, with >3.51 to 5.80 index value. Only 1.3% respondents were
categorised as R with ARIA value >5.80 to 9.08.

A large majority (89.3%) of surveyed participants from Ballarat belonged to the
HA category. A lower percentage of respondents from Shepparton (63.0%), and AlburyWodonga (50.7%) belonged to the HA category. Conversely, participants from AlburyWodonga (31.6%) were more likely to belong to the A category of the remoteness index
than respondents from Shepparton (28.3%) and Ballarat (10.7%). Interestingly, none of
the participants from Ballarat belonged to the MA/R category of ARIA but a few
participants—that is, 8.7% and 17.7% participants from Shepparton and AlburyWodonga, respectively—fall under the MA/R category of ARIA.

The above analysis shows that at least two in three surveyed respondents from
three geographical locations (Ballarat, Shepparton and Albury-Wodonga) live within the
HA category of the ARIA.
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Table 9
Socio-demographic Characteristics of the Participants
Variables
RRMA (N = 396)

ARIA (N = 396)

Name of the TAFE
N = 386; Missing value
10

Age
Missing value = 7 (1.8%)
Aboriginal or Torres
Strait Islander status
N = 383; Missing value
13
Education
N = 386; Missing value
10
Name of courses
N = 362; Missing value
34

Demographic variables
R1
R2
R3 & Rem1
HA 0–1.84
A >1.84–3.51
MA/R >3.51–9.08
University of Ballarat—TAFE
Division
TAFE NSW Riverina and Wodonga
TAFE Institute
Goulburn Ovens Institute of TAFE
16–18
19–25
Aboriginal or Torres Strait Islander
Non-Aboriginal or Torres Strait
Islander
Yr 10 or less
Yr 11
Yr 12
More than Yr 12
Food and beverage
Health sciences
Computer and information
technology
Building and construction
Business and commerce
Beauty therapy

Ballarat N =
122
70 (57.4)
10 (8.2)
42 (34.4)
109 (89.3)
13 (10.7)
0 (0.0)
116 (95.1)

Shepparton
N = 138
50 (36.2)
6 (4.3)
82 (59.4)
87 (63.0)
39 (28.3)
12 (8.7)
23 (16.7)

Albury-Wodonga
N = 136
53 (39.0)
37 (27.2)
46 (33.8)
69 (50.7)
43 (31.6)
24 (17.7)
3 (2.2)

Total N =
396
173 (43.7)
53 (13.4)
170 (42.9)
265 (66.9)
95 (24.0)
36 (9.1)
142 (35.9)

0 (0.0)

6 (4.3)

113 (83.1)

119 (30.0)

6 (4.9)
35 (29.7)
83 (70.3)
2 (1.7)
113 (98.3)

109 (79.0)
64 (47.4)
71 (52.6)
2 (1.5)
131 (98.5)

20 (14.7)
38 (27.9)
98 (72.1)
5 (3.7)
130 (96.3)

135 (34.1)
137 (35.2)
252 (64.8)
9 (2.3)
374 (97.7)

16 (13.6)
28 (23.7)
51 (43.2)
23 (19.5)
6 (5.3)
11 (9.7)
29 (25.7)

29 (21.6)
32 (23.9)
52 (38.8)
21 (15.7)
18 (14.2)
14 (11.0)
22 (17.3)

48 (35.8)
25 (18.7)
46 (34.3)
15 (11.2)
8 (6.6)
7 (5.7
36 (29.5)

93 (24.1)
85 (22.0)
149 (38.6)
59 (15.3)
32 (8.8)
32 (8.8)
87 (24.0)

28 (24.8)
7 (6.2)
6 (5.3)

20 (15.7)
10 (7.9)
11 (8.7)

12 (9.8)
3 (2.5)
5 (4.1)

60 (16.6)
20 (5.5)
22 (6.1)
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YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Variables

Employment status
N = 386; missing value =
10
Accommodation
arrangement
N = 396
Relationship status
N = 388; missing value =
8
Length of relationship
N = 185

Demographic variables

Ballarat N =
122
7 (6.2)
4 (3.5)
15 (13.3)
32 (27.1)
46 (39.0)
40 (33.9)

Shepparton
N = 138
12 (9.4)
12 (9.4)
8 (6.3)
42 (31.6)
62 (46.6)
29 (21.8)

Albury-Wodonga
N = 136
12 (9.8
32 (26.2)
7 (5.7)
56 (41.5)
37 (27.4)
42 (31.1)

Total N =
396
31 (8.6)
48 (13.3)
30 (8.3)
130 (33.7)
145 (37.6)
111 (28.8)

P-value

Family members
Friends, or housemates
Partner
Alone
In a relationship
Not in a relationship

57 (46.7)
38 (31.1)
9 (7.4)
18 (14.8)
54 (46.2)
63 (53.8)

62 (44.9)
40 (29.0)
19 (13.8)
17 (12.3)
65 (47.1)
72 (52.9)

71 (52.2)
29 (21.3)
15 (11.0)
21 (15.4)
67 (49.6)
68 (50.4)

190 (48.0)
107 (27.0)
43 (10.9)
56 (14.1)
185 (47.7)
203 (52.3)

0.385

Less than one year
More than one year

32 (58.2)
23 (41.8)

34 (53.1)
30 (46.9)

31 (46.3)
36 (53.7)

97 (52.2)
89 (47.8)

0.426

Agriculture
Automotive
Arts
Full time
Part time
Not employed
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4.1.2 Geographic location versus TAFE Institutions.
Out of 396 respondents, 35.9% respondents were from the University of
Ballarat–TAFE Division followed by 34.1% respondents from Goulburn Ovens Institute
of TAFE and 30.0% respondents from TAFE NSW Riverina and Wodonga Institutes of
TAFE. It was found that the vast majority of surveyed respondents were students of the
TAFE institute corresponding with their respective geographical location, that is, 95.1%
respondents of Ballarat belonged to the University of Ballarat–TAFE Division, 79.0%
respondents from Shepparton were studying at the Goulburn Ovens Institute of TAFE
and 83.1% respondents from Albury-Wodonga were part of the TAFE NSW
Riverina/Wodonga TAFE Institute.

It was found that a small percentage of respondents attended a TAFE institute
that did not correspond to their geographic location, with 4.9% of Ballarat respondents
studying at the Goulburn Oven Institute of TAFE, 16.7% and 4.3% respondents from
Shepparton studying at the University of Ballarat–TAFE Division and TAFE NSW
Riverina/Wodonga

TAFE

Institute

respectively.

Similarly,

2.2%

and

14.7%

respondents, although living in Albury-Wodonga, were studying at the University of
Ballarat–TAFE Division and the Goulburn Oven Institute of TAFE respectively.

The above findings suggested that the majority of the surveyed participants’
geographical locations corresponded with their respective TAFE institutions, with some
degree of variation. The difference between participants studying in TAFE institutes
and their geographical locations were statistically significant (p < 0.001).

4.1.3 Age of the participants.
The mean (± SD) age of the respondents was 19.75 ± 2.73 years and median and
mode were 20 and 18 years respectively. It was seen that the majority of the
respondents, that is, 252 (64.8%) were represented in the older age group of 19–25
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years, and fewer (35.2%) respondents were in the younger group of 16–18 years. More
than two-thirds of respondents, 70.3% and 72.1%, represented the older age group in
Ballarat and Albury-Wodonga respectively. Just over half (52.6%) of the respondents
belonged to the older age group in Shepparton. The mean age was highest among
Ballarat respondents (M = 20.12, SD = 2.464), followed by Albury-Wodonga (M =
20.01, SD = 2.055) and Shepparton (M = 19.16, SD = 2.094). This difference between
age and geographical location were statistically significant (p < 0.001).

4.1.4 Aboriginal or Torres Strait Islander status.
It was seen that the large majority (97.7%) of respondents identified themselves
as neither Aboriginal nor Torres Strait Islander and only 9 (2.3%) respondents were
either Aboriginal or Torres Strait Islander or both. It was also seen that slightly more
(3.7%) respondents from Albury-Wodonga were either Aboriginal or Torres Strait
Islander than Ballarat (1.7%), and Shepparton (1.5%) although this difference was not
statistically significant (p > 0.05). Although the number is small, the percentage is
comparable to the 2006 ABS data of 2.6% (ABS, 2007) of the over all population.

4.1.5 Level of education.
More than half of the respondents (53.9%) have completed Year 12 (38.6%) or
more than Year 12 (15.3%), followed by 24.1% respondents who completed Year 10 or
less and 22.0% respondents who completed Year 11. Participants who have completed
Year 12 (43.2%) or more than Year 12 (19.5%) were mostly from Ballarat with fewer
participants in this category from Shepparton and Albury-Wodonga. More participants
from Albury-Wodonga (35.8%) had completed Year 10 or less compared to the
participants from Ballarat (13.6%) and Shepparton (21.6%). The level of education and
geographical locations were statistically significant (p = 0.005).
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4.1.6 Course of study.
After the re-coding of different TAFE courses (diploma, certificate), it was seen
that participants were undertaking one of nine major Certificates in General and
Vocational courses.

Nearly one in four (24.0%) respondents were undertaking training in computer
and information technology (IT) courses followed by building and construction (16.6%),
automotive (13.3%), food and beverage industry and health sciences (8.8%) each,
agriculture and land (8.6%), arts (7.6%), beauty therapy (6.1%), and commerce (5.5%).

Respondents from Ballarat were mostly studying computer and IT (25.7%)
followed by in building and construction (24.8%), in arts (13.3%), in health sciences
(9.7%), each in business and commerce and agriculture (6.2%), in food and beverage
(5.3%), and the least in automotive (3.5%). Similarly, of the respondents from
Shepparton, the majority (17.3%) were studying computer and IT, followed by building
and construction (15.7%), food and beverage (14.2%), health sciences (11.0%), each
in agriculture and automotive (9.4% each), beauty therapy (8.7%), business and
commerce (7.9%), and arts (6.3%). In regards to the participants from AlburyWodonga, the majority of the respondents were studying computer and IT (29.5%),
followed by automotive (26.2%), each in building and construction and agriculture
(9.8% each), food and beverage (6.6%), health sciences and arts5.7% each, and
business and commerce (2.5%).

In all three geographical locations, the most common area of study was
computer and IT. Building and construction was the second most common area of
study among the respondents from Ballarat and Shepparton and automotive the
second most common area of study among the respondents from Albury-Wodonga.
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The third highest areas of study were arts (13.3%) in Ballarat, food and
beverage (14.2%) in Shepparton, and building and construction, and agriculture (9.8%
each) in Albury-Wodonga. These differences were statistically significant (p < 0.001)

4.1.7 Employment status.
Among 386 respondents (10 respondents did not mention their employment
status), the majority (37.6%) of respondents were employed part time, followed by
33.7% who were employed full time and 28.8% who were unemployed. Full-time
employment was more common (41.5%) among the Albury-Wodonga participants
compared to the respondents from Ballarat (27.1%) and Shepparton (31.6%).
Respondents from Shepparton (46.6%) were more likely to be working part time than
the respondents from Ballarat (39.0%) and Albury-Wodonga (27.4%). Unemployed
respondents were highest in Ballarat (33.9%) and lowest in Shepparton (21.8%). This
difference between employment status and the geographical location of the participant
is statistically significant (p = 0.006).

4.1.8 Accommodation arrangement.
The majority of the respondents (48.0%) were living with their family members,
followed by (27.0%) who were living with friends or housemates, living alone (14.1%),
and 10.9% who were living with their partners. More than half of the respondents from
Albury-Wodonga (52.2%) were living with their family members, which is a higher
percentage than Ballarat (46.7%) and Shepparton (44.9%). Respondents from Ballarat
were more likely to be living with housemates or friends (31.1%), compared to the
respondents from Shepparton (29.0%), and Albury-Wodonga (21.3%). Shepparton had
the highest percentage of respondents living with a partner (13.8%) compared to the
other two locations. Participants who were living alone were most common in AlburyWodonga (15.4%). This difference between accommodation arrangements and the
geographical location of the participant is not statistically significant (p = 0.381).
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4.1.9 Relationship status.
Slightly fewer than half of the participants (47.7%) were in a relationship during
the survey period. Of participants who were in a relationship, the majority of them
(52.2%) were in a relationship of less than one year. It was seen that the relationship
status and the length of relationship among the participants did not significantly differ
according to their geographical locations (p = 0.851 and p = 0.426, respectively).

4.1.10 Summary of the findings on demographic factors.
Within the given analyses, the following socio-demographic variables were
accounted for, and were analysed according to the location of respondents (with
reference to Shepparton, Ballarat, and Albury-Wodonga): 1) geographical location, 2)
age, 3) Aboriginal or Torres Strait Islander status, 4) level of education, 5) geographical
location versus location of TAFE institutions, 6) course of study, 7) employment status,
8) accommodation arrangement, 9) relationship status and 10) length of relationship.
Analyses according to geographical locations of respondents determined that the
geographical variable is able to create certain significant differences among the
respondents concerning socio-demographics and further established the homogeneity
or heterogeneity of results.

All surveyed variables reflected equal distributions across areas studied, for
instance, age, within both frames (16–18 and 19–25) were accounted for in
Shepparton, Ballarat, and Albury-Wodonga. Similarly, it was found that distribution of
the respondents were seemingly consistent according to their geographical locations
and TAFE institutes. Accessibility of respondents, that is, their access to health
services and goods index, have also been analysed via the ARIA classification.
Notably, the sample also reflects that the distributed sample, inclusive of HA, A, MA/R,
were not equal across several categories of the ARIA classification.
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The following sections will demonstrate the effects of remoteness indices along
with their accessibility and other demographic variables as opposed to young men’s
perceived masculinity, STI knowledge, sexual behaviour and risk and access to health
services including sexual health in rural and regional Australia, through which important
implications may be uncovered.

4.2 Analysis of Masculinity and STI Knowledge of the Respondents
This section is a quantitative analysis of the young men’s scores on the AMIR
scale and the STI knowledge including the descriptive analysis, validity and reliability
tests. I also used ANOVA and independent t-test analyses to determine if any
demographic variables were significantly associated with AMIRS mean scores and STI
knowledge scores. I also conducted Pearson product-moment correlations (Pearson r)
analyses to identify whether a relationship exists between the AMIRS mean score and
the STI knowledge score of the participants.

As mentioned in the literature review, AMIRS contains 12 statements involving
both normative and personalised humanistic behaviour of young men. Thus, it is
imperative to investigate whether the 12 statements would form a smaller set of
factors—normative and personalised—that may cause or in some way influence the
respondents’ characteristics to construct social norms of hegemonic masculinity within
the context of interpersonal relationships. Therefore, factor analysis was performed to
investigate potential differences in the 12 statements in the scale by principal
component extraction.

4.2.1 AMIR scale.
The mean AMIRS score represents young men’s personal appraisal of
masculinity and indicates respondents’ personal thoughts about young men. The
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AMIRS contains the 12 statements involving both normative and personalised
behaviour of young men. Some of the 12 statements of the AMIRS reflect normative
behaviour of hegemonic masculinity, and some are personalised in nature.

A mean masculinity score was calculated for respondents using their responses
to the AMIRS. The AMIRS minimum mean score was 1.00 and the maximum score
was 3.42, with a mean of 1.00 indicating that the respondents had lower alignment and
3.42 indicating higher alignment with the norms of hegemonic masculinity within the
context of interpersonal relationships. The respondents exhibited a mean AMIRS score
of 2.19 (SD 0.42) and 5% Trimmed Mean was 2.20, indicating that the two mean
values are very similar and the score was not affected by any outliers. The clustering of
AMIRS mean scores was slightly negatively skewed (skewness = –0.374) and the
distribution was peaked (Kurtosis = 0.100)

4.2.2 Validity and reliability of the AMIRS.
According to Chu, Porche and Tolman (2005), the AMIR scale has good internal
consistency, with a Cronbach’s alpha coefficient reported to be 0.70. In the current
study, the Cronbach’s alpha is 0.76 (number of items = 12), suggesting good internal
consistency and reliability for the scale with this sample. Similarly, the mean inter-item
correlation value is 0.207, also suggesting a good relationship among the items.
Exploratory factor analysis was performed to investigate potential differences in the 12
statements in the scale by principal component extraction. This analysis established
factorial validity of the items in the AMIRS and directed two norms about traditional
masculinity. (A detailed explanation of the factor analysis is included in Appendix 2.)

4.2.3 STI knowledge score.
An aggregate STI knowledge scale score was calculated for respondents using
their responses to STI knowledge items. Respondents’ answers to the eight STI
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knowledge statements were aggregated to form a composite STI scale (correct = 1 and
incorrect/do not know = 0), with a score of zero indicating a participant had answered
no statement correctly and a score of eight indicating all statements were answered
correctly. The STI mean knowledge score was 4.48 (SD 2.23) on the STI knowledge
scale, which means just over half of the STI knowledge questions were answered
correctly by the respondent (n = 396) with Median = 5, skewness = –0.487, Kurtosis =
–0.483.
Table 10
STI Knowledge
Questions

Correct
answers

Correct
n

(%)

Do not
know
n

Median
correct

(%)

a. A man can have a sexually
b.

c.
d.
e.
f.
g.
h.

transmissible infection without any
obvious symptoms
Chlamydia is a sexually
transmissible infection that only
affects women
Gonorrhoea can be transmitted
during oral sex
Genital warts can only be
transmitted by intercourse
HIV can only be transmitted
through sexual intercourse
A simple urine test is enough to
diagnose chlamydia infection
Apart from HIV, all sexually
transmissible infections can be
cured
People who always use condoms
are safe from all sexually
transmissible infection

True

321

(81.1) 64

(16.2)

False

216

(54.5) 78

(19.7)

True

170

False

190

(42.9) 143 (36.1) 5
out of
(48.0) 98
(24.7) 8

False

280

(70.7) 60

True

216

(54.5) 147 (37.1)

False

162

(40.9) 113 (28.5)

False

221

(55.8) 53

(15.2)

(13.4)

Table 10 shows that knowledge of STIs was inconsistent, and there was a high
level of uncertainty in responses: 50% of respondents either did not offer any answer,
or answered some items incorrectly for some of the items of the STI knowledge scale.
A vast majority of the respondents (81.1%) were aware that men can have an STI
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without any obvious symptoms; however, only 40.9% of respondents’ knew that not all
STIs could be cured.

More than half of the participants (54.5%) were aware of chlamydia is an
infection that affects both men and women. Interestingly, a similar proportion had the
awareness that a urine test is enough to diagnose a chlamydia infection. Similarly,
more than half of the respondents (55.8%) were aware that always using condoms
does not offer complete protection from all STIs.

Although just under three-quarters of the respondents (70.7%) surveyed were
aware that HIV could be transmitted through activities other than sexual intercourse,
knowledge about gonorrhoea and genital warts as STIs and their mode of transmission
was poorer. More than half of the respondents (57.1%) surveyed were not aware that
gonorrhoea could be transmitted during oral sex and fewer than half (48.0%) of the
respondents believed the statement ‘Genital warts can only be transmitted by
intercourse’ to be false. Survey findings also suggested that one in three young men
had a higher level of uncertainty regarding the diagnosis of chlamydia (37.1%),
transmission of gonorrhoea through oral sex (36.1%) and whether, apart from HIV, all
other STIs can be treated (28.5%).

a. Validity and reliability of the STI knowledge scale
The items in the STI knowledge scale were taken from empirical studies that
have been conducted in Australia and elsewhere. Validity and reliability tests of the
items generated a higher Cronbach’s alpha, 0.83 (number of items = 8), suggesting
good internal consistency and reliability of the scale with this sample.

120

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

4.2.4 Relationships between AMIRS mean score and STI knowledge score.
In earlier analysis, we have found that STI knowledge was average among the
study participants. It would be interesting to see whether traditional masculine
behaviour is associated with STI knowledge and awareness among this group of young
men. I have conducted Pearson product-moment correlations (Pearson r) to identify
whether a relationship exists between the AMIRS mean score and the STI knowledge
score of the participants.

It was found that with alpha set at 0.05 Pearson product-moment correlations
showed that the AMIRS score was significantly and inversely related to the STI
knowledge score of the participants (r = –0.33, p < 0.0001) suggesting that higher
AMIRS scores are associated with low STI knowledge scores. Pearson’s correlation
value r = 0.3 indicates that the relationship between the two variables are medium
(Cohen, 1988, pp. 79–81, as cited in Pallant, 2007, p. 132). The inverse relationship
between STI knowledge and the AMIRS mean score indicate that while more young
men in rural and regional Australia conform to hegemonic masculinity in this study,
there is less likelihood of them being aware of STI and sexual health matters and vice
versa.

4.2.5 Comparison between demographic variables and AMIRS mean score
and STI knowledge scores.
There were 11 independent variables for demographic data: a) geographical
locations, b) RRMA status, c) ARIA, d) TAFE institutes, e) age group f) Aboriginal or
Torres Strait Islander status, g) level of education, h) enrolled course of study, i)
employment status, j) living arrangement, k) relationship status and l) length of
relationship. The dependent variable was the AMIRS mean score and STI knowledge
scores
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b. AMIRS score and demographic variables
An ANOVA was conducted for the variables that have three or more groups,
such as geographical locations of the participant, TAFE institute, RRMA classification,
remoteness index, level of education, enrolled course of study, employment status, and
living arrangement of the participant. The results of the ANOVA are presented in Table
11.

Independent sample t-tests were conducted for age group and length of relationship of
the participant because we compared the mean scores of two groups within these two
variables. The result of the t-test is presented in Table 12.

4.2.5.1 Results.
ANOVA tests for differences by geographical location (p = 0.27), ARIA (p =
0.11), educational level (p = 0.16) and sexual identity or feeling (p = 0.09) of the
participants revealed no significant difference in AMIRS scores. However, an
examination of the RRMA classification, that is, effect of remoteness (p = 0.03),
location of TAFEs (p = 0.02), course of study (p = 0.01), employment status (p = 0.01)
and living arrangement (p = 0.01) revealed significant variation in relation to the AMIRS
mean scores.

As seen in Table 11, the mean AMIRS score for the participants from the R3 &
Rem1 area was highest, 2.25 (SD = 0.45), followed by 2.21 (SD = 0.38) and 2.13 (SD
= 0.39) for the participants from the R2 and R1 respectively. A one-way ANOVA
showed that there was a statistically significant difference at the p < 0.05 level in
AMIRS mean score for the three groups according to the RRMA classification: F (2,
362) = 3.69, p = 0.03. Despite reaching statistical significance, the actual strength of
difference in mean scores between the groups was quite small. The effect size,
calculated using eta squared, was 0.02. Post-hoc comparisons using the Tukey HSD
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test indicated that the mean score for the participants from R1 and R3 & Rem1 was
significantly different. R2 participants did not significantly differ from either R1 or R3 &
Rem1. It was concluded that participants who belonged to the R3 & Rem1 according to
the RRMA classification of remoteness conformed more closely to hegemonic
masculinity in their interpersonal relationships.
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Table 11
ANOVA for AMIRS Score According to Demographic Variables
Demographic variables

0.45
0.39

Albury-Wodonga

129

2.18

0.42

RRMA

R1*

161

2.13

0.39

R2

47

2.21

0.38

157
242
90
33
129
112

2.25
2.16
2.24
2.29
2.13
2.18

0.45
0.41
0.42
0.48
0.47
0.44

124
90
80
137
52

2.28
2.24
2.23
2.17
2.09

0.34
0.43
0.36
0.44
0.44

20
57
29
30
21
46
30
79

2.42
2.36
2.30
2.30
2.29
2.23
2.11
2.02

0.28
0.36
0.36
0.42
0.4
0.4
0.35
0.44

Enrolled course

Business and commerce#
Building and construction^#
Agriculture∆
Health sciences**^
Hospitality
Automotive
Food and beverage
Computer sciences**^# ∆

124

0.272

2, 362

3.69

0.02

0.031

2, 362

2.16

0.01

0.123

2, 362

4.17

0.02

0.021

3, 355

1.74

0.01

0.162

8, 330

5.48

0.12

<0.001

2, 362

2.16
2.24

Education

0.007

df

111
125

TAFE institutes

1.3

SD

Ballarat
Shepparton

ARIA

P-value

AMIRS score mean

Geographical
locations within
50 km radius

R3 & Rem1*
HA 0–1.84
A >1.84–3.51
MA >3.51–5.80
University of Ballarat—TAFE Division*
TAFE NSW Riverina Institute & Wodonga
Institute of TAFE
Goulburn Ovens Institute of TAFE (GOTAFE)*
Yr 10 or less
Yr 11
Yr 12
More than Yr 12

n2

N

F
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Demographic variables

N

AMIRS score mean

SD

Arts^
Full time
Part time
Not employed

27
118
136
105

1.98
2.21
2.29
2.04

0.51
0.38
0.42
0.44

Family members

178

2.11

0.41

99
41
47

2.33
2.29
2.16

0.4
0.41
0.45

#

Employment
status
Living
arrangements

Friends, or housemates
Partner
Alone

n2

P-value

10.9

0.06

<0.001

7.43

0.06

<0.001

df

F

2, 356

3, 361

*The AMIRS mean significance. **The AMIRS mean difference is significant between health sciences and computer sciences participants
(p = 0.04). ^#∆AMIRS mean scores of computer science participants significantly different from building and construction^ (p < 0.001),
commerce# (p = 0.003) and agriculture∆ (p = 0.04). ^#AMIRS mean scores of arts participants is significantly different from building and
construction^ (p = 0.003) and business and commerce# (p = 0.009)
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As seen in Table 11, the mean AMIRS score for the participants from the
GOTAFE was highest, 2.28 (SD = 0.34), followed by 2.18 (SD = 0.44) and 2.13 (SD =
0.47) for the participants from Riverina and Wodonga TAFEs and Ballarat TAFE
respectively. A one-way ANOVA showed that there was a statistically significant
difference at the p < 0.05 level in AMIRS mean score for the participants of three
TAFEs: F (2, 362) = 3.69, p = 0.03. Despite reaching statistical significance, the actual
strength of difference in mean scores between the TAFEs was quite small. The effect
size, calculated using eta squared, was 0.02. Post-hoc comparisons using the Tukey
HSD test indicated that the AMIRS mean score for the participants from GOTAFE and
Ballarat TAFE was significantly different. Riverina and Wodonga TAFEs participants did
not significantly differ from either the participants from Ballarat TAFE or GOTAFE. It
was concluded that participants from GOTAFE conformed more closely to hegemonic
masculinity in the context of interpersonal relationships.

As seen in Table 11 (AMIRS means and SD are presented in Table 11), the
mean AMIRS score was highest for the students who were studying business and
commerce and lowest for the arts students. Therefore, conformity to hegemonic
masculinity was highest among the participants from business and commerce and least
among the arts participants. A one-way ANOVA showed that there was a statistically
significant difference at the p < 0.05 level in the AMIRS mean score for the students
according to their course of study: F (8, 330) = 5.48, p = 0.03. In addition to statistical
significance, the result suggests a large effect size (n2 = 0.12), therefore the actual
strength of difference in AMIRS means scores according to the course of study was
quite large. Post-hoc comparisons using the Tukey HSD test indicated the exact
differences of the AMIRS mean score for the participants according to their course of
enrolment during the survey period (see the explanation below Table 11). The AMIRS
mean scores for the students who were studying hospitality, automotive or food and
beverage did not significantly differ from each other or from other groups.
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An examination of AMIRS mean scores according to the participant’s
employment status indicated that the participants employed part time had higher
AMIRS scores (2.29, SD = 0.42) than those who were employed full time (2.20, SD =
0.38) and unemployed (2.04, SD = 0.44); F (2, 356) = 10.90, p < 0.001 with moderate
strength of difference (effect size, calculated using eta squared, was 0.06). Post-hoc
comparisons using the Tukey HSD test indicated that the AMIRS mean scores for
participants also differed significantly between those who were employed full time and
unemployed (p = 0.01) and those who were employed part time and unemployed (p <
0.001). However, there was no significant difference in AMIRS sores between those
who were employed full time and part time (p = 0.20). It was concluded that
employment status of participants had significant influence on whether they conformed
to hegemonic masculinity in the context of interpersonal relationships.

It was seen that the AMIRS score was significantly associated with the
participants’ living arrangements: F (3, 361) = 7.43, p < 0.001 with moderate strength of
difference (effect size, calculated using eta squared, was 0.06). Participants who were
living with their friends/housemates had the highest AMIRS score (2.33, SD = 0.40)
followed by those who were living with their partners (2.29, SD = 0.41), alone (2.16, SD
= 0.45) and lowest for those who were living with their family members (2.10, SD =
0.41). Post-hoc comparisons using the Tukey HSD test indicated that the AMIRS mean
score also differed significantly between those who were living with their family
members and friends/housemates (p < 0.001) and between those who were living with
their family members and partners (p = 0.04). However, those who were living alone
did not significantly differ from those who were living with their family members (p =
0.82), from those living with friends/housemates (p = 0.09) or from those living with
their partners (p = 0.45). Similarly, there were no significant differences for those living
with their partners or friends/housemates (p = 0.95). It was concluded that participants
who were living with friends/housemates or with partners conformed more closely to
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the traditional norms of hegemonic masculinity than those living with their family
members or alone in the context of interpersonal relationships.

A series of independent sample t-tests (see Table 12) for age group, Aboriginal
or Torres Strait Islander status, relationship status and length of relationship was
conducted. The tests revealed that there was no significant difference in AMIRS score
for age (p = 0.70), Aboriginal or Torres Strait Islander status (p = 0.65), relationships
status (p = 0.60) or sexual identity (p = 0.21). The magnitude of difference in the means
of these three variables was also very small (eta squared less than 0.01).
Table 12
Demographic Characteristics and AMIRS Score (T-test)
N

Age
Aboriginal or
Torres Strait
Islander status

Relationships
status

Length of the
relationship

Sexual identity

16–18
19–25
Aboriginal or
Torres Strait
Islander
Non-Aboriginal
or Torres Strait
Islander
In a relationship
Not in a
relationship
Less than one
year
More than one
year
Heterosexual
Nonheterosexual

130
233
8

AMIRS
score
mean
2.23
2.17

SD

df

0.42
0.42

361

2

n

Pvalue

1.18

0.004

0.241

–0.45

0.0005

0.654

–0.52

0.0007

0.601

2.88

0.05

0.004

1.24

0.004

0.213

T-test
statistics

355
2.13

0.54

2.19

0.42

2.18

0.41

2.20

0.43

2.26

0.38

2.08
2.20

0.43
0.40

2.12

0.49

349

173

360

189
92

171

81
303
53

354

However, the t-test showed a significant difference in AMIRS mean scores for
the length of relationships of the respondents: relationship less than one year M = 2.26,
SD = 0.38 and relationship more than one year, M = 2.08, SD = 0.43, p = 0.004. The
magnitude of the difference in the means (mean difference = 0.18, 95% CI: 0.056 to
0.299) was moderate (eta squared = 0.05). It was concluded that the participants who
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had been in a relationship with their partner for a shorter time conformed more closely
to conventional masculinity within the relationship context.

4.2.5.2 Summary.
In summary, the results indicate that AMIRS mean scores were significantly
associated with RRMA status and the participant’s TAFE institute variables. R3 & Rem1
in the RRMA variable and GOTAFE participants from the TAFE institute variable had
the highest AMIRS scores. In the RRMA group, participants from the R3 & Rem1 had
the highest AMIRS score, because more participants of GOTAFE belong to the R3 &
Rem1. Therefore, we could predict that that location of TAFEs acts as a proxy for
rurality and remoteness in this study.

As expected, AMIRS mean score was higher among employed participants
(both part time and full time) than unemployed participants. Interestingly, the
participants who were living with partners or housemates had more traditional or
conservative attitudes towards male roles, that is, a higher AMIR mean score. Although
it was seen that there was no significant difference in mean AMIRS scores between
participants who were in a relationship and those who were not in a relationship during
the survey period, the mean AMIRS score differed significantly depending on the length
of their relationship; those who had been in a relationship longer showed less
conformity to conventional masculinity. Therefore, I could predict that participants who
were in a relationship longer than one year would tend to strongly disagree or disagree
with the statement in the AMIRS construct related to dominance in interpersonal
relationships with their partners and peers.

4.2.6 STI knowledge scores and demographic variables.
Similar to the AMIRS construct, a series of ANOVA and independent t-tests
were conducted to compare the STI knowledge score with the demographic variables
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that have more than three or more groups and those that have two groups,
respectively. The dependent variable was the STI knowledge score. Like the AMIRS
construct, before conducting these parametric tests, we tested whether similar
assumptions would be applicable for this STI knowledge scale, such as independence
of observations, homogeneity of variances (Levene’s test is larger than 0.05) of the STI
score within the groups of the demographic variables are similar and normal
distribution of the data (Pallant, 2007). An observation of the histogram suggests data
are negatively skewed but normal Q-Q plot of the STI knowledge score suggests a
reasonably normal distribution.

Level of significance was set at 0.05 (statistically significant, i.e. not likely to
have occurred by chance) to identify whether there is any difference between the
groups of demographic variables. Despite the level of significance, eta squared effect
size is also calculated to identify the strength of association to which the two variables
(for each demographic and STI knowledge mean scores) are associated with one
another (Pallant, 2007). The result of the ANOVA and independent t-test are presented
in Tables 13 and Table 14 respectively.

4.2.6.1 Results.
ANOVA tests for differences by geographical location (p = 0.07), RRMA
classification, that is, effect of remoteness (p = 0.29), ARIA (p = 0.98) and educational
level (p = 0.71) of the participants revealed no significant difference in STI knowledge
scores. However, an examination of the location of TAFEs (p = 0.05), course of study
(p = 0.04), employment status (p = 0.01) and living arrangement (p < 0.01) revealed
significant variation in relation to the STI knowledge scores.

As seen in Table 13, the STI knowledge scores of the participants from the
Riverina and Wodonga TAFEs were highest, 4.7 (SD = 2.2), followed by 4.6 (SD = 2.3)
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for Ballarat TAFE, and were lowest, 4.1 (SD = 0.47), for the participants from GOTAFE.
A one-way ANOVA showed that there was a significant difference in the STI knowledge
mean score for the participants of three TAFEs: F (2, 393) = 3.69, p = 0.05. The effect
size, calculated using eta squared, was 0.01. Post-hoc comparisons using the Tukey
HSD test did not indicate that the STI knowledge scores for the participants were
significantly different between the three TAFEs. It was concluded that although
participants from Riverina and Wodonga TAFEs had a slightly higher STI knowledge
score than the other two TAFEs, despite reaching statistical significance, the actual
strength of difference in STI knowledge scores between the TAFEs was quite small.
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Table 13
ANOVA Test between the STI Knowledge Score and Demographic Characteristics

Geographical
locations within 50
km radius
RRMA

ARIA

TAFE institutes

Education

Enrolled course

Demographic variables

N

Ballarat
Shepparton
Albury-Wodonga
R1
R2
R3 & Rem1
HA 0–1.84
A >1.84–3.51
MA >3.51–5.80
University of Ballarat—TAFE Division
TAFE NSW Riverina Institute & Wodonga
Institute of TAFE
GOTAFE
Yr 10 or less
Yr 11
Yr 12
More than Yr 12
Food and beverage
Health sciences
Computer sciences
Building and construction
Commerce
Beauty therapy
Agriculture and land
Automotive
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SD

122
138
136
173
53
170
265
95
36
142
119

STI knowledge
score mean
4.5
4.2
4.8
4.7
4.6
4.3
4.5
4.5
4.5
4.6
4.7

135
93
85
149
59
32
32
87
60
20
22
31
48

4.1
4.3
4.7
4.6
4.6
4.7
4.0
4.9
4.0
4.5
4.2
4.2
5.3

2.1
2.0
2.2
2.2
2.7
2.0
1.8
2.6
1.9
1.7
1.7
2.1
2.2

2.2
2.3
2.2
2.2
2.6
2.1
2.3
2.2
2.2
2.3
2.2

df

F

n2

P-value

2, 393

2.6

0.01

0.07

2, 393

1.2

0.006

0.29

2, 393

0.02

NA

0.98

2, 393

2.97

0.01

0.05

3, 382

0.47

0.003

0.71

8, 353

2.03

0.04

0.04
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Employment status

Living arrangements

Demographic variables

N

Arts
Full time
Part time*
Not employed*
Family members*
Friends, or housemates*
Partner
Alone*

*The STI knowledge mean significance.
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SD

30
130
145
111
190

STI knowledge
score mean
4.7
4.7
4.1
4.9
4.8

107
43
56

4.1
4.7
3.9

2.0
2.0
2.7

2.0
2.4
2.0
2.2
2.2

F

n2

2, 383

4.28

0.02

0.01

3, 392

3.89

0.03

<0.01

df

P-value
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As seen in Table 13, the mean STI knowledge was highest among the students
who were studying automotive, followed by the participants who were studying
computer sciences, and lowest among the building and construction students. A oneway ANOVA showed that there was a statistically significant difference at the p < 0.05
level in the STI knowledge mean score for the students according to their course of
study: F (8, 353) = 2.00, p = 0.04. In addition to statistical significance, the result
suggests a slightly less than medium effect size (0.04); therefore, the actual strength of
difference in STI knowledge means scores according to the course of study was weak.
Post-hoc comparisons using the Tukey HSD test did not indicate the exact difference of
the STI knowledge mean score for the participants according to their course of
enrolment during the survey period.

An examination of STI knowledge mean scores according to the participant’s
employment status indicated that the unemployed participants had higher STI
knowledge mean (4.9, SD = 2.2) than those who were employed full time (4.7, SD =
2.4) and employed part time (4.1, SD = 2.0); F (2, 383) = 4.3, p = 0.01, but effect size
was quite low, that is, strength of difference was weak (effect size, calculated using eta
squared, was 0.02). Post-hoc comparisons using the Tukey HSD test indicated that the
STI knowledge mean scores for participants also differed significantly between those
who were employed part time and those who were unemployed (p = 0.02), but not
between the participants who were employed full time and part time (p = 0.06) or
between those who were employed full time and unemployed (p = 0.85). It was
concluded that employment status of participants is significantly different for
participants STI knowledge although the strength of this difference is weak.

It was seen that the STI knowledge mean scores were significantly associated
with the participants’ living arrangements: F (3, 392) = 3.89, p < 0.01 with effect size
0.03. Participants who were living with their family members had the highest STI
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knowledge mean score (4.8 SD = 2.2) followed by those who were living with their
partners (4.7, SD = 2.0), with friends/housemates (4.1, SD = 2.0). Scores were lowest
among those who lived alone (3.9, SD = 2.7). Post-hoc comparisons using the Tukey
HSD test indicated that the STI knowledge mean score differed significantly between
the participants who were living with their family members and friends/housemates (p =
04) and between those who were living with their family members and living by
themselves (p = 0.04). However, those who were living with their partner did not
significantly differ from those who were living with their family members (p = 0.99) or
from those living with friends/housemates (p = 0.36) or those living alone (p = 0.26).
Similarly, there were no significant differences for those living with their partners or
friends/housemates (p = 0.95). It was concluded that participants’ STI knowledge score
differs significantly according to their living arrangements but the strength of the
association is weak.

A series of independent sample t-tests (see Table 14) for age group, Aboriginal
or Torres Strait Islander status, relationship status, length of relationship and sexual
identity was conducted. The tests revealed that there was no significant difference in
STI knowledge mean for age (p = 0.17), Aboriginal or Torres Strait Islander status (p =
0.22), length of relationship (p = 0.25) or sexual identity (p = 0.50). The magnitude of
difference in the means of these three variables was also very small (eta squared less
than 0.01).
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Table 14
Independent sample T-test between the STI Knowledge Score and Demographic Characteristics
N

STI knowledge mean score

SD

df

T-test statistics

n2

P-value

16–18
19–25
Aboriginal or Torres
Strait Islander
Non- Aboriginal or
Torres Strait Islander
In a relationship
Not in a relationship
Less than one year

137
252
9

4.3
4.7
3.7

2.1
2.2
2.6

387

–1.39

0.005

0.17

381

–1.22

0.004

0.22

374

4.6

2.2

185
203
97

4.8
4.3
4.6

2.2
2.2
2.1

386

2.38

0.01

0.02

184

–1.15

0.007

0.25

More than one year
Heterosexual
Non-heterosexual

89
303
55

5.0
4.9
4.8

2.3
1.8
2.1

356

0.67

0.001

0.5

Demographic variables
Age
Aboriginal or Torres
Strait Islander status

Relationship status
Length of the relationship
Sexual identity

136

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

However, the independent t-test showed a significant difference between
relationship status of the respondents and their STI knowledge score. Those who were
in a relationship had a higher STI knowledge mean score than those who were not in a
relationship: M = 4.8 (SD = 2.2) and M = 4.3 (SD = 0.43), p = 0.02. The magnitude of
difference in the means (mean difference = 0.53, 95% CI: 0.092 to 0.961) was weak
(eta squared = 0.01). It was concluded that although there was a relationship between
relationship status of the respondent and their STI knowledge score, the relationship is
weak.

4.2.6.2 Summary.
ANOVA and independent t-tests revealed that participants STI knowledge score
was not significantly different according to their geographical location, RRMA and ARIA
indices. The only difference found was according to their TAFE institution; however, the
strength of association was insignificant (eta squared = 0.01).

Similarly, although participants’ course of enrolment and STI knowledge was
statistically significant, participants’ STI knowledge scores were inconsistent across
their course of study. Participants who were studying automotive, computer sciences,
food and beverage, and arts during the survey period had a higher than average STI
knowledge score (above the mean of 4.5). Surprisingly, participants who were studying
health science scored at the mid-point of the scale. This means that an STI health
science background does not necessarily ensure a better knowledge of STIs or sexual
health issues, and neither is it specific to any course of study.

4.2.7 Implications of AMIRS mean scores and STI knowledge scores in
further analysis of the study.
The above sections of the study established the relationships between
demographic variables and STI knowledge scores and conformity of the participants to
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conventional masculinity, which is often considered in the literature as hegemonic
masculinity. The findings from the STI knowledge scale indicated that knowledge of STI
and sexual health-related issues among young men is still average. In the following
sections of this thesis, the above analyses will be used to form a basis for explaining
the imperativeness of a hegemonic masculine ideology and STI knowledge among the
young men in relation to their sexual risk-taking behaviour, alcohol and drug use and/or
misuse, and their understanding of the need for, and access to, sexual health services
in rural and regional Australia.

4.3 Young Men’s Sexual Behaviour
Forms of sexual behaviours analysed within the study particularly involve forms
of sexual intercourse—oral sex, and vaginal and anal sex, age of first sex, number of
sexual partners and use of condoms.

4.3.1 Sexual feeling and attraction.
Participants were asked about their sexual attractions and feelings towards
others. The majority (76.5%) of surveyed respondents reported sexual attraction
exclusively to people of the opposite sex, that is, that they were heterosexual. Out of
the 23.5% of participants who did not report exclusive heterosexual attraction, more
(7.1%) were exclusively attracted to people of the same sex, a smaller proportion
(4.8%) reported being attracted to people of both sexes, and approximately 2% were
unsure about their sexual attraction.

4.3.2 Oral sex.
Out of 396 surveyed respondents, 243 (61.4%) respondents had either received
or given oral sex in the past 12 months. A significant proportion of respondents, 38
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(9.6%), did not answer the question related to their experience of oral sex (see Table
15).

4.3.3 Age of first penetrative sex (vaginal, anal or both).
Participants were asked the age at which they first experienced vaginal or anal
sex. It was found that slightly more than three-quarters of the surveyed participants
(75.8%) had experienced either vaginal or anal penetrative sex. Fifteen participants
had first had penetrative sex when they were as young as 13 years or below. The
majority (36.9%) had their first experience of penetrative sex when they were between
14 and 16 years old, followed by 106 (26.8%) respondents who had had their first
experience between the ages of 17 and 18 years, and 33 (8.3%) who were over 18
years of age when they first had penetrative sex. Sixty-one (15.4%) respondents had
not experienced penetrative sex and selected the option ‘never had penetrative sex
before’ and 8.8% respondents did not specify when they had first had penetrative sex.
These findings suggested that of the young men surveyed in rural and regional
Australia who had experienced penetrative sex, more than half (53.7%) had their first
sexual intercourse when they were 16 years old or younger (see Table 15).
Table 15
Young Men’s Sexual Feeling and Behaviour
Young men’s sexual feeling and behaviour-related variables
a. Sexual feeling and identity (n = 396)
I am attracted only to people of the opposite sex, i.e. heterosexual
Non-heterosexual
I am attracted only to people of my own sex
I am attracted to people of both sexes
Not sure
Not specified: missing value

N (%)
303 (76.5)
93 (23.5)
28 (7.1)
19 (4.8)
8 (2.0)
38 (9.6)

b. Oral sex (n = 396)
Yes
No
Not specified-missing value

243 (61.4)
115 (29.0)
38 (9.6)

c. Age of first penetrative sexual experience (n = 396)
Had penetrative sex
13 years or under

300 (75.8)
15 (3.8)
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Young men’s sexual feeling and behaviour-related variables
14 years–16 years
17–18 years
Above 18 years
Never had penetrative sex before
Not specified—missing value

N (%)
146 (36.9)
106 (26.8)
33 (8.3)
61 (15.4)
35 (8.8)

d. Experience of penetrative sex (vaginal or anal) in the past 12
months (n = 300)
Yes
No

273 (91.0)
9.0)

e. Number of sexual partners in the past 12 months
One sexual partner
One male partner
One female partner
More than one sexual partner
More than one male partner
More than one female partner
Both male and female partners
Missing value

116 (42.5)
3 (1.1)
113 (41.4)
147 (53.9)
10 (3.7)
130 (47.6)
7 (2.6)
10 (3.6)

f. Sexually active participants’ reported use of condom during sexual
encounters in the past 12 months (n = 273)
Always used a condom
Sometimes used a condom
Never used a condom
Missing value

65 (23.9)
173 (63.4)
34 (12.5)
1 (0.02)

4.3.4 Recent sexual activities.
Respondents who said that they had ever had a penetrative sexual experience were
also asked whether they had had penetrative sex (vaginal or anal) in the past 12
months. This was to elicit respondents’ recent sexual activity. A vast majority of the
respondents, 273 (91%), mentioned that they had had penetrative sex in the past 12
months. Only 9% had not had recent sexual activity (see Table 15).

4.3.5 Number of sexual partners in the past 12 months.
Respondents who reported that they had had sexual intercourse in the past 12
months were asked the number of sexual partners they had during that period. More
than half (53.9%) of them had experienced sexual intercourse with more than one
sexual partner in the previous year. Among them, 47.6% had more than one female
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sexual partner, and 3.7% had more than one male partner, interestingly, though very
minute, about 7 (2.6%) participants recorded both male and female partners over the
past 12 months (see Table 15).

4.3.6 Condom use.
Table 15 shows use of condoms by the participants who reported they had had
sex in the previous year. It was seen that the participants most commonly reported
inconsistent use of condoms in the past 12 months. A considerable proportion of them
(75.9%) used condoms inconsistently (‘irregular’ or ‘never’) with nearly two-thirds
(63.4%) reporting that they used condoms sometimes, and a lower but notable
proportion saying they never used condoms (12.5%). Fewer than a quarter of
participants (23.9%) reported that they always used a condom during their sexual
encounters in the past 12 months.

4.3.7 Reasons for not using condoms.
The surveyed participants were given a set of multiple response questions from
which they could list one or more reasons for not using a condom when they had
sexual encounters in the previous year (see Table 16).
Table 16
Reasons for Not Using Condoms
Reasons for not using condoms
My partner was on contraception/pill
I do not like using condoms
Sex just happened
I trusted my partner
My partner does not like using condoms
I forgot
I was too drunk
I was too high
I felt embarrassed buying a condom/do not know where
to buy condom
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n (%)
100 (48.3)
87 (42.0)
80 (38.6)
72 (34.8)
42 (20.3)
40 (19.3)
30 (14.5)
15 (7.2)
11 (5.2)
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Partner was on contraception/pill (48.3%), being unprepared and not expecting
sex (‘sex just happened’, 38.6% and ‘I forgot’ 19.3%) and trusting partner/knowing
partner (34.8%) were the most common reasons stated for failing to use condoms
during sexual encounters in the previous year. A significant proportion of respondents
reported personal dislike of condoms (42%) and partners’ non-compliance to condom
use (40%) were also the main reasons for non-use of condoms during previous sexual
encounters.

Over one-fifth of the respondents (21.7%) reported that the reasons for not
using a condom in their previous sexual encounters were either too drunk (14.5%) or
too high (7.2%).

A small proportion of respondents reported that shyness in purchasing and
ignorance of where to get condoms (‘I felt embarrassed buying a condom/do not know
where to buy condom’, 5.2%) were one of the reasons for not using condoms in the
previous sexual encounters; nonetheless, this finding suggested that a notable
proportion of young men in rural and regional areas experience some form of barriers
to accessing condoms.

4.4 Analysis of Sexual Behaviours According to demographic
Factors
Young men’s sexual behaviours were extensively analysed within this section of
the study, and it was evaluated according to socio-demographic variables, sexual
activities within the past 12 months and to sexual identity (heterosexual, homosexual,
bisexual, gay, unsure). This analysis establishes any relationships between young
men’s sexual behaviour living was different regional towns and their other socio-
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demographic factors such as age, living arrangement, ethnicity, employment status,
course of study in their TAFEs and relationship status.

4.4.1 According to geographical locations.
Table 17 shows the distribution of the participants’ sexual feelings and sexual
activities according to their geographic locations (regional towns). It was found that
participants’ sexual feelings and attraction (p = 0.04) were significantly associated with
their geographical location. A higher proportion of participants from Ballarat (22.1%)
reported themselves as non-heterosexual compared to Albury-Wodonga (14.2) and
Shepparton (10.2).

Geographical location of the participants was not found be associated with
recent sexual activities, such as in oral sex activities (p = 0.22), penetrative sexual
experiences (p = 0.07) and age of first sex (p = 0.21) but associated with their use of
condoms (0.03). More (32.7%) participants from Albury-Wodonga reported that they
‘always’ used a condom when they had sex than Shepparton (18.3%) and Ballarat
(19.8%) participants in the past 12 months.
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Table 17
Sexual Feelings, Identity and Behaviour According to Geography
Variables
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience in the past 12 months
Yes
No
Number of sexual partners in the past 12 months
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

Ballarat

Shepparton

Albury-Wodonga

Total

P-value

88 (77.9)
25 (22.1)

106 (89.8)
12 (10.2)

109 (85.8)
18 (14.2)

303 (84.6)
55 (15.4)

0.04

71 (62.8)
42 (37.2)

79 (66.9)
39 (33.1)

93 (73.2)
34 (26.8)

243 (67.9)
115 (32.1)

0.22

51 (53.1)
32 (33.3)
13 (13.5)

46 (46.5)
43 (43.4)
10 (10.1)

64 (61.0)
31 (29.5)
10 (9.5)

161 (53.7)
106 (35.3)
33 (11.0)

0.21

82 (85.4)
14 (14.6)

93 (93.9)
6 (6.1)

98 (93.3)
7 (6.7)

273 (91.0)
27 (9.0)

0.07

33 (42.9)
44 (57.1)

43 (47.8)
47 (52.2)

40 (41.7)
56 (58.3)

116 (44.1)
147 (55.9)

0.68

16 (19.8)
56 (69.1)
9 (11.1)

17 (18.3)
67 (72.0)
9 (9.7)

32 (32.7)
50 (51.0)
16 (16.3)

65 (23.9)
173 (63.6)
34 (12.5)

0.03
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4.4.2 According to RRMA Classifications.
Table 18 shows that there were no significant differences in participants’
characteristics on sexual feeling and attraction (p = 0.55), oral sexual activity (p =
0.50), age of first sex (p = 0.46), number of sexual partners (p = 0.54) and use of
condoms (p = 0.63) in the past 12 months by RRMA Classifications.

The only significant difference was seen in participants’ penetrative sexual
experience in the past 12 months by RRMA Classifications (p = 0.02). Of the surveyed
participants who were living in the R3 & Rem1, 94.4% had more penetrative sex
compared to those who were living in the R1 (91.1%) and R2 (80.0%).

145

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Table 18
Sexual Feelings, Identity and Behaviour According to the RRMA Classifications
Variables
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual
experience*
Yes
No
Number of sexual
partners*
One sexual partner
More than one sexual
partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

R1

R2

R3 & Rem1

Total

P-value

131 (82.9)
27 (17.1)

42 (89.4)
5 (10.6)

130 (85.0)
23 (15.0)

303 (84.6)
55 (15.4)

0.55

103 (64.8)
56 (35.2)

32 (68.1)
15 (31.9)

108 (71.1)
44 (28.9)

243 (67.9)
115 (32.1)

0.50

70 (51.9)
49 (36.3)
16 (11.9)

27 (67.5)
10 (25.0)
3 (7.5)

64 (51.2)
47 (37.6)
14 (11.2)

161(53.7)
106 (35.3)
33 (11.0)

0.46

123 (91.1)
12 (8.9)

32 (80.0)
8 (20.0)

118 (94.4)
7 (5.6)

273 (91.0)
27 (9.0)

0.02

51 (42.9)
68 (57.1)

11 (36.7)
19 (63.3)

54 (47.4)
60 (52.6)

116 (44.1)
147 (55.9)

0.54

34 (27.6)
73 (59.3)
16 (13.0)

8 (25.0)
21 (65.6)
3 (9.4)

23 (19.7)
79 (67.5)
15 (12.8)

65 (23.9)
173 (63.6)
34 (12.5)

0.63

*In the past 12 months.
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4.4.3 According to the ARIA.
Table 19 shows that there were no significant differences in the characteristics
of the participants’ sexual feelings or identity (p = 0.34) and sexual activities such as
oral sex (p = 0.75), penetrative sexual experiences (p = 0.15), number of sexual
partners (p = 0.28) and use of condoms (p = 0.94) in the past 12 months and age of
first sex (p = 0.78) by ARIA.
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Table 19
Sexual Feelings, Identity and Behaviour According to the ARIA
Variables
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience
Yes
No
Number of sexual partners
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

HA

A

197 (82.8)
41 (17.2)

76 (87.4)
11 (12.6)

162 (68.1)
76 (31.9)

Total

P-value

30 (90.9)
3 (9.1)

303 (84.6)
55 (15.4)

0.34

57 (65.5)
30 (34.5)

24 (72.7)
9 (27.3)

243 (67.9)
115 (32.1)

0.75

106 (52.0)
73 (35.8)
25 (12.3)

40 (57.1)
25 (35.7)
5 (7.1)

15 (57.7)
8 (30.8)
3 (11.5)

161 (53.7)
106 (35.3)
33 (11.0)

0.78

190 (93.1)
14 (6.9)

60 (85.7)
10 (14.3)

23 (88.5)
3 (11.5)

273 (91.0)
27 (9.0)

0.15

80 (44.0)
102 (56.0)

29 (50.0)
29 (50.0)

7 (30.4)
16 (69.6)

116 (44.1)
147 (55.9)

0.28

45 (23.8)
121 (64.0)
23 (12.2)

13 (21.7)
39 (65.0)
8 (13.3)

7 (30.4)
13 (56.5)
3 (13.0)

65 (23.9)
173 (63.6)
34 (12.5)

0.94

*In the past 12 months.
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4.4.4 According to TAFEs.
Table 20 shows the distribution of the participants’ sexual behaviour and
feelings according to their TAFE institutes. It was found that participants’ sexual
feelings and attraction (p = 0.04) and whether or not they had penetrative sexual
experience in the 12 months (p = 0.03) before the survey were significantly associated
with their TAFE institutes.

More participants from Ballarat TAFE (21.5%) reported themselves as nonheterosexual than the participants from Riverina and Wodonga TAFEs (13.6%) and
GOTAFE (10.2%). This finding is identical to the situation regarding the geographical
locations of the participants, where it was found that more participants who belonged to
Ballarat according to their geographical locations, also mostly identified themselves as
non-heterosexuals (22.1%) than those who were living in Albury-Wodonga (14.2%) and
Shepparton (10.2%).

A higher proportion of participants from GOTAFE (95.8%) reported that they
had penetrative sexual experiences than the participants from the Riverina-Wodonga
TAFEs (92.6%) and the Ballarat TAFE (85.5%) in the past 12 months.

There was no difference between TAFE institutes and oral sex activities (p =
0.12), age of first sex (p = 0.17) number of sexual partners (p = 0.88) and use of
condoms (p = 0.27).
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Table 20
Participants Sexual Feelings, Identity and Behaviour According to Their TAFEs
Variables
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience *
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms*
Always used a condom
Irregular use of condoms
Never used a condom

Ballarat TAFE

Riverina/Wodonga TAFE

GOTAFE

Total

102 (78.5)
28 (21.5)

95 (86.4)
15 (13.6)

106 (89.8)
12 (10.2)

303 (84.6)
55 (15.4)

0.04

84 (64.6)
46 (35.4)

83 (75.5)
27 (24.5)

76 (64.4)
42 (35.6)

243 (67.9)
115 (32.1)

0.12

56 (50.9)
38 (34.5)
16 (14.5)

58 (61.7)
27 (28.7)
9 (9.6)

47 (49.0)
41 (42.7)
8 (8.3)

161 (53.7)
106 (35.3)
33 (11.0)

0.17

94 (85.5)
16 (14.5)

87 (92.6)
7 (7.4)

92 (95.8)
4 (4.2)

273 (91.0)
27 (9.0)

0.03

80 (44.0)
102 (56.0)

29 (50.0)
29 (50.0)

7 (30.4)
16 (69.6)

116 (44.1)
147 (55.9)

0.88

45 (23.8)
121 (64.0)
10 (10.8)

13 (21.7)
39 (65.0)
14 (16.1)

7 (30.4)
13 (56.5)
10 (10.9)

65 (23.9)
173 (63.6)
34 (12.5)

0.27

*In the past 12 months.
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4.4.5 According to course of study.
Table 21 shows that participants’ sexual activities did not follow any specific
trend according to their course of study. There were no significant differences in the
characteristics of the participants’ sexual feelings or identity (p = 0.51) and recent
sexual activities such as oral sex (p = 0.16), penetrative sexual experiences (p = 0.20),
number of sexual partners (p = 0.33) and use of condoms (p = 0.10) in the past 12
months by course of study. The only significant differences were found in age of first
sexual intercourse (p = 0.03).
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Table 21
Sexual Behaviour According to Their Course of Study
Food and
beverage
Sexual feeling
Heterosexual
26 (86.7)
Non4 (13.3)
heterosexual
Oral sex
Yes
21 (70.0)
No
9 (30.0)
Age of first sex
16 years or
9 (33.3)
below
Between 17
15 (55.6)
and 18 years
Above 18
3 (11.1)
years
Penetrative sexual exp.*
Yes
No
Number of sexual partners*
One sexual
13 (52.0)
partner
More than
12 (48.0)
one sexual
partner
Use of condoms*
Always used
9 (36.0)
a condom
Irregular use
11 (44.0)
of condoms
Never used a
5 (20.0)
condom

Health
sciences

Computer
sciences

Building and
construction

Commerce

Beauty
therapy

Agriculture
and land

Automotive

Arts

Total

P-value

23 (76.7)
7 (23.3)

63 (86.3)
10 (13.7)

48 (85.7)
8 (14.3)

16 (80.0)
4 (20.0)

19 (90.5)
2 (9.5)

24 (82.8)
5 (17.2)

44 (95.7)
2 (4.3)

23 (82.1)
5 (17.9)

286 (85.9)
47 (14.1)

0.51

21 (70.0)
9 (30.0)

49 (66.2)
25 (33.8)

30 (53.6)
26 (46.4)

16 (80.0)
4 (20.0)

14 (70.0)
6 (30.0)

18 (62.1)
11 (37.9)

38 (82.6)
8 (17.4)

19 (67.9)
9 (32.1)

226 (67.9)
107 (32.1)

0.16

16 (59.3)

28 (49.1)

29 (65.9)

12 (63.2)

9 (45.0)

14 (63.6)

23 (56.1)

14 (56.0)

154 (54.6)

0.03

8 (29.6)

14 (24.6)

13 (29.5)

6 (31.6)

9 (45.0)

6 (27.3)

16 (39.0)

10 (40.0)

97 (34.4)

3 (11.1)

15 (26.3)

2 (4.5)

1 (5.3)

2 (10.0)

2 (9.1)

2 (4.9)

1(4.0)

31 (11.0)

26 (96.3)
1 (3.7)

48 (84.2)
9 (15.8)

42 (95.5)
2 (4.5)

18 (94.7)
1 (5.3)

19 (95.0)
1 (5.0)

21 (95.5)
1 (4.5)

40 (97.6)
1 (2.4)

21 (84.0)
4 (16.0)

260 (92.2)
2 (27.8)

0.20

7 (28.0)

23 (51.1)

15 (36.6)

7 (43.8)

7 (38.9)

6 (28.6)

20 (51.3)

11 (55.0)

109 (43.6)

0.33

18 (72.0)

22 (48.9)

26 (63.4)

9 (56.3)

11 (61.1)

15 (71.4)

19 (48.7)

9 (45.0)

141 (56.4)

6 (23.1)

14 (29.8)

6 (14.3)

4 (22.2)

0 (0.0)

5 (23.8)

10 (25.0)

5 (23.8)

59 (22.8)

17 (65.4)

23 (48.9)

33 (78.6)

14 (77.8)

17 (89.5)

14 (66.7)

24 (60.0)

14 (66.7)

167 (64.5)

3 (11.5)

10 (21.3)

3 (7.1)

0 (0.0)

2 (10.5)

2 (9.5)

6 (15.0)

2 (9.5)

33 (12.7)

*In the past 12 months.
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4.4.6 Age of the participants.
Age of the participants was found to be significantly associated with age of first
penetrative sexual experiences. It was also seen that younger surveyed participants
had an earlier age of sexual debut (16 years or below) than the older participants
(67.0% v. 47.3%).

Although other sexual activities of the participants were not significantly
associated with their age, it was found that participants were more likely to report
having oral sex if they were in the older age group than younger (70.8% v. 61.7%).
Conversely, participants were more likely to report having had more than one sexual
partner if they were in the younger age group rather than the older (64.1% v. 52.2%)
(see Table 22).
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Table 22
Age of the Participants
Variables
Sexual feeling
Heterosexual
Non-heterosexual**
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

16–18 years

19–25 years

Total

P-value

107 (83.6)
21 (16.4)

195 (86.3)
31 (13.7)

302 (85.3)
52 (14.7)

0.49

79 (61.7)
49 (38.3)

160 (70.8)
66 (29.2)

239 (67.5)
115 (32.5)

0.08

59 (67.0)
29 (33.0)
0 (0.0)

98 (47.3)
77 (37.2)
32 (15.5)

157 (53.2)
106 (35.9)
32 (10.8)

<0.01

79 (89.8)
9 (10.2)

191 (92.3)
16 (7.7)

270 (91.5)
25 (8.5)

0.48

28 (35.9)
50 (64.1)

87 (47.8)
95 (52.2)

115 (44.2)
145 (55.8)

0.10

22 (27.8)
49 (62.0)
8 (10.1)

41 (21.6)
124 (65.3)
25 (13.2)

63 (23.4)
173 (64.3)
12.3)

0.48

*Non-heterosexual includes participants who have identified themselves as gay, bisexual and asexual.
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4.4.7 According to level of education.
Table 23 shows that sexual identity, age of first sex and recent penetrative
sexual experiences were significantly different according to the year level of the
participants. The participants who have studied higher than Year 12, identified
themselves as non-heterosexual (28.6%) more followed by who have completed Year
10 or less (18.9%), Year 11 (12.7%) and Year 12 (8.3%) during survey period.

Interestingly, those who had their sexual debut at the age of 16 or below were
most likely to have studied to the Year 10 level or less (65.7%). Those who had their
sexual debut between the ages of 17 and 18 years or when they were above 18 were
most likely to have studied Year 11 (41.5%) or Year 12 (34.1%) respectively. These
findings suggest that age of sexual initiation is positively related with the level of
education of young men.

Slightly more participants who had completed Year 11 (97.0%) had experienced
penetrative sex compared to those who had completed Year 10 or less (92.5%) and
Year 12 (92.4%). Interestingly, participants who had a higher than Year 12 level of
education had much less (78.0%) experience of penetrative sex in the past 12 months
and were more likely to report having a single sexual partner in the past 12 months.

Although participants’ level of education was not statistically significant, it was
seen that participants who reported having used a condom ‘every time’ they had sexual
intercourse in the previous year were most likely to have completed Year 12 (38.7%).
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Table 23
Level of Education
Year 10/Less
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual exp.*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms*
Always used a condom
Irregular use of condoms
Never used a condom

Year 11

Year 12

Year 12+

Total

73 (81.1)
17 (18.9)

69 (87.3)
10 (12.7)

122 (91.7)
11 (8.3)

35 (71.4)
14 (28.6)

299 (85.2)
52 (14.8)

<0.01

53 (59.6)
36 (40.4)

57 (72.2)
22 (27.8)

98 (73.1)
36 (26.9)

30 (61.2)
19 (38.8)

238 (67.8)
113 (32.2)

0.10

44 (65.7)
18 (26.9)
5 (7.5)

41 (62.1)
24 (36.4)
1 (1.5)

56 (47.5)
49 (41.5)
13 (11.0)

14 (34.1)
13 (31.7)
14 (34.1)

155 (53.1)
104 (35.6)
33 (11.3)

<0.01

62 (92.5)
5 (7.5)

64 (97.0)
2 (3.0)

109 (92.4)
9 (7.6)

32 (78.0)
9 (22.0)

267 (91.4)
25 (8.6)

0.01

24 (40.7)
35 (59.3)

27 (42.9)
36 (57.1)

45 (42.5)
61 (57.5)

18 (60.0)
12 (40.0)

114 (44.2)
144 (55.8)

0.31

13 (21.0)
40 (64.5)
9 (14.5)

12 (18.8)
44 (68.8)
8 (12.5)

26 (23.9)
69 (63.3)
14 (12.8)

12 (38.7)
16 (51.6)
3 (9.7)

63 (23.7)
169 (63.5)
34 (12.8)

0.52

*In the past 12 months.
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4.4.8 Living arrangements.
It was found that participants’ living arrangements were significantly associated
with their sexual activities, such as oral sex, penetrative sexual experience, number of
sexual partners and use of condoms in the past 12 months. Participants were more
likely to report penetrative sex if they were not living with family members—that is,
living with others (friends, partners, alone and housemates, 94.2% v. 86.8%) (see Table
24).

This was the case with number of sexual partners and participants’ living
arrangements. It was found that more than three-quarters (75.9%) of the participants
who were living with their friends/housemates reported that they had had more than
one sexual partner in the previous year.

Similarly, respondents who reported using condoms ‘sometimes’ were most
likely to be living with friends/housemates (84.5%), followed by living with family
members (57.1%), partners (55.0%), and alone (44.4%). Higher percentages of
respondents who were living with their partner (20.0%) or alone (22.2%) reported that
they ‘never’ used a condom than those who lived with family members (12.5%) or with
friends/housemates (4.8%).

Although not significant, it was found that the participants who reported having
used a condom ‘every time’ they had sex in the previous 12 months, most identified as
same-sex attracted (37.5%) followed by heterosexual (23.1%) and bisexual (25.0%).
The majority of the respondents who said they ‘sometimes’ used a condom were
heterosexual (65.3%). The majority of respondents who said they ‘never’ used
condoms were bisexual (25.0%).
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Table 24
Living Arrangement

Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual exp.*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms*
Always used a condom
Irregular use of condoms
Never used a condom

Family

Friends/Housemates

Total

P-value

147 (84.0)
28 (16.0)

83 (84.7)
15 (15.3)

35 (89.7)
4 (10.3)

38 (82.6)
8 (17.4)

303 (84.6)
55 (15.4)

0.81

113 (64.6)
62 (35.4)

61(62.2)
37 (37.8)

35(89.7)
4 (10.3)

34 (73.9)
12 (26.1)

243 (67.9)
115 (32.1)

0.01

69 (53.5)
42 (32.6)
18 (14.0)

47 (52.2)
36 (40.0)
7 (7.8)

24 (60.0)
13 (32.5)
3 (7.5)

21 (51.2)
15 (36.6)
5 (12.2)

161 (53.7)
106 (35.3)
33 (11.0)

0.72

112 (86.8)
17 (13.2)

85 (94.4)
5 (5.6)

40 (100.0)
0 (0.0)

36 (87.8)
5 (12.2)

273 (91.0)
27 (9.0)

0.04

53 (47.7)
58 (52.3)

19 (23.2)
63 (76.8)

23 (62.2)
14 (37.8)

20 (57.1)
15 (42.9)

115 (43.4)
150 (56.6)

<0.01

34 (30.4)
64 (57.1)
14 (12.5)

9 (10.7)
71 (84.5)
4 (4.8)

10 (25.0)
22 (55.0)
8 (20.0)

12 (33.3)
16 (44.4)
8 (22.2)

65 (23.9)
173 (63.6)
34 (12.5)

<0.01

*Past 12 months.
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4.4.9 Employment status.
Sexual attraction/identity, oral sex, recent penetrative sexual experience,
number of sexual partners and use of condoms were significantly associated with the
employment status of the participants. It was found that more participants who were
employed full time (80.0%) reported oral sex activities in the past 12 months than those
who were employed part time (72.4%) or who were unemployed (48.0%). Similarly,
those who were employed full time (97.2%) or part time (95.0%) had experienced more
penetrative sex compared those who were unemployed (75.4%). In contrast, more
participants who were employed part time (65.2%) reported that they had more than
one sexual partner in the previous year in comparison to those who were employed full
time (49.0%) or unemployed (47.9%) (see Table 25).
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Table 25
Employment Arrangement
Variables
Sexual feeling
Heterosexual
Non-heterosexual
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience
Yes
No
Number of sexual partners
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

Full time

Part time

Unemployed

Total

110 (95.7)
5 (4.3)

115 (85.8)
19 (14.2)

74 (72.5)
28 (27.5)

299 (85.2)
52 (14.8)

<0.001

92 (80.0)
23 (20.0)

97 (72.4)
37 (27.6)

49 (48.0)
53 (52.0)

238 (67.8)
113 (32.2)

<0.001

52 (48.6)
43 (40.2)
12 (11.2)

69 (57.5)
40 (33.3)
11 (9.2)

34 (52.3)
21 (32.3)
10 (15.4)

155 (53.1)
104 (35.6)
33 (11.3)

0.512

104 (97.2)
3 (2.8)

114 (95.0)
6 (5.0)

49 (75.4)
16 (24.6)

267 (91.4)
25 (8.6)

<0.001

50 (51.0)
48 (49.0)

39 (34.8)
73 (65.2)

25 (52.1)
23 (47.9)

114 (44.2)
144 (55.8)

0.031

24 (23.3)
64 (62.1)
15 (14.6)

20 (17.5)
82 (71.9)
12 (10.5)

18 (36.7)
24 (49.0)
7 (14.3)

62 (23.3)
170 (63.9)
34 (12.8)

0.051

*In the past 12 months.
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In terms of participants’ condom use, participants who were unemployed were
most likely to report having used a condom every time they had sexual intercourse in
the previous year (36.7%) compared to those who were employed full time or part time.
It was also seen that inconsistent condom use in the past 12 months was more
common among the employed participants (part time and full time) than the participants
who were unemployed.

4.4.10 Current relationship status.
Participants’ relationship status is a significant correlate for participants’ sexual
attraction, age of penetrative sexual debut and recent sexual activities, such as oral
sex, penetrative sex, and number of sexual partners, but not for use of condoms (see
Table 26).

Participants who had sexual initiation as young as 16 years or below were
mostly not in a relationship (60.9%); however, in contrast, those who had sexual debut
after 16 years were mostly in a relationship (52.7%). Therefore, there is a direct
relationship with the earlier age of sexual debut and relationship status.

It was interesting to note that more participants who were in a relationship
(80.0%) than who were not in a relationship (56.3%) had oral sex in the previous year.
Similarly, a large majority of the participants who were in a relationship (94.2%) had
experienced more penetrative sex compared to those who were not in a relationship
(83.6%) It was also found that more than eight in 10 participants who were not in a
relationship (81.4%) and nearly four in 10 (39.2%) participants who were in a
relationship reported having more than one sexual partner during the time of survey.

Participants’ length of relationship directly corresponds with whether they
experienced sexual intercourse with one or multiple sexual partners in the previous
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year (p < 0.001). Participants who had a longer relationship with their current partner
were more likely to report one sexual partner in the previous year, while those who had
a shorter relationship with their partner were more likely to report having more than one
sexual partner.
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Table 26
Relationship Status
Variables
Sexual feeling
Heterosexual
Non-heterosexual**
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

In a relationship

Not in a relationship

Total

P-value

157 (92.4)
13 (7.6)

144 (78.7)
39 (21.3)

301 (85.3)
52 (14.7)

<0.001

136 (80.0)
34 (20.0)

103 (56.3)
80 (43.7)

239 (67.7)
114 (32.3)

<0.001

79 (47.3)
70 (41.9)
18 (10.8)

78 (60.9)
36 (28.1)
14(10.9)

157 (53.2)
106 (35.9)
32 (10.8)

0.042

163 (97.6)
4 (2.4)

107 (83.6)
21 (16.4)

270 (91.5)
25 (8.5)

0.031

96 (60.8)
62 (39.2)

19 (18.6)
83 (81.4)

115 (44.2)
145 (55.8)

<0.001

39 (23.9)
99 (60.7)
25 (15.3)

24 (22.6)
74 (69.8)
8 (7.5)

63 (23.4)
173 (64.3)
33 (12.3)

0.134

*In the past 12 months.

163

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Of those respondents who never used a condom, more were in a relationship
(15.3%) than not in a relationship (7.5%) Similarly, participants who had been in their
relationship for a year or more were more likely to have ‘never’ used a condom than
those whose relationships were less than a year old.

4.4.11 Sexual behaviours according to sexual attraction/identity of the
participants.
Participants’ oral sex experience in the past 12 months (given or received) were
also analysed against their sexual attraction, feeling and behaviours. There were
significant differences between participants’ experience in oral sex and their sexual
attraction (p = 0.05).

It was found that slightly fewer heterosexual participants (68.0%) had
experienced oral sex than the bisexual (70.0%) and gay (76.9%) participants in the
previous year. One in four (25%) participants who were unsure about their sexual
attraction/identity reported having oral sex in the previous year.

Although sexual identity (p = 0.12) was not found to be associated with
participants’ age at sexual initiation, it was seen that more (68.3%) non-heterosexual
participants had had their sexual debut at 16 years or below compared to heterosexual
participants (51.2%).

It was found that a large majority of heterosexual participants (93.8%) had had
a penetrative sexual experience in the previous year, compared to non-heterosexuals
(75.6%) including bisexual (75.0%) and gay (72.7%) and unsure (100%) participants
(see Table 27).
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Table 27
Sexual Behaviours According to Sexual Attraction/Identity of the Participants
Variables
Oral sex
Yes
No
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Penetrative sexual experience*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

Heterosexual

Non-heterosexual

Total

P-value

205 (67.9)
97 (32.1)

37 (67.3)
18 (32.7)

242 (67.8)
115 (32.2)

0.93

131 (51.2)
96 (37.5)
29 (11.3)

28 (68.3)
10 (24.4)
3 (7.3)

159 (53.5)
106 (35.7)
32 (10.8)

0.13

240 (93.8)
16 (6.2)

31 (75.6)
10 (24.4)

271 (91.2)
26 (8.8)

<0.01

109 (46.2)
127 (53.8)

6 (21.4)
22 (78.6)

115 (43.6)
149 (56.4)

0.02

56 (23.4)
154 (64.4)
29 (12.1)

9 (29.0)
18 (58.1)
4 (12.9)

65 (24.1)
172 (63.7)
33 (12.2)

0.76
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Participants who were non-heterosexual (gay, 76.9% and bisexual, 70.0%)
were more likely to report multiple sexual partners than heterosexual participants
(54.0%) in the previous year. Of the participants who reported having used a condom
‘every time’ they had sex in the previous 12 months, most identified as same-sex
attracted (37.5%) followed by heterosexual (23.1%) and bisexual (25.0%). The majority
of the respondents who said they ‘sometimes’ used a condom were heterosexual
(64.4%). The majority of respondents who said they ‘never’ used a condom were
bisexual (25.0%).

4.4.12 Oral sex and other sexual activities.
Participants’ oral sex experience in the past 12 months (given or received) were
also analysed against their recent sexual activities and behaviours. There were
significant differences between participants’ experience in oral sex and whether or not
participants were sexually active (p < 0.001), age of first penetrative sex (p < 0.001) but
not with number of sexual partners (p = 0.282) and condom use (p = 0.771) (see Table
28).
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Table 28
Oral Sex and Other Sexual Behaviours
Variables
Age of first sex
16 years or below
Between 17 and 18 years
Above 18 years
Never had penetrative sex
Penetrative sexual experience*
Yes
No
Number of sexual partners*
One sexual partner
More than one sexual partner
Use of condoms
Always used a condom
Irregular use of condoms
Never used a condom

Had oral sex

167

Had not had oral sex

Total

P-value

128 (52.7)
81 (33.3)
22 (9.1)
12 (4.9)

32 (27.8)
25 (21.7)
9 (7.8)
49 (42.6)

160 (44.7)
106 (29.6)
31 (8.7)
61 (17.0)

<0.001

222 (96.1)
9 (3.9)

49 (74.2)
17 (25.8)

271 (91.2)
26 (8.8)

<0.001

98 (45.2)
119 (54.8)

17 (35.4)
31 (64.6)

115 (43.4)
150 (56.6)

0.282

55 (24.8)
141 (63.5)
26 (11.7)

10 (20.8)
31 (64.6)
7 (14.6)

65 (24.1)
172 (63.7)
33 (12.2)

0.771
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More than three-quarters of the participants (77.8%) who have ever had
penetrative sex also had experienced oral sex in the past year. Nearly one in five
(19.7%) participants had experienced oral sex but they had never experienced
penetrative sex.

It was seen that participants who had reported an earlier age of sexual
intercourse (13 years or below), were more likely to report more oral sex (93.3%) than
those who had penetrative sex at an older age such as 14–16 years (78.6%), 17–18
years (76.4%) and 18 years or above (71.0%). Therefore, oral sex activity among the
participants was negatively associated with their age of first penetrative sexual
experience; that is, the older the age of penetrative sexual experience, the less likely
they were to have oral sex experience.

Although there was no significant difference between number of sexual partners
and participants’ oral sex activities in the past 12 months, slightly more (85.2%)
participants who had one sexual partner reported they had oral sex than who had more
than one sexual partner (79.3%) in the past year.

4.4.13 Summary of the sexual behaviours and activities.
4.4.13.1 Oral sex.
The findings of the study reveal a great deal of information as to the sexual
behaviour of respondents, particularly that of the means or ways in which they involve
themselves in sex with a particular attention drawn towards oral sex. Oral sex has been
extensively analysed within this given section of the study and it was evaluated
according to socio-demographic variables, compared against penetrative sex, and
analysed according to sexual identity (heterosexual, bisexual, gay, unsure). Results
revealed that oral sex was significantly correlated with full-time employment as
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opposed to unemployment, and with individuals within a current relationship as
opposed to those who had none.

This study also revealed that oral sex has been a practice among the young
men, regardless of their sexual identity (more than 70%). The results showed that the
majority of respondents (67.9%) had already experienced penetrative sex with most of
them reporting their first experiences at the age of 14–16 years old. Most of the
respondents reported more than one sexual partner in the past 12 months.

4.4.13.2 Age of first penetrative sex.
The majority of respondents, about two out of three, noted that they had
experienced penetrative sex, with most of them categorised within the age of 16 years
old and below with regard to their age of sexual debut, or first experience of penetrative
sex. However, it is also important to note that age of sexual debut spanned ages from
13 to 18 years of age and even above. These results were further found to be
significant when analysed against level of education and relationship status, whereby
respondents reported higher values in age of sexual debut from less than Year 10 to
Year 10 and from Year 11 (with values of 65.7% and 62.1% respectively). The majority
of those who debuted at 16 years of age and below were not in a current relationship
as opposed to those who debuted at a later age who were in a current relationship. As
expected, geographical locations and rural and remote classifications such as RRMA
and ARIA were also found to be insignificant when introduced to the set of data
gathered. Additionally, as per sexual identity and behaviour, a significant number of
heterosexuals recorded higher values of penetrative sex at age 16 and below as
opposed to other sexual identity groups such as homosexuals and bisexuals.
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4.4.13.3 Recent vaginal, anal or both sexual experiences.
Results revealed that a significant number of respondents had vaginal or anal
sex within the last 12 months (n = 273), and this was significantly affected by several
socio-demographic variables inclusive of RRMA status, TAFE institution, level of
education, employment status and relationship status. As for geographical location or
for the study areas (Ballarat, Shepparton and Albury-Wodonga), values were almost
equally distributed, signifying representativeness within each of the geographical areas
of concentration in the study. As for other socio-demographic variables, significant
values fell within the R3 & Rem1 RRMA classification as opposed to R1 and R2,
GOTAFE institution, Year 11 as for level of education as opposed to higher years (Year
12), full-time and part-time employment status as opposed to those who were
unemployed, and in a current relationship as opposed to those who were not in a
relationship.

Moreover, concerning sexual feelings and attraction, more respondents who
were heterosexual by sexual identity reported having experienced penetrative sex in
the last 12 months as opposed to bisexuals and gays. The study also revealed that
sexual identity confusion was not a barrier to penetrative sex, with all of participants
who were not sure of their sexual identity recording penetrative sex experiences in the
last 12 months

4.4.13.4 Number of sexual partners.
A greater number of participants reported that they had multiple partners over
the course of the previous 12 months (53.9%) than those that had only one. This was
analysed according to socio-demographic variables, which revealed significant
relationships when evaluated against employment status, living arrangements,
relationship status, and length of relationship. The results revealed that those who
worked part time had significantly more than one partner as compared to those who
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worked full time and those who were unemployed. Participants who lived with friends
also recorded higher values of multiple partners with a corresponding value of over
75%. In addition, a significant correlation was established between number of partners
and length of relationship. Those who had more than one partner had shorter durations
within their relationships while those who had only one partner over the previous 12
months, had longer durations within their relationships. Regarding sexual feelings and
behaviours, notable results are reflected within sexual identities whereas bisexuals and
gays recorded higher values of more than one partner as opposed to one partner
(though statistically insignificant).

4.4.13.5 Condom use.
Results revealed that most participants categorised their condom use as
irregular (sometimes) as opposed to regular use and non-usage. When analysed
against socio-demographic variables, condom use by the participants was found to be
significantly associated with geographical location, employment status and living
arrangements. Use of condoms was recorded to be higher in Shepparton, followed by
Ballarat and lastly, Albury-Wodonga. It was also significantly higher in those who were
unemployed (regular use) and those who worked part time (irregular use), and was
significantly higher in those who lived with their friends compared to those who lived
alone. None of the participants who were living with their partners had used condoms
in the past 12 months.

4.5 Comparisons of AMIRS Mean Scores and STI Knowledge Scores
by Sexual Activity Variables
4.5.1 Comparisons of AMIRS mean scores by sexual activity variables.
As seen in Table 29, earlier age of sexual debut and recent sexual activities, such as
penetrative sexual experience, number of sexual partners and use of condoms in the
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past 12 months, were significantly associated with the AMIRS mean scores (AMIRS
means and SD are presented in Table 29). It is important to note that those participants
who had penetrative sexual experiences at the age of 16 or below, had recent
penetrative sexual experiences, had more than one sexual partner and had used
condoms inconsistently in the past 12 months scored significantly higher AMIRS mean
scores. Despite reaching statistical significance, the magnitude of the differences in the
means was also moderate (eta squared 0.06 or 0.04) for these variables.
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Table 29
AMIRS Mean Score and Sexual Behaviour of the Participants
Sexual activity variables
Oral sex

Had oral sex
Had not had oral sex :

Age of first
sex

13 years or under

Number of
sexual
partners

Use of
condoms

M

SD

df

n2

P-value

0.008

0.001

0.462

Test statistics

241
115

2.20
2.17

0.41
0.42

354

14

2.21

0.48

3, 292

6.68

0.06

<0.001

14–16 years

145

2.30

0.40

17–18 years

106

2.15

0.37

31

2.21

0.41

Had recent penetrative
sex
Had not had recent
penetrative sex
One sexual partner

270

2.23

0.40

294

3.29

0.04

<0.001

26

1.96

0.44

115

2.12

0.43

261

4.064

0.06

<0.001

More than one sexual
partner
Regular condom use

148

2.32

0.35

64

2.12

0.41

5.74

0.04

<0.001

Inconsistent condom
use
Never used a condom

173

2.29

0.40

32

2.12

0.36

Above 18 years
Penetrative
sex

N

173

2, 266
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4.5.2 Comparisons of STI knowledge scores by sexual activity variables.
Oral sexual activities and number of sexual partners in the previous year were
significantly associated with the STI knowledge scores (mean and SD are presented in
Table 30 of the participants). The strength of association (n=.01) in the means for the
two groups was also weak.
It was interesting to note that the STI knowledge score was higher among
participants who had experienced oral sexual activity compared to those who had not
had an oral sexual experience in the past 12 months. Although the association is
statistically, but the association is weak (n = .01). These findings suggest that oral
sexual activity is one of the most common forms of sexual experience among young
men and it is therefore not strongly related to STI knowledge. Participants who had one
sexual partner scored significantly higher on STI knowledge than those who had
multiple sexual partners in the previous year.
Table 30
Comparison of STI Knowledge Scores by Sexual Activity Variables
Sexual activity variables
Oral sex

Age of first
sex

Penetrative
sex

Number of
sexual
partners

Use of
condoms

N

M

SD

Had oral sex

243

5.06

1.87

Had not had oral
sex
13 years or
under
14 years–16
Years
17–18 years

115

4.57

1.70

15

4.60

2.26

146

4.81

1.84

106

5.03

1.67

Above 18 years

33

5.39

2.14

Had recent
penetrative sex
Had not had
recent
penetrative sex
One sexual
partner

273

4.91

1.82

27

5.18

2.07

115

5.29

1.73

More than one
sexual partner
Regular condom
use
Inconsistent
condom use

147

4.63

1.81

65

5.01

1.89

173

4.83

1.74

174

df

Test
statistics

2

n

P-value

356

1.18

0.01

0.02

3, 296

1.14

0.01

0.33

298

3.03

0.03

0.48

263

2.945

0.03

<0.01

2, 269

0.62

0.004

0.54
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Sexual activity variables
Never used a
condom

N
34

M

SD

5.18

2.15

df

Test
statistics

2

n

P-value

There were no differences in STI knowledge by age of first sex, recent vaginal
or anal form of sex, and use of condoms. However, earlier age of sexual initiation has a
linear relationship with STI knowledge scores, that is, the earlier the sexual initiation,
the lower the STI knowledge. Similarly, the participants who had used condoms
intermittently had lower STI knowledge scores than the other two groups did.

4.5.3 Summary.
AMIRS mean scores were insignificant, noting that hegemonic masculinity
ideologies do not have any impact on oral sex activities but were significantly
correlated to that of penetrative sex experiences, age of sexual debut, higher number
of sexual partners and condom use. Therefore, we could conclude that hegemonic
masculinity notions had significant effects on the sexual risk-taking behaviour of young
men.

STI knowledge scores were found to be statistically significant in the
respondents who experienced oral sex and who had one or more than one sexual
partner, demonstrating that respondents had ample understanding of the sexual
practice in which they engaged in the past 12 months. Condom use and age of sexual
debut had no significance with STI knowledge—findings that were rather ironic since
condom use qualifies for a good understanding of STIs.

4.6 Alcohol Use
Alcohol consumption and corresponding patterns were analysed further within
the study as a part of risk-taking behaviours assessment. Questions were asked to
elicit three key details: 1) if the participant drank alcohol; 2) the participant’s level of
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drinking; and 3) engagement in binge drinking as defined by five or more standard
alcoholic drinks on any one occasion. Participants were asked whether they drank
alcohol. A large majority of the participants (71.2%) reported that they drank alcohol. A
considerable proportion of participants (14.1%) did not respond to this question. The
reason could be that respondents were uncomfortable talking about their drinking
behaviour (see Table 31).
Table 31
Young Men’s Alcohol Use
N (%)
Alcohol use
Yes
No
Not specified
Level of alcohol consumption
1–2 drinks
3–4 drinks
5–6 drinks
7–8 drinks
9–12 drinks
13 or more drinks
Total
Binge drinking pattern
None
Once
Twice
3–6 times
7 or more times
Total

282 (71.2)
58 (14.6)
56 (14.1)
101 (36.3)
59 (21.2)
47 (16.9)
15 (5.4)
27 (9.7)
29 (10.4)
278 (100.0)
128 (45.7)
52 (18.6)
72 (25.7)
8 (2.9)
20 (7.1)
280 (100.0)

4.6.1 Level of drinking.
Participants were also asked about the amount of alcohol consumed when they
did drink. Table 31 shows that nearly two-thirds of the young men (63.7%) were more
likely to consume three or more standard drinks when they drank.

4.6.2 Binge drinking.
Table 31 reveals the binge drinking patterns of the young men. Participants
were asked to select the number of times they had consumed five or more drinks on
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any occasion over the last four weeks. These measurements of binge drinking are
consistent with National Health and Medical Research Council guidelines. It was
reported that more than half of the participants (54.3%) who drank alcohol had also
engaged in binge drinking in the four weeks prior to the survey.

4.6.3 Alcohol use, level of alcohol use and binge drinking (according to
geography, RRMA, ARIA and TAFEs).
The participants’ drinking behaviour, number of drinks consumed and the binge
drinking patterns were analysed against demographic variables of the participants. It
was found that there was no difference in participants’ drinking behaviour, number of
drinks consumed and binge drinking and this was consistent across their geographical
location and ARIA. However, participants’ number of alcoholic drinks consumed is
significantly different according to the RRMA status (p < 01) and TAFE institutes (p =
0.02). These differences were marked by the participants who live in R2 who reported
that they drank more than the recommended level of alcohol compared to participants
from R1 and R3 & Rem1 (see Table 33). Similarly, participants from Wodonga/Riverina
TAFEs reported that they drank more than recommended level of alcohol than the
participants did from Ballarat TAFE and GOTAFE (see Table 35).
Table 32
According to Geography
Alcohol use-related
variables
Drank alcohol
Never drink alcohol
At recommended level
More than
recommended level
No binge drinking
One or more binge
drinking

Ballarat

Shepparton
95 (86.4)
15 (13.6)
40 (42.6)
54 (57.4)

AlburyWodonga
100 (82.6)
21 (17.4)
28 (28.6)
70 (71.4)

87 (79.8)
22 (20.2)
33 (38.4)
53 (61.6)
41 (47.1)
46 (52.9)

282 (82.9)
58 (17.1)
101 (36.3)
177 (63.7)

0.43

45 (47.4)
50 (52.6)

42 (42.9)
56 (57.1)

128 (45.7)
152 (54.3)

0.78

177

Total

P-value

0.12
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Table 33
According to RRMA Classification
Alcohol userelated variables
Yes, drink alcohol

R1

R2

R3 & Rem1

Total

P-value

282
(82.9)
58 (17.1)

0.56

101
(36.3)
177
(63.7)

<0.01

128
(45.7)
152
(54.3)

0.30

131 (85.1)

36 (83.7)

115 (80.4)

Never drink
alcohol
At recommended
level
More than
recommended
level
Binge drinking
No binge drinking

23 (14.9)

7 (16.3)

28 (19.6)

39 (30.2)

9 (25.0)

53 (46.9)

90 (69.8)

27 (75.0)

60 (53.1)

53 (40.8)

18 (50.0)

57 (50.0)

One or more
binge drinking

77 (59.2)

18 (50.0)

57 (50.0)

Table 34
According to ARIA
Alcohol userelated variables
Yes, drink alcohol
Never drink
alcohol
At recommended
level
More than
recommended
level
Binge drinking
No binge drinking
One or more
binge drinking

HA

A

MA

Total

P-value

192 (84.2)
36 (15.8)

65 (80.2)
16 (19.8)

25 (80.6)
6 (19.4)

282 (82.9)
58 (17.1)

0.67

71 (37.6)

22 (34.4)

8 (32.0)

101 (36.3)

0.81

118 (62.4)

42 (65.6)

17 (68.0)

177 (63.7)

84 (44.0)
107 (56.0)

33 (51.6)
31 (48.4)

11 (44.0)
14 (56.0)

128 (45.7)
152 (54.3)

Ballarat
TAFE
98 (80.3)
24 (19.7)

Riverina/
Wodonga TAFE
88 (83.0)
18 (17.0)

GOTAFE

122 (100.0)
32 (33.0)
65 (67.0)

0.56

Table 35
According to TAFE Institutes
Alcohol userelated variables
Yes, drink alcohol
Never drink
alcohol
Total
At recommended
level
More than
recommended

Total

96 (85.7)
16 (14.3)

282 (82.9)
58 (17.1)

106 (100.0)
24 (27.9)

112 (100.0)
45 (47.4)

340 (100.0)
101 (36.3)

62 (72.1)

50 (52.6)

177 (63.7)
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Alcohol userelated variables
level
Total
Binge drinking
No binge drinking
One or more
binge drinking

Ballarat
TAFE

Riverina/
Wodonga TAFE

GOTAFE

Total

97 (100.0)

86 (100.0)

95 (100.0)

278 (100.0)

41 (41.8)
57 (58.2)

34 (39.5)
52 (60.5)

53 (55.2)
43 (44.8)

128 (45.7)
152 (54.3)

P-value

0.07

4.6.4 Alcohol and age.
There were significant associations between age and participants’ alcohol use
(p < 0.001) and binge drinking pattern (p = 0.04) but not according to the number of
alcoholic drinks consumed (p = 0.52). It was found that participants were more likely to
report drinking alcohol if they were in the older age group than the younger (88.0% v.
73.6%). Conversely, participants were more likely to engage in binge drinking if they
were in the younger age group rather than the older (55.7% v. 41.6%) (see Table 36).
Table 36
Participants’ Age and Alcohol Use/Abuse
Alcohol use-related variables
Do you drink alcohol
Yes, drink alcohol
Never drink alcohol
Total
At recommended level
More than recommended level
Total
Binge drinking
No binge drinking
One or more binge drinking

According to age
16–18 years
19–25 years

Total

P-value

89 (73.6)
32 (26.4)
121 (100.0)
29 (33.0)
59 (67.0)
88 (100.0)

191 (88.0)
26 (12.0)
217 (100.0)
71 (37.8)
117 (62.2)
188 (100.0)

280 (82.8)
58 (17.2)
338 (100.0)
100 (36.2)
176 (63.8)
276 (100.0)

<0.001

49 (55.7)
39 (44.3)

79 (41.6)
111 (58.4)

128 (46.0)
150 (54.0)

0.041

0.522

4.6.5 Alcohol and level of education.
Table 37 shows alcohol use, number of alcoholic drinks consumed on one
occasion and their binge drinking pattern according to the participants level of
education. There was no significant difference in alcohol use, number of alcoholic
drinks consumed on one occasion and their binge drinking pattern according to the
participants’ level of education. Slightly fewer participants (76.2%) who have completed
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their education higher than Year 12 had drunk alcohol compared to the participants
who have completed Year 10 or less (81.9%), Year 11 (84.4%) and Year 12 (84.1%).
Table 37
Level of Education
Alcohol use-related
variables
Yes, drink alcohol

Yr 10 or
less
68 (81.9)

Yr 11

Yr 12

Yr 12 +

Total

65 (84.4)

111 (84.1)

32 (76.2)

276(82.6)

Never drink alcohol

15(18.1)

12 (15.6)

21 (15.9)

10 (23.8)

58 (17.4)

At recommended
level
More than
recommended level
Binge drinking

26 (38.8)

28 (43.1)

36 (33.3)

7 (21.9)

97 (35.7)

41 (61.2)

37 (56.9)

72 (66.7)

25 (78.1)

175 (64.3)

No binge drinking

35 (51.5)

33 (50.8)

49 (45.0)

10 (31.3)

127(46.4)

One or more binge
drinking

33 (48.5)

32 (49.2)

60 (55.0)

22 (68.8)

147(53.6)

P-value
0.66
0.19

0.24

4.6.6 Alcohol and employment status.
Table 38 shows that participants’ employment status was highly significant
according to their alcohol use, number of alcoholic drinks on one occasion and their
binge drinking pattern. It was seen that participants with full-time employment drank
alcohol more than the part time and unemployed participants did. Similarly, drinking
alcohol above the recommended level and engagement in binge drinking were also
more common among the full-time employed participants.
Table 38
Employment Status
Alcohol use-related variables

Full time

Part time

Yes, drink alcohol

99 (90.8)

107 (82.3)

70 (73.7)

276 (82.6)

10 (9.2)

23 (17.7)

25 (26.3)

58 (17.4)

20 (20.8)
76 (79.2)

62 (58.5)
44 (41.5)

15 (21.4)
55 (78.6)

97 (35.7)
175 (64.3)

<0.001

29 (29.6)
69 (70.4)

59 (55.7)
47 (44.3)

39 (55.7)
31 (44.3)

127 (46.4)
147 (53.6)

<0.001

Never drink alcohol
At recommended level
More than recommended
level
Binge drinking
No binge drinking
One or more binge drinking
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4.6.7 Alcohol and living arrangement.
Table 39 shows that there are also differences in alcohol use and number of
alcoholic drinks consumed on one occasion, but not in their binge drinking pattern,
according to the living arrangements of the participants. A large majority of the
participants (nearly 90%) drank alcohol if they were not living with their family members
(76.0%). Conversely, whether participants drank alcohol more than the recommended
level was mixed. It was seen that the participants who were living with either their
friends/housemates (46.3%), partner (60.0%) or alone (68.6%) were less likely to
report that they drank more than the recommended level of alcohol compared with
those who were living with their family members (74.6%). However, binge drinking
levels were found to be consistent across the living arrangements of participants.
Table 39
Living Arrangement
Alcohol userelated variables
Yes, drink alcohol
Never drink
alcohol
At recommended
level
More than
recommended
level
Binge drinking
No binge drinking
One or more
binge drinking

Family
members
127 (76.0)
40 (24.0)

Friends and
housemates
83 (90.2)
9 (9.8)

Partner

Alone

Total

36 (92.3)
3 (7.7)

36 (85.7)
6 (14.3)

282 (82.9)
58 (17.1)

32 (25.4)

44 (53.7)

14 (40.0)

11 (31.4)

101 (36.3)

94 (74.6)

38 (46.3)

21 (60.0)

24 (68.6)

177 (63.7)

64 (50.8)
62 (49.2)

40 (48.2)
43 (51.8)

12 (33.3)
24 (66.7)

12 (34.3)
23 (65.7)

128 (45.7)
152 (54.3)

Pvalue
0.008

0.001

0.135

4.6.8 Alcohol and relationship status.
Participants’ relationship status and alcohol consumption were significantly
associated. A large majority of the participants who were in a relationship (90.3%)
consumed alcohol, in contrast to those who were not in a relationship (76.2%).
However, number of alcoholic drinks and the participants’ binge drinking pattern was
not associated with their relationship status (see Table 40).
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Table 40
Relationship Status
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
At recommended level
More than
recommended level
Binge drinking
No binge drinking
One or more binge
drinking

In a relationship

Not in a relationship

Total

131 (76.2)
41 (23.8)
48 (36.9)
82 (63.1)

280 (83.1)
57 (16.9)
100 (36.2)
176 (63.8)

149 (90.3)
16 (9.7)
52 (35.6)
94 (64.4)

P-value
0.001
0.92

0.52
65 (43.9)
83 (56.1)

63 (48.5)
67(51.5)

128 (46.0)
150 (54.0)

4.6.9 Alcohol and length of relationship.
Participants’ binge drinking pattern, but not their alcohol use or level of alcohol
intake, was significantly different according to the length of their relationship. The
majority of the participants who were in a relationship with their partner more than one
year had been involved in at least one or more binge drinking episodes than who were
in a relationship less than one year.
Table 41
Length of Relationship
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
At recommended level
More than
recommended level
Binge drinking
No binge drinking
One or more binge
drinking

Less than one year

More than one year

Total

P-value

77 (88.5)
10 (11.5)
38 (49.4)
39 (50.6)

71 (91.0)
7 (9.0)
13 (19.1)
55 (80.9)

148 (89.7)
17 (10.3)
51 (35.2)
94 (64.8)

0.06

40 (51.9)
37 (48.1)

24 (34.3)
46 (65.7)

64 (43.5)
83 (56.5)

0.03

0.92

In summary, these results reveal that the majority of the participants drink
alcohol (71.2%), with most of them drinking about three or more standard drinks each
time they consumed alcohol (63.7%), and most of them engaging in binge drinking as
well (54.3%). Socio-demographic variables were then utilised to evaluate these results,
to which significant values were found within the following variables: age, employment,
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living arrangement, relationship status, and length of relationship. Participants who
belong to an older age group were more likely to engage in drinking activities inclusive
of greater inclination towards binge drinking. Full-time employment was also found to
be significant when assessed against drinking and level of drinking; participants who
worked full time engaged more in drinking with more than the recommended level as
compared to part-time and unemployed participants. Living with friends, housemates,
or partners, or living alone also increased the amount of drinking to more than the
recommended level. As to relationships, those who were in a current relationship were
more likely to drink, and those who had a single relationship for quite some time
recorded a significant tendency towards binge drinking.

4.6.10 Relationships between sexual identity, behaviour and alcoholic
drinks, number of alcoholic drinks and binge drinking patterns.
Table 42 shows that participants’ sexual identity and whether they drink alcohol,
as well as their level of alcohol consumption and their binge drinking pattern was not
significantly different. Although not statistically significant, heterosexual participants
were more likely to drink alcohol than non-heterosexual participants were. Alcohol
consumption of more than the recommended level and engagement in binge drinking
were higher among the non-heterosexual participants as opposed to their heterosexual
counterparts.
Table 42
According to Sexual Identity
Alcohol use-related variables
Yes, drink alcohol
Never drink alcohol
At recommended level
More than recommended level
Binge drinking
No binge drinking
One or more binge drinking

Heterosexual
243 (83.8)
47 (16.2)
89 (36.9)
153 (63.1)

Non-heterosexual
37 (77.1)
11 (22.9)
12 (33.3)
24 (66.7)

Total
28 (82.8)
58 (17.2)
101 (36.5)
177 (63.5)

P-value
0.25

114 (47.1)
128 (52.9)

14 (38.9)
22 (61.1)

128 (46.0)
150 (54.0)

0.46
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4.6.11 Oral sexual activity.
There were significant differences between participants’ alcohol drinking
behaviour, level of alcohol consumption and binge drinking pattern according to their
oral sexual activity. Participants who had either given or received oral sex were more
likely to drink alcohol, to have consumed more than the recommended level, and to
have engaged in binge drinking than those who had not received or given oral sex in
the past 12 months (see Table 43).

Table 43
According to Oral Sex Activity
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
Total

Had oral sex

At recommended
level
More than
recommended level
Total
Binge drinking
No binge drinking
One or more binge
drinking

Had no oral
sex
82 (75.2)
27 (24.8)
109
(100.0)
37 (45.1)

198 (86.5)
31 (13.5)
229 (100.0)
64 (32.7)

Total

P-value

280 (82.8)
58 (17.2)
338 (100.0)

0.012

101 (36.3)

0.051

132 (67.3)

45 (54.9)

177 (63.7)

196 (100.0)

82 (100.0)

278 (100.0)
0.005

79 (40.3)
117 (59.7)

49 (59.8)
33 (40.2)

128 (46.0)
150 (54.0)

4.6.12 Age of first sexual activity.
Participants’ age of first penetrative sexual experience was significantly
associated with whether they consumed alcohol and whether or not they engaged in
binge drinking but not associated with level of alcohol consumed. Participants who had
an earlier age of first penetrative sexual experience reported that they were more likely
to drink alcohol and to have engaged in binge drinking in the previous four weeks of the
survey period (see Table 44).
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Table 44
Age of First Sexual Experiences and Alcohol Drinking, Number of Alcoholic Drinks and
Binge Drinking Pattern
Alcohol userelated variables

16 years or
below

17–18
years

Above 18
years

Total

P-value

23 (79.3)
6 (20.7)

Never had
penetrative
sex
36 (65.5)
19 (34.5)

Yes, drink alcohol
Never drink
alcohol
At
recommended
level
More than
recommended
level
Binge drinking
No binge drinking
One or more
binge drinking

134 (86.5)
21 (13.5)

89 (88.1)
12 (11.9)

282 (82.9)
58 (17.1)

0.001

51 (38.1)

33 (37.5)

6 (28.6)

11 (31.4)

101 (36.3)

0.771

83 (61.9)

55 (62.5)

15 (71.4)

24 (68.6)

177 (63.7)

52 (38.8)
82 (61.2)

43 (48.9)
45 (51.1)

9 (39.1)
14 (60.9)

24 (68.6)
11 (31.4)

128 (45.7)
152 (54.3)

0.012

Similar to the earlier age of penetrative sexual experience, whether participants
consumed alcohol and whether they engaged in binge drinking was significantly
associated with whether the participants were sexually active. Participants who were
sexually active were more likely to have consumed alcohol and to have engaged in
binge drinking in the past four weeks of the survey period. The level of alcohol
consumed was not found to be associated with whether the participants were sexually
active (see Table 45).
Table 45
According to Sexually Activity and Alcohol Drinking, Number of Alcoholic Drinks and
Binge Drinking Pattern
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
At recommended level
More than recommended
level
Binge drinking
No binge drinking
One or more binge
drinking

Had sexual
experience
246 (86.3)
39 (13.7)
90 (37.0)
153 (63.0)

Had not had sexual
experience
36 (65.5)
19 (34.5)
11 (31.4)
24 (68.6)

Total

P-value

282 (82.9)
58 (17.1)
101 (36.3)
177 (63.7)

0.001

104 (42.4)
141 (57.6)

24 (68.6)
11 (31.4)

128 (45.7)
152 (54.3)

0.007
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Neither participants’ recent sexual experience nor whether the participant had
had sex with single or multiple partners in the past 12 months were significantly
associated with alcohol consumption, level of alcohol consumed and their binge
drinking pattern (see Tables 46 and 47).

Table 46
According to Recent Sexual Activity (Past 12 Months) and Alcoholic Drinks, Number of
Alcoholic Drinks and Binge Drinking Pattern
Alcohol use-related variables
Yes, drink alcohol
Never drink alcohol
At recommended level
More than recommended level
Binge drinking
No binge drinking
One or more binge drinking

Had recent sex
229 (87.4)
33 (12.6)
87 (38.5)
139 (61.5)

Had not had
recent sex
17 (73.9)
6 (26.1)
3 (17.6)
14 (82.4)

Total

P-value

246 (86.3)
39 (13.7)
90 (37.0)
153 (63.0)

0.13
0.14
0.51

95 (41.7)
133 (58.3)

9 (52.9)
8 (47.1)

104 (42.4)
141 (57.6)

Table 47
Relationship between Number of Sexual Partners in the Past 12 Months and Alcoholic
Drinks, Number of Alcoholic Drinks and Binge Drinking Pattern
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
At recommended
level
More than
recommended level
Binge drinking
No binge drinking
One or more binge
drinking

One sexual partner

Total

P-value

95 (84.8)
17 (15.2)
31 (33.0)

More than one sexual
partner
129 (89.6)
15 (10.4)
56 (43.4)

224 (87.5)
32 (12.5)
87 (39.0)

0.34

63 (67.0)

73 (56.6)

136 (61.0)

43 (45.7)
51 (54.3)

52 (40.3)
77 (59.7)

95 (42.6)
128 (57.4)

0.15

0.50

4.6.13 Condom use.
Table 48 shows that use of condoms in the past 12 months was not significantly
associated with participants’ alcohol consumption or level of alcohol consumed.
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However, there was a significant association between condom use and participants’
binge drinking patterns. Those who had never used a condom had engaged in one or
more binge drinking episodes compared to those who had used a condom
inconsistently or who had used a condom every time they had sex in the previous four
weeks of the survey time.
Table 48
Relationship between Condom Use, Alcoholic Drinks, Number of Alcoholic Drinks and
Binge Drinking Pattern
Alcohol use-related
variables
Yes, drink alcohol
Never drink alcohol
At recommended
level
More than
recommended level
Binge drinking
No binge drinking
One or more binge
drinking

Use of
condom
every time
53 (82.8)
11 (17.2)
17 (32.1)

Inconsistent
condom use

Never used
a condom

Total

P-value

147 (88.0)
20 (12.0)
63 (43.2)

29 (93.5)
2 (6.5)
7 (25.9)

229 (87.4)
33 (12.6)
87 (38.5)

0.31

36 (67.9)

83 (56.8)

20 (74.1)

139 (61.5)

21 (39.6)
32 (60.4)

68 (46.3)
79 (53.7)

6 (21.4)
22 (78.6)

95 (41.7)
133 (58.3)

0.13

0.05

4.6.14 Alcohol use and drinking behaviours by AMIRS mean scores and
STI knowledge scores.
Independent sample t-tests revealed that the participants who drank alcohol
had higher AMIRS mean scores than those who did not drink alcohol in the past 12
months and the difference is statistically significant (p = 0.042). Similarly, the AMIRS
mean scores were significantly higher among the participants who had drunk alcohol
above the recommended level (p < 0.001). However, there is no significant difference in
AMIRS mean scores among the participants who had been binge drinking and who had
not been binge drinking (p = 0.711) (see Table 49).
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Table 49
AMIRS Mean Score and Alcohol Use/Misuse
Alcohol use-related variables
Alcohol use

Level of
alcohol
consumption

Binge drinking

Had drunk
alcohol
Hadn’t had
drunk alcohol
Drank
recommended
level
Drank above
recommended
level
No binge
drinking
One or more
binge drinking

2

P-value

0.00
9

0.042

4.480

0.07

<0.001

0.366

0.00
5

0.711

N

M

SD

df

280

2.21

0.39

336

Test
statistics
1.78

58

2.09

0.50

101

2.14

0.39

275

176

2.35

0.36

128

2.22

0.39

276

150

2.21

0.40

n

Table 50 shows that independent sample t-tests also revealed that although not
statistically significant, the participants who were involved in alcohol consumption, at
the same time drank alcohol more than the recommended level and were also involved
in one or more binge drinking episodes and had higher STI knowledge scores. This
means better STI knowledge does not necessarily conform to drinking patterns in this
group of young men.

Table 50
STI Knowledge Score
Alcohol use-related variables
Alcohol use
Had drunk alcohol
Had not had drunk
alcohol
STI
Drank recommended
knowledge
level
score
Drank above
recommended level
STI
No binge drinking
knowledge
score
One or more binge
drinking

2

N
282
58

Mean
4.95
4.76

SD
1.79
1.74

df
338

T-test
0.731

n
0.002

P-value
0.471

101

4.42

1.50

276

3.806

0.05

<0.001

177

5.25

1.88

128

4.84

1.67

278

0.815

0.002

0.421

152

5.02

1.90
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4.6.15 Summary.
This section of the results suggest that the majority of the participants drink
alcohol (71.2%), with most of them drinking about three or more standard drinks each
time they consume alcohol (63.7%), and most of them engaging in binge drinking
(54.3%) as well.

Concerning

to

socio-demographic

variables,

age,

employment,

living

arrangement, relationship status, and length of relationship were found to be
significantly associated with the drinking patterns of young men. Participants who
belong to an older age group were more likely to engage in drinking activities inclusive
of greater tendency towards binge drinking. Full-time employment was also found to be
significant when assessed against drinking and level of drinking; participants who
worked full time engaged more in drinking more than the recommended level as
compared to part-time and unemployed participants. Living with friends and
housemates, partners or alone also led to drinking more than the recommended level.
As to relationships, those who were in a current relationship were more likely to drink,
and those who had been in one relationship for quite some time recorded a significant
tendency towards binge drinking.

Alcohol consumption was further analysed according to the sexual behaviours
of participants, specifically according to their sexual attraction or identity, sexual
feelings and behaviours. Significant results were recorded within participants who
engaged in oral sex, those who were sexually active, those who experienced
penetrative sex (age of sexual debut) at an earlier age (16 years and below), and those
who never use condoms during sexual intercourse.

Participants who engage in oral sex and those who had given or received oral
sex within the past 12 months were more likely to drink as opposed to those who do
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not engage in oral sex. As per sexual activeness, being sexually active or not rendered
gathered data as significant when analysed according to drinking patterns; however,
those who were sexually active reported higher level of alcohol consumption and
reported higher tendencies towards binge drinking. Participants who had their first
experience of penetrative sex at a younger age (16 years and below) were also found
to drink more and engage in binge drinking more than those who had their first sexual
experience at age 18 and those who had never experienced such. Those who never
use condoms during sexual intercourse registered higher inclinations towards binge
drinking as well as opposed to those who use condoms. A non-statistically significant
result is that heterosexual participants were more likely to drink than participants with
differing sexual orientations; and those who had more than one sexual partner over the
course of 12 months were more likely to drink; however, those who had only one
sexual partner were more likely to drink more than the recommended level as opposed
to those who had more than one sexual partner.

Finally, hegemonic masculinity was also a very prevalent factor that affected
drinking, as shown within the statistical data. The results revealed that participants who
had higher AMIRS scores drank more than those who had lower AMIRS scores, and
such alcohol consumption was higher than the recommended level, showing that
masculinity affects alcohol-related risk behaviours of young men.

4.7 Illicit Drug Use
Nearly three in ten (28.0%) participants had ever used any illicit drugs. Like
alcohol use, a considerable proportion of participants (14.6%) did not respond to this
question. The reason could be that respondents were uncomfortable talking about their
drug use (see Table 51).
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Table 51
Types of Illicit Drug Use (in the Past 12 Months)
n (%)
Ever used drug(s)
Yes
No
Not specified

111 (28.1)
227 (57.3)
58 (14.6)

Types of drugs used
(multiple response)
(n = 111)

Mixing of drugs (multiple
response) (n = 111)

Marijuana/Cannabis
Ecstasy
Speed/Other amphetamines
Cocaine
Ice
LSD
Inhalants
Heroin

86 (39.6)
36 (16.6)
29 (13.4)
22 (10.1)
16 (7.4)
11 (5.1)
9 (4.1)
8 (3.7)

Marijuana

41 (18.9)

Marijuana and one other drug
Mixed of drugs other than
marijuana
Single drug use

45 (20.7)
21 (9.7)
110 (50.7)

Number of times drug
used (N = 102)
Once or twice
3–5 times
6–9 times
10–19 times
20–39 times
40 or more times

49 (48.0)
16 (15.7)
13 (12.7)
5 (4.9)
5 (4.9)
14 (13.7)

Illicit drug use was first analysed via determination of types of drugs that were
generally used by the participants within the period of the past 12 months (see Table
51). The surveyed participants were given a set of multiple responses from which they
could list one or more drug they have ever used within the given period. Results
gathered showed that marijuana/cannabis, ecstasy, speed and other amphetamines,
and cocaine were the top four types of drugs that were used by the participants,
headed by marijuana/cannabis, which recorded the highest number of usage among
participants. As per marijuana/cannabis, about four in ten participants (39.6%) reported
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such use in the previous year, while ecstasy was used in about 16% of participants,
speed in about 13% of participants, and cocaine in about 10% of participants. Other
types of drugs that were used by the participants were Ice, LSD, inhalants and heroin.

To understand participants’ illicit drug use, usage of more than one drug or the
mixing of illicit drugs was identified through the surveys. The mixing of one or more
illicit drugs was reported among the respondents similar to previous means of
registering multiple responses by participants. The table below shows that about half of
the participants mixed drugs upon use while half chose to use drugs individually. The
results revolving around the mixing of drugs were: 18.9% of participants consumed
marijuana, 20.7% of participants mixed marijuana with another drug, and 9.7% of
participants mixed drugs other than marijuana (see Table 51).

Table 51 also shows that illicit drug use among the participants is quite high.
The majority of the participants (52%) had used drugs more than three times in the
year prior to being surveyed and the rest of them had used drugs at least once or
twice. Alarmingly, nearly a quarter of the participants (23.5%) reported they have used
drugs as many as 10 times or more in the previous year. This means that the use of
marijuana and other forms of drugs are common among some rural and regional young
men in Australia.

4.7.1 Relationship between drug use and socio-demographic factors.
Participants’ drug use was analysed against demographic variables of the
participants (see Table 52). The analysis of the use of drugs according to the
participants’ geographical locations (p = 0.36), RRMA status (p = 0.26) and ARIA (p =
0.42) revealed no significant difference. However, it was found that participants from
Albury-Wodonga (37.8%) reported drug use more than did the participants from
Ballarat (30.3%) and Shepparton (30.0%). Similarly, when analysed according to the
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RRMA and ARIA, it was seen that participants from the R2 reported more drug use
than the participants from the R1 and R3 & Rem1 and those who belonged to the A had
used more drugs than the participants who belonged to the HA and MA.
Drug use was marginally significant (p = 0.05) according to the TAFE institutes
at which participants were studying at the time of survey. It was seen that participants
from the Riverina and Wodonga TAFEs (40.4%) were more likely to have used drugs
than the participants from Ballarat TAFE (33.6%) and GOTAFE (25.0%).
Table 52
Socio-demographic Factors and Illicit Drug Use
Variables
Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A > 1.84–3.51
MA 3.51–
TAFE institutes
University of Ballarat—TAFE
Riverina & Wodonga Institute of
TAFEs
Goulburn Ovens TAFE
Age
16–18 years
19–25 years
Level of education
Year 10/Less than Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members

Use of illicit drugs
Yes
No

Total

P-value

33 (30.3)
33 (30.0)
45 (37.8)

76 (69.7)
77 (70.0)
74 (62.2)

109 (100.0)
110 (100.0)
119 (100.0)

0.36

54 (35.3)
17 (39.5)
40 (28.2)

99 (64.7)
26 (60.5)
102 (71.8)

153 (100.0)
43 (100.0)
142 (100.0)

0.26

71 (31.3)
31 (38.8)
9 (29.0)

156 (68.7)
49 (61.3)
22 (71.0)

227 (100.0)
80 (100.0)
31 (100.0)

0.42

41 (33.6)
42 (40.4)

81 (66.4)
62 (59.6)

122 (100.0)
104 (100.0)

0.05

28 (25.0)

84 (75.0)

112 (100.0)

27 (22.5)
84 (38.9)

93 (77.5)
132 (61.1)

120 (100.0)
216 (100.0)

<0.01

28 (33.7)
21 (27.3)
47 (36.2)
15 (35.7)

55 (66.3)
56 (72.7)
83 (63.8)
27 (64.3)

83 (100.0)
77 (100.0)
130 (100.0)
42 (100.0)

0.61

52 (48.1)
25 (19.4)
34 (35.8)

56 (51.9)
104 (80.6)
61 (64.2)

108 (100.0)
129 (100.0)
95 (100.0)

<0.01

54 (32.5)

112 (67.5)

166 (100.0)

0.02
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Variables
With friends/housemates/r/
Partner
Alone
Current relationship status
In a relationship
Not in a relationship
Length of relationship
Less than one year
More than one year

Use of illicit drugs
Yes
No
22 (23.9)
70 (76.1)
20 (51.3)
19 (48.7)
15 (36.6)
26 (63.4)

Total

P-value

92 (100.0)
39 (100.0)
41(100.0)

59 (36.0)
52 (30.4)

105 (64.0)
119 (69.6)

164 (100.0)
171 (100.0)

0.33

22 (25.3)
37 (48.1)

65 (74.7)
40 (51.9)

87 (100.0)
77 (100.0)

0.004

There were significant associations with the participants’ drug use along with
their age group (p < 0.01), employment status (p < 0.01), living arrangement (p = 0.02)
and length of relationship (p = 0.004) but not according to their relationship status (p =
0.33).

Participants were found to have used drugs if they were in the older age group
than younger (38.9% v. 22.5%), and were employed full time (48.1%) than employed
part time (19.4%) and unemployed (35.8%). Similar to alcohol use, a larger number of
participants with either Aboriginal or Torres Strait Islander status (83.3%) reported drug
use than the non-Aboriginal participants (31.7%).

Participants were more likely to use drugs if they were living with their partner
(51.3%) than those who were living alone (36.6%), with family members (32.5%) and
with friends/housemates (23.9%). Similarly, the participants who were in a relationship
with their partner for more than one year were found to use more drugs than those who
were in a relationship for less than one year.

4.7.2 Illicit drug use according to sexual identity and behaviours.
It was found that participants’ drug use was not significantly related to their
sexual identity, oral sex experience, recent or past penetrative sexual experiences, or
number of sexual partners in the past 12 months. Although not significant, more
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heterosexual participants reported using drugs than non-heterosexual participants.
Those who had more oral sex activity and recent penetrative sexual experience in the
past 12 months seemed to use more drugs (see Table 53).

Participants who had their sexual debut after 18 years of age were found to use
drugs more (48.3%) than the participants who had sexual initiation at 16 years (38.7%)
or below and between 17 and 18 years (24%).

Participants’ condom use in the previous year was significantly associated with
their drug use (p = 0.02). Drug use was more than two times higher (56.7%) among the
participants who had never used a condom than among those who had used condoms
regularly in the previous year.
Table 53
Sexual Activity and Illicit Drug Use
Use of illicit drugs
Yes
No
Sexual identity
Heterosexual
Non-heterosexual
Oral sex
Had oral sex
Had not had oral sex
Age of first penetrative sex
16 years or below
17–18 years
18 years or above
Never had penetrative sex
Recent penetrative sex
Yes
No
No of sexual partners (past 12
months)
One sexual partner
More than one sexual partner
Use of condoms
Use of a condom every time
Inconsistent condom use
Never used a condom

Total

P-value

97 (33.6)
12 (25.5)

192 (66.4)
35 (74.5)

289 (100.0)
47 (100.0)

0.36

82 (36.1)
28 (25.7)

145 (63.9)
81 (74.3)

227 (100.0)
109 (100.0)

0.07

60 (38.7)
24 (24.0)
14 (48.3)
13 (24.1)

95 (61.3)
76 (76.0)
15 (51.7)
41 (75.9)

155 (100.0)
100 (100.0)
29 (100.0)
54 (100.0)

0.01

91 (34.9)
7 (30.4)

170 (65.1)
16 (69.6)

261 (100.0)
23 (100.0)

0.18

37 (33.3)
50 (34.7)

74 (66.7)
94 (65.3)

111 (100.0)
144 (100.0)

0.92

17 (26.6)
57 (34.1)
17 (56.7)

47 (73.4)
110 (65.9)
13 (43.3)

64 (100.0)
167 (100.0)
30 (100.0)

0.02

195

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

4.7.3 Relationship between illicit drug use, masculinity and STI knowledge
scores.
Independent sample t-tests revealed that there is significant difference in STI
knowledge scores among the participants who had used drugs and who had never
used drugs. However, there were no significant differences in AMIRS mean scores
between these two groups (see Table 54).
Table 54
Relationship between Illicit Drug Uses and AMIRS and STI Knowledge Score
Variables
AMIRS score
mean
STI knowledge
score

N

Used drug
Did not use drug

110
226

Mean
2.14
2.22

SD

df

0.44
0.40

334

Used drug

111

5.23

1.98

Did not use drug

227

4.75

1.67

336

2

Test
statistics
1.717

n

P-value

0.009

0.09

2.361

0.02

0.02

4.7.4 Sex under the influence of alcohol and illicit drugs.
Respondents were also asked to ascertain whether the respondents have had
sex in the past under the influence of illicit drugs or alcohol. It was found that more than
one in five respondents (22.6%) had had sex under the influence of alcohol once,
10.9% had had sex a few times, and very few (2.6%) mentioned that they had done so
often, while 77.4% said they had not ever had sex under the influence of alcohol (see
Table 55).
Table 55
Sex under the Influence of Alcohol and Illicit Drug

Once
A few times
Often
No
Total

Under the influence of alcohol
n
%
25
9.1
30
10.9
7
2.6
212
77.4
274
100.0

Under the influence of drugs
n
%
12
11.1
4
3.7
3
2.8
89
82.4
108
100.0

Only a small proportion of the respondents (17%) mentioned they had had sex
with someone while under the influence of illicit drugs, usually they would not have
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because they were too high at the time; however, a large majority (83%) of the
respondents said ‘no’. Being under the influence of drugs or alcohol can often be
associated with unprotected sex, which could lead to contract STIs including HIV AIDS.

4.8 Self-reported General Health Status of the Participants
Survey respondents’ general health was assessed using a five-point SF-36
single item scale designed to measure their general health. Participants were given a
choice of selecting one of the five options, ‘poor’, ‘fair’, ‘good’, ‘very good’ and
‘excellent’ to rate their general health status. Table 56 shows participants’ self-rated
general health status.

Table 56
Participants’ Self-reported General Health Status
General health status
Poor
Fair
Good
Very good
Excellent
Total
Missing value

n (%)
6 (1.7)
33 (9.3)
97 (27.3)
146 (41.1)
73 (20.6)
355 (100.0)
41 (10.4)

The large majority (almost 89%) rated their health as either ‘good’, ‘very good’
or ‘excellent’ with more than two-thirds rated as ‘good/very good’ (68%) followed by
excellent (20.6%) and poor/fair (11.0%).

4.8.1 According to demographic factors.
Self-rated general health status of the participants was analysed according to
their demographic variables (see Table 57). It was found that participants’ perceived
general health status was consistent with their demographic characteristics. The only
significant differences were seen when participants’ perceived general health status

197

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

were analysed according to their employment status (p = 0.007) and living
arrangement (p < 0.001). Those who were unemployed were more likely to report their
health as ‘poor/fair’ (20.6%) compared to those who were either employed full time
(8.8%) or part time (6.0%). That means unemployed participants were less likely to
perceive their health as good than those who were either employed full time or part
time. Participants who were living with their family members (17.7%) were found to be
more likely to perceive their health as ‘poor/fair’ than those who were living with people
other than family members (friends, partners, housemates), or alone (4.4%). This is an
important factor because it suggests that the participants who reported their health as
‘poor/fair’ might be that they were more likely to require care and therefore rely on
family members to provide this.
Table 57
Participants’ Self-reported General Health Status According to their Demographics
Variables
Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A >1.84–3.51
MA 3.51–
TAFE institutes
University of Ballarat–TAFE
Riverina & Wodonga Institute
of TAFEs
Goulburn Ovens TAFE
Course of study
Food and beverage
Health sciences
Computer sciences
Building and construction
Commerce
Beauty therapy
Agriculture and land

Poor/Fair

Good/Very
Good

Excellent

P-value

13 (11.7)
9 (7.7)
17 (13.4)

77 (69.4)
80 (68.4)
86 (67.7)

21 (18.9)
28 (23.9)
24 (18.9)

0.35

14 (8.9)
8 (17.0)
17 (11.3)

109 (69.4)

34 (21.7)
8 (17.0)
31 (20.5)

0.62

23 (9.8)
10 (11.5)
6 (18.2)

163 (69.4)

49 (20.9)
16 (18.4)
8 (24.2)

0.57

61 (70.1)
19 (57.6)

16 (12.4)
16 (14.5)

89 (69.0)
73 (66.4)

24 (18.6)
21 (19.1)

0.26

7 (6.1)

81 (69.8)

28 (24.1)

4 (13.3)
2 (6.7)
12 (16.7)
2 (3.6)
1 (5.0)
2 (9.5)
3 (10.7)

20 (66.7)
21 (70.0)
44 (61.1)
41 (73.2)
15 (75.0)
13 (61.9)
19 (67.9)

6 (20.0)
7 (23.3)
16 (22.2)
13 (23.2)
4 (20.0)
6 (28.6)
6 (21.4)
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Variables
Automotive
Arts
Age
16–18 years
19–25 years
Level of education
Year 10/Less than Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
With family members
With other than family
members
(friends/housemates/partners)
or alone
Current relationship status
In a relationship
Not in a relationship

Poor/Fair

Good/Very
Good
35 (76.1)
19 (67.9)

Excellent

17 (13.3)
22 (9.8)

80 (62.5)
162(72.3)

31 (24.2)
40 (17.9)

0.16

10 (11.2)
7 (9.0)
17 (12.7)
5 (10.6)

63 (70.8)
54 (69.2)
91 (67.9)
31 (66.0)

16 (18.0)
17 (21.8)
26 (19.4)
11 (23.4)

0.97

10 (8.8)
8 (6.0)
21 (20.6)

79 (69.9)
95 (71.4)
66 (64.7)

24 (21.2)
30 (22.6)
15 (14.7)

0.007

31 (17.7)
8 (4.4)

112 (64.0)
131 (72.8)

32 (18.3) <0.001
41 (22.8)

15 (8.8)
23 (12.7)

121 (71.2)
121 (66.9)

34 (20.0)
37 (20.4)

4 (8.7)
7 (25.0)

P-value

7 (15.2)
2 (7.1)

0.48

There was no association between self-rated general health status of the
participants and their geographical locations (p = 0.35). Similarly, no associations were
found when participants’ perceived health status was analysed according to RRMA (p =
0.62), ARIA (p = 0.57) and TAFE institutions (p = 0.26). Likewise, there was no
difference in response according to their course of study (p = 0.39), age (p = 0.16),
level of education (p = 0.97) and current relationship status (p = 0.48).

4.8.2 Relationship between AMIRS and STI knowledge scores and
perception of general health status of the participants.
ANOVA revealed that masculinity scores (AMIRS mean scores) were
significantly different according to the participants’ perception of their own health status.
Participants who perceived their health as ‘excellent’ were also found to have a higher
AMIRS score than those who perceived their health as ‘fair/poor’. There is no
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significant relationship between the participants’ STI mean knowledge scores and
perceived health status (see Table 58).
Table 58
Participants’ General Health Status and AMIRS and STI Knowledge
Variables
AMIRS mean
score

Poor
Good
Excellent

STI knowledge
score

Poor
Good
Excellent

N

Mean

SD

39

1.97

.55

242
73

2.20
2.22

.39
.40

39

5.17

1.94

243
73

4.93
4.69

1.79
1.85

n2

P-value

2, 351

Test
statistics
6.22

0.03

0.002

2,352

0.95

0.005

0.391

df

4.8.3 Perception of general health status according to sexual behaviour of
the participants.
Table 59 shows the relationship between self-reported health status of the
participants and their sexual identity and sexual behaviours such as age of first
penetrative sex, giving or receiving oral sex, number of sexual partners, and use of
condoms in the past 12 months.

Table 59
Participants’ Self-reported General Health Status According to Their Sexual Behaviour
Variables
Sexual identity
Heterosexual
Non-heterosexual (gay,
bisexual and unsure)
Oral sex
Yes
No
Sexually active
Had penetrative sex
Had not had penetrative sex
Age of sexual initiation
16 years or below 16 years
Above 16 years

Poor/Fair

Good/Very Good

Excellent

Pvalue

32 (10.6)
7 (13.2)

207 (68.8)
35 (66.0)

62 (20.6)
11 (20.8)

0.85

22 (9.2)
17 (14.9)

174 (72.5)
68 (59.6)

44 (18.3)
29 (25.4)

0.06

27 (9.2)
12 (20.0)

210 (71.2)
33 (55.0)

58 (19.7)
15 (25.0)

0.02

12 (7.5)
15 (11.1)

122 (76.3)
88 (65.2)

26 (16.3)
32 (23.7)

0.11
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Variables
No of sexual partners (past 12
months)
One sexual partner
More than one sexual partner
Condom use
Use of a condom every time
Inconsistent/No condom use

Poor/Fair

Good/Very Good

Excellent

Pvalue

9 (7.8)
10 (6.8)

83 (72.2)
108 (73.0)

23 (20.0)
30 (20.3)

0.95

5 (7.7)
22 (9.6)

39 (60.0)
171 (74.3)

21 (32.3)
37 (16.1)

0.01

Significant differences were seen between self-rated health status of the
participants and whether or not participants were sexually active (p = 0.02) and use or
not/inconsistent use of condoms (p = 0.01) in the past 12 months during penetrative
sex. It was found that sexually active participants were less likely to rate their health as
‘excellent’ than those who were not sexually active during the time of the survey
(18.3% v. 25.4%). As many as twice the number of participants who used condoms
every time they had penetrative sex in the past 12 months rated their health as
‘excellent’, compared to those who had not used or were inconsistent in using condoms
(32.3% v. 16.1%). These are important factors because they equate general health
status of the participants with their sexual health and wellbeing.

There were no significant differences in self-rating health status according to
participants’ sexual identity (p = 0.85), whether given or received oral sex in the past 12
months (p = 0.6), age of first penetrative sex (p = 0.11) and number of sexual partners
in the past 12 months (p = 0.95).

4.8.4 Summary.
The results revealed that the majority of respondents classified their health
status as excellent and good/very good, and a few (equivalent to 20%), classified their
health as poor or fair. Within the analysis, socio-demographic variables such as
employment status and living arrangement had a significant effect, whereas
respondents who were unemployed reported a poor/fair health status, and respondents
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who lived with their families reported a poor/fair health status as well. Such results
were viewed as outcomes of an inability to tend for one’s self or an incapability of the
respondent to provide for one’s self on his own. AMIRS scores were significant as well
while STI knowledge scores were not; higher AMIRS scores corresponded to an
excellent self-perception of health status. Such results are consistent with the
hegemonic masculinity construction that men must always view themselves as healthy
and able.

Finally, sexual behaviours, such as sexual activeness and use of condoms also
proved significant when evaluated against self-generated health status of respondents.
Firstly, respondents who were sexually active were less likely to rate their health as
excellent as opposed to those who rated themselves as good/very good and poor/fair.
On the other hand, respondents who inconsistently used condoms rated their health as
good/very good, as opposed to respondents who always used condoms.
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4.9 Risk Perception of Becoming Infected with an STI Infection
Participants were asked a question that explored the degree to which they
thought they might be at risk of becoming infected with an STI. Participants were given
a choice of selecting one of the five categories: ‘never’, ‘very unlikely’, ‘unlikely’, ‘likely’
or ‘very likely’.

Table 60
Likelihood of Becoming Infected with an STI
n (%)
58 (16.4)
149 (42.2)
115 (32.6)
20 (5.7)
11 (3.1)
353(100.0)
43 (10.9)

Never
Very unlikely
Unlikely
Likely
Very likely
Total
Missing value

Table 60 shows participants’ responses regarding whether or not they would
consider themselves at risk of an STI. It was seen that the large majority (more than
90%) of the participants selected ‘never/very unlikely/unlikely’ with 16.4% selecting
‘never’. That means that generally, the majority of the participants surveyed did not
believe they were at risk of becoming infected with an STI.

4.9.1 According to demographic factors.
Participants’ thoughts of becoming infected with an STI were analysed against
demographic variables of the participants Table 61. It was found that surveyed
participants’ perceived risk of becoming infected with an STI is consistent with all
demographic variables except the living arrangement of the participants. There was a
significant association in the proportion of participants’ perceived risk of becoming
infected with an STI according to their living arrangement (p = 0.001). It was seen that
more participants (11.4 %) who lived alone or with others (friends/housemates/partner)
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believed they were ‘likely/very likely’ to become infected with an STI compared to those
who were with their family members (6.1%). This is an important factor because it
indicates that opportunity for sexual activities as well as vulnerability to STIs among the
survey participants increases when they live outside their family.
Table 61
Likelihood of Becoming Infected with an STI According to the Demographics
Variables
Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A >1.84–3.51
MA 3.51–
TAFE institutes
University of Ballarat—
TAFE
Riverina & Wodonga
Institute of TAFEs
Goulburn Ovens TAFE
Course of study
Food and beverage
Health sciences
Computer sciences
Building and
construction
Commerce
Beauty therapy
Agriculture and land
Automotive
Arts
Age
16–18 years
19–25 years
Level of education
Year 10/Less than Year
10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members

Never

Very
unlikely

Unlikely

Likely

Very
likely

16 (14.4)
19 (16.4)
23 (18.3)

51 (45.9)
52 (44.8)
46 (36.5)

32 (28.8)
38 (32.8)
45 (35.7)

10 (9.0)
3 (2.6)
7 (5.6)

2 (1.8)
4 (3.4)
5 (4.0)

0.43

26 (16.6)
8 (17.4)
24 (16.0)

67 (42.7)
15 (32.6)
67 (44.7)

54 (34.4)
15 (32.6)
46 (30.7)

6 (3.8)
6 (13.0)
8 (5.3)

4 (2.5)
2 (4.3)
5 (3.3)

0.49

41 (17.5)
16 (18.6)
1 (3.0)

101 (43.2)

77 (32.9)
24 (27.9)
14 (42.4)

9 (3.8)
9 (10.5)
2 (6.1)

6 (2.6)
2 (2.3)
3 (9.1)

0.06

35 (40.7)
13 (39.4)

16 (12.4)

59 (45.7)

40 (31.0)

11 (8.5)

3 (2.3)

0.29

20 (18.3)

39 (35.8)

39 (35.8)

7 (6.4)

4 (3.7)

22 (19.1)

51 (44.3)

36 (31.3)

2 (1.7)

4 (3.5)

4 (13.3)
6 (20.0)
8 (11.1)
12 (21.4)

15 (50.0)
16 (53.3)
26 (36.1)
24 (42.9)

9 (30.0)
7 (23.3)
28 (38.9)
16 (28.6)

2 (6.7)
1 (3.3)
6 (8.3)
4 (7.1)

0 (0.0)
0 (0.0)
4 (5.6)
0 (0.0)

4 (20.0)
1 (5.0)
6 (21.4)
9 (19.6)
6 (22.2)

7 (35.0)
12 (60.0)
11 (39.3)
16 (34.8)
13 (48.1)

8 (40.0)
6 (30.0)
8 (28.6)
17 (37.0)
7 (25.9)

0 (0.0)
0 (0.0)
1 (3.6)
4 (8.7)
0 (0.0)

1 (5.0)
1 (5.0)
2 (7.1)
0 (0.0)
1 (3.7)

22 (17.3)
35 (15.7)

53 (41.7)
96 (43.0)

39 (30.7)
76 (34.1)

8 (6.3)
12 (5.4)

5 (3.9)
4 (1.8)

0.73

20 (23.0)

28 (32.2)

31 (35.6)

7 (8.0)

1 (1.1)

0.27

12 (15.4)
19 (14.2)
6 (12.8)

34 (43.6)
67 (50.0)
19 (40.4)

24 (30.8)
41 (30.6)
17 (36.2)

6 (7.7)
5 (3.7)
2 (4.3)

2 (2.6)
2 (1.5)
3 (6.4)

18 (16.1)
25 (18.8)
13 (12.9)

41 (36.6)
64 (48.1)
43 (42.6)

42 (37.5)
37 (27.8)
35 (34.7)

9 (8.0)
4 (3.0)
7 (6.9)

2 (1.8)
3 (2.3)
3 (3.0)

0.40

30 (16.8)

83 (46.4)

55 (30.7)

2 (1.1)

9 (5.0)

0.001
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Variables

Never

Other
(friends/housemates/
partner) or alone
Current relationship
status
In a relationship
Not in a relationship

Unlikely

Likely

28 (16.1)

Very
unlikely
66 (37.9)

P-value

18 (10.3)

Very
likely
2 (1.1)

60 (34.5)

33 (19.5)
24 (13.3)

77(45.6)
72(40.0)

46 (27.2)
68 (37.8)

8 (4.7)
12 (6.7)

5 (3.0)
4 (2.2)

0.17

There were no significant differences in responses of participants related to
geographical location (p = 0.43), RRMA (p = 0.49), ARIA (p = 0.06) TAFE institutes (p
= 0.29), course of study (p = 0.63), younger and older age group (p = 0.73), level of
education (p = 0.27), employment status (p = 0.40) and current relationship status (p =
0.17) (see Table 61).

4.9.2 Relationship between STI risk perceptions and AMIRS and STI
knowledge scores.
Independent sample t-tests revealed that masculinity scores (AMIRS mean
scores) were significantly different according to the participants’ perception of risk of
becoming infected with an STI. Participants who believed they were at risk of becoming
infected with an STI were also found to have the highest AMIRS scores. There is no
significant relationship between the participants’ STI mean knowledge scores and
perceived health status.
Table 62
Likelihood of STI and AMIRS and STI Knowledge Mean Scores
Variables

AMIRS mean
score

STI knowledge
score

n2

Pvalue

2, 351

Test
statistic
s
0.22

0.03

0.04

2, 352

1.56

0.02

0.11

N

M

SD

df

58

2.20

0.42

Very unlikely
Unlikely
Likely
Very likely
Never

149
115
20
10
58

2.20
2.15
2.17
2.57
4.86

0.43
0.40
0.39
0.37
1.73

Very unlikely

149

4.84

1.68

Never
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Variables

Unlikely
Likely
Very likely

N

M

SD

115
20
11

4.90
5.90
4.27

1.99
1.71
2.19

df

Test
statistic
s

n2

Pvalue

4.9.3 Relationship between STI risk perception and sexual behaviours of
the participants.
Table 63 shows the relationship with risk perception of participants becoming
infected with an STI according to their sexual identity and sexual behaviours such as
age of first penetrative sex, given or received oral sex, number of sexual partners and
use of condoms in the past 12 months during penetrative sex.

There were significant differences in risk perceptions of becoming infected with
an STI among the participants who were heterosexual or non-heterosexual (gay,
bisexual and unsure about sexual identity) (p < 0.01), their age of first penetrative sex
(p = 0.05), number of sexual partners in past 12 months (p = 0.004). Participants who
had earlier initiation of penetrative sex (16 years or below) were more likely to believe
they were at risk of becoming infected with an STI than those who had first sexual
intercourse after the age of 16 years (10% v. 6.7%). Similarly, participants who
reported having more than one sexual partner in the past 12 months were more likely
to believe that they were at greater risk of becoming infected with an STI than those
who had one sexual partner (10.8% v. 4.3%) in the past 12 months.

There were no significant differences in relation to participants’ perceptions of
becoming infected with an STI and given or received oral sex (p = 0.09), whether or not
they were sexually active (p = 0.71) and use of condoms during penetrative sex in the
past 12 months (p = 0.61). Although statistically not significant, it was seen that
participants who have given or received oral sex in the past 12 months were more
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likely to believe they were at risk of becoming infected with an STI (8.6% v. 6.1%). A
slightly higher proportion of participants who had used condoms or inconsistently used
condoms in the past 12 months (9.2%) believed they were more likely to be at risk of
becoming infected with an STI than the participants who had used a condom every
time they had sex (6.2%).

Table 63
Likelihood of STI According to Sexual Behaviours
Variables
Sexual identity
Heterosexual
Non-heterosexual (gay,
bisexual and unsure)
Oral sex
Yes
No
Sexually active
Had penetrative sex
Had not had
penetrative sex
Age of sexual initiation
16 years or below 16
years
Above 16 years
No of sexual partners
(past 12 months)
One sexual partner
More than one sexual
partner
Condom use
Regular condom use
Inconsistent/No
condom use

Never

Very
unlikely

Unlikely

Likely

Very
likely

Pvalue

48 (16.1) 138 (46.2)
10 (18.9) 10 (18.9)

87 (29.1) 17 (5.7)
28 (52.8) 3 (5.7)

9 (3.0) <0.01
2 (3.8)

33 (13.8)
25 (21.9)

96 (40.2)
53 (46.5)

86 (36.0) 16 (6.7)
29 (25.4) 4 (3.5)

8 (3.3)
3 (2.6)

0.09

45 (15.4) 124 (42.3)
13 (21.7) 25 (41.7)

99 (33.8) 16 (5.5)
16 (26.7) 4 (6.7)

9 (3.1)
2 (3.3)

0.71

19 (11.9)

62 (39.0)

62 (39.0) 12 (7.5)

4 (2.5)

0.05

26 (19.4)

62 (46.3)

37 (27.6)

5 (3.7)

26 (22.6)
14 (9.5)

53 (46.1)
61 (41.2)

31 (27.0) 2 (1.7)
57 (38.5) 12 (8.1)

3 (2.6) <0.01
4 (2.7)

13 (20.0)
32 (14.0)

29 (44.6)
95 (41.7)

19 (29.2)
2(3.1)
80 (35.1) 14 (6.1)

2 (3.1)
7 (3.1)

4 (3.0)

0.61

4.9.4 Summary.
The results revealed that most of the respondents, (over 90%), reported that
they were never, very unlikely or unlikely to be infected with STIs, a very significant
value as opposed to those who answered otherwise. As such, it is established that
most of the young men were confident as to their sexual health and the extent of their
engagement in sexual activities. When analysed according to socio-demographics, the
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results were found to be significant only with the living arrangement variables wherein
respondents who lived with their friends recorded that they were more prone to
acquiring STIs. The free and unrestricted environment in such a living arrangement,
which allows any individual to engage in any activity without impeding factors accounts
for such results.

Moreover, results were significant when compared with AMIRS scores whereas
individuals who had the highest AMIRS scores equally believed that they were at a
high risk of acquiring STIs, somehow signifying that too much idealism in hegemonic
masculinity leads to vulnerability to high-risk behaviours and ultimately, health risks and
other dangers.

Lastly, a number of sexual behaviour-related factors have significantly affected
the likelihood of acquiring STIs, including: 1) sexual identity, 2) age of first penetrative
sex experience, and 3) number of sexual partners. These are significant factors as
sexual identity, earlier age of sexual initiation, and number of sexual partners are
considered important predictors for becoming infected with an STI.
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4.10 Health Services
4.10.1 Participants’ awareness regarding availability and proximity of
health services.
Availability and proximity or nearness of health services were analysed to
establish more information regarding the acquisition of health services by the young
men. To accomplish such, respondents were first asked which health facilities were
available in their community and were then asked which health facilities were nearest
to their home.
Table 64 reveals that participants identified hospital, general practice and
community health centres as the top three categories of health facilities available in the
rural and regional level. It was also found that one in 20 participants was also aware of
a sexual health clinic in their localities.
Table 64
Participants Awareness of Availability of Health Services Facilities (Multiple Responses
by the Participants)
Available health services

n (%)
308 (21.8)
295 (20.9)
232 (16.4)
153 (10.8)
86 (6.1)
84 (5.9)
79 (5.6)
67 (4.7)
57 (4.0)
51 (3.6)
1412 (100)

Hospital
GP
Community health service
Youth centre/services
Mother and child health centre/clinic
Uniting care or church-based services
Sexual health clinic
Family planning clinic
Aboriginal health clinic
Do not know
Total

% of cases
89.3
85.5
67.2
44.3
24.9
24.3
22.9
19.4
16.5
14.8
409.3

4.10.2 Proximity of health services.
Table 65 reveals participants’ awareness about their nearest health services
according to the proximity from where they lived during the survey period. Participants’
awareness of the availability of different health facilities meant that GPs, hospital and
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community health services were the top three close health facilities mentioned, but
participants mentioned general practice as the nearest among the three.
Table 65
Proximity of Health Services
Health services
GP
Hospital
Community health service
Other (youth centre/services, sexual health clinic, MCH, FP, Aboriginal
health, uniting care, church-based services
Do not know
Total

n (%)
128 (37.1)
99 (28.7)
32 (9.3)
19 (5.5)
67 (19.4)
345 (100.0)

4.10.3 Relationships between participants’ awareness of health service
centres according to geography and demographics.
Such results were then analysed against geographical status, and RRMA and
ARIA classification, in which hospitals were found to be significant with geographical
locations. Similarly, youth services were significant along with geographical locations
and inclusive of R1; sexual health clinics were significant along with Ballarat and
Albury-Wodonga, R1, and HA locations, and Aboriginal health services were significant
along with Ballarat and Albury-Wodonga and R1.
Nearness or proximity of health services was much more common for GPs and
hospitals while about three out of ten participants were not aware of any near health
service to their home. Such lack of awareness was more prevalent according to
employment, education, and living arrangement wherein respondents who displayed a
lack of awareness were much more evident within the unemployed, those above Year
12, and those who lived alone. Some other factors showed notable variations including:
older participants were more likely to report GPs as close to where they are living at the
time of survey while younger participants were more likely to report hospitals; and
participants with Torres Strait Islander or Aboriginal status did not report any
awareness of a GP near their homes.
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4.11 Young Men’s Sources of Sexual Health-related Information
Respondents were asked to select the sources they used for information
regarding sexual health from a list of sources in the questionnaire and were asked to
rate the level of trust associated with these sources. Figure 1 shows the sources
trusted and used by participants for information about sexual health-related issues.
16.8
16.8

School Teacher

11.1
13.3

Relative
Brother

7.2
4.3
10.7
13.4

Mother

13.9

Father

14.0

Sister

Media

43.5
42.4
37.9

15.7

45.0

Internet websites
Health magazines

31.3

Youth Workers

41.9

18.3

Community Health Nurse

52.0

44.2
64.5

23.0

General Practitioner

73.1

45.5

61.1

Friends
0.0

10.0

20.0

Trusted

30.0

40.0

50.0

60.0

70.0

70.0

80.0

Used

Figure 1 Trust and Use of sources for sexual health related information
Although GPs (73.1%) and community health nurses (64.5%) were considered
the most trusted source of advice on sexual health matters, only 45% ever consulted a
GP and 12% ever consulted a community health nurse for advice on sexual health.
Siblings, relatives and school teachers were considered the least preferred sources for
sexual health-related information. Just over one in four participants trusted their
parents as a dependable source of information regarding sexual health, but they have
rarely used them (just over 10%). This means young men are uncomfortable in bringing
sexual health issues to their parents.
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The most common sources used by the respondents for information about
sexual health were friends, Internet websites and health magazines. These findings
suggest that young men preferred to seek sexual health-related advice from nonconfronting sources, although in reality they actually trusted these sources less.
Participants’ categorised the source of information they had use or trusted into four
categories: trusted and used; trusted but not used; used but not trusted; and neither
trusted nor used.
Table 66
Sources of Information (Trust v. Use)
Source
Friends
GP
Nurse
Youth worker
Health magazine
Internet
Internet chat
Media
Father
Mother
Brother
Sister
Relative
School teacher

Trusted and
used
171 (43.2)
144 (36.4)
52 (13.1)
30 (7.6)
39 (9.8)
88 (22.2)
3(0.8)
22 (5.6)
53 (13.4)
46 (11.6)
23 (5.8)
11 (2.8)
16 (4.0)
42 (10.6)

Trusted but
not used
22 (5.6)
135 (34.1)
129 (32.6)
50(12.6)
34 (8.6)
26 (6.6)
7 (1.8)
13 (3.3)
52 (13.1)
54 (13.6)
27 (6.8)
23 (5.8)
33 (8.3)
25 (6.3)

Used but not
trusted
83 (21.0)
9 (2.3)
24 (6.1)
35 (8.8)
76 (19.2)
106 (26.8)
23 (5.8)
65 (16.4)
27 (6.8)
21 (5.3)
30 (7.6)
5 (1.3)
13 (3.3)
31 (7.8)

Neither used
nor trusted
120 (30.3)
108 (27.3)
191 (48.2)
281 (71.0)
247 (62.4)
176 (44.4)
363 (91.7)
296 (74.7)
264 (66.7)
275 (69.4)
316 (79.8)
357 (90.2)
334 (84.3)
298 (75.3)

It was found that most of the participants reported friends (43.2%) followed by
GP (36.4%), Internet (22.2%), father (13.4%), nurse (13.1%), and mother (11.6%) when
it comes to both trust and use of sources for sexual health information. Although GP
(34.1%) followed by nurse (32.6%), parents (father, 13.1% and mother, 13.6%) and
youth workers (12.6%) were reported as the top most trusted sources, ironically, the
participants rarely used them for sexual health-related information. Participants
reported that although they used the internet (26.8%) followed by friends (21.0%),
health magazines (19.2%) and media (16.4%) for sexual health services, they hardly
trusted them. Participants reported the top five sources that they have considered
neither trustworthy nor useful were internet chat rooms (91.7%) followed by sister
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(90.2%), brother (79.8%) school teacher media (75.3%) and media (74.7%) (see Table
66).

4.12 Confidence of Participants about Visiting and Talking to a
Health Provider about STIs and Sexual Health
Participants were asked how confident they felt in visiting and discussing STIs
and sexual health-related matters with a health provider in general. The majority of the
participants were ‘very confident/confident’ (58.6%) in visiting and discussing sexual
health and STIs with a health provider, followed by ‘a little confident’ (21.8%), ‘not very
confident’ (11.9%) and ‘not at all confident’ (7.6%).

4.12.1 According to demographic factors.
The responses were analysed against demographic variables of the participants
(see Table 68). It was found that participants’ confidence in visiting and discussing STIs
and sexual health matters with a health provider were significantly associated with their
ARIA (p = 0.05), employment status (p < 0.001) and living arrangement (p < 0.001).

The surveyed participants who were living in HA in the ARIA were more likely to
be ‘very confident/confident’ to visit and discuss sexual health matters with a health
provider in general, than the participants who were living in an area where ARIA are A
(45.9%) and MA (59.4%). ARIA is an important indicator as living in a close proximity to
goods and health services are directly associated with the participants’ confidence
levels in visiting health providers.

It was also seen that surveyed participants who were employed—full time
(51.4%) and part time (73.1%)—were more likely to be ‘very confident/confident’ in
visiting and discussing sexual health and STIs matters with a health provider than were
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the participants who were unemployed (45.5%). Surveyed participants who were living
with their family members (69.3%) indicated that they were ‘very confident/confident’
while the percentage for those who were living alone or with others was lower (47.7%).
This indicates that the participants living with their family and employed were more
confident in visiting and discussing sexual health matters with a health provider.

Conversely, there were no significant associations according to participants’
geographical location (p = 0.15), RRMA (p = 0.34), TAFE institutes (p = 0.18), course
of study (p = 0.12), age (p = 0.09) and their level of education (p = 0.30). However, it
was seen that slightly higher percentage of participants from Ballarat (64.9%) and from
the Ballarat TAFE (62.5%) and those who have lived in the R1 (60.9%) were ‘very
confident/confident’ than were the participants from Shepparton and Albury-Wodonga
and the respective TAFEs (GOTAFE and Riverina TAFE). Similarly, although not
statistically significant, the majority of the participants who were studying health
sciences (80.0%), beauty therapy (70.0%) and building and construction (69.6%) were
more likely to be ‘very confident/confident’ compared to other participants. Older
participants (19–25 years, 61.5%) were more ‘very confident/confident’ than younger
participants (52.3%). The participants who were in a current relationship indicated that
they were more ‘very confident/confident’ compared to those who were not in a
relationship during the survey (62.7% v. 54.2%).

4.12.2 Comparison of participants’ confidence in visiting and discussing
sexual health and STIs with male and female health providers.
Previous analysis has examined participants’ confidence in visiting and
discussing sexual health and STI issues with a health provider. A related question
asked participants whether their level of confidence in visiting a health provider and
discussing sexual health and STIs varies according to the gender of the health
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provider. Generally, participants’ responses varied markedly according to the gender of
the health provider (see Table 68).

This question was analysed against demographic variables of the participants.
It was found that participants’ confidence in visiting and discussing STIs and sexual
health matters with a male health provider were significantly associated with their ARIA
(p = 0.005), course of study (p = 0.002), level of education (p = 0.007), employment
status (p < 0.001) and living arrangement (p = 0.002). Conversely, participants’
confidence in visiting and discussing STIs and sexual health matters with a female
health provider were significantly associated with their employment status (p = 0.03)
and living arrangement (p = 0.05).

There were no significant associations in participants visiting and discussing
STIs and sexual health matters with a male or a female health provider according to
geographical location (male health providers p = 0.06, female health providers p =
0.89), RRMA (male health providers p = 0.13, female health providers p = 0.64), TAFE
institutes (male health providers p = 0.09, female health providers p = 0.90), age (male
health providers p = 0.18, female health providers p = 0.66) and current relationship
status (male health providers p = 0.42, female health providers p = 0.07). There were
no significant associations in participants visiting and discussing STIs and sexual
health matters with a female health provider according to ARIA (p = 0.56), course of
study (p = 0.41), level of education (p = 0.18).

It was seen that against all demographic variables, irrespective of statistical
associations, participants’ confidence was generally consistent across all demographic
variables. The majority of the participants demonstrated a preference for visiting and
discussing sexual health and STIs with a male health provider. There was a shift of
confidence to ‘a little confident to not at all confident’ when asked about visiting female
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health providers. This is an important factor as this indicates that the gender of the
health provider strongly influences rural young men’s attitudes towards the accessibility
of sexual health services.
Table 67
Participants’ Confidence Visiting a Health Provider (Male Provider v. Female Provider)
Descriptive statistics
N
Health provider male
Heath provider female

354
350

Mean SD Minimum Maximum
3.72 1.02
3.30 1.13

1.00
1.00

5.00
5.00

Percentiles
25th 50th (Median) 75th
3.00
4.00
4.00
2.00
4.00
4.00

The Wilcoxon Signed Ranks Test was conducted to identify whether the
participants’ confidence levels were significantly different in the case of visiting male or
female health service providers for sexual health-related services. Table 67 shows that
the participants’ confidence levels in visiting a male or female health service provides
were statistically significant (Z = –6.564, p < 0.001) with a greater confidence mean in
the case of male health providers compared to female health provider. However,
median rank score rating for confidence level was 4.0 for both male and female service
providers.
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Table 68
Confidence in Visiting Health Service Providers for Sexual Health and STI-Related Services According to the Participants’ Demographics
Variables

Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A >1.84–3.51
MA 3.51–
TAFE institutes
University of Ballarat—
TAFE
Riverina & Wodonga
Institute of TAFEs
Goulburn Ovens TAFE
Course of study
Food and beverage
Health sciences
Computer sciences
Building and construction
Commerce
Beauty therapy
Agriculture and land
Automotive
Arts
Age
16–18 years

If provider gender is not known
Very confident/
A little confident/
Confident
Not at all confident

When provider’s gender is male
Very confident/
A little confident/
Confident
Not at all confident

When providers gender is female
Very confident/
A little confident/
Confident
Not at all confident

72 (64.9)
69(59.5)
66 (52.4)
2
X = 3.8, df = 2, p = 0.15

39 (35.1)
47 (40.5)
60 (47.6)

78 (69.6)
81 (69.8)
72 (57.1)
2
X = 5.7, df = 2, p = 0.06

34 (30.4)
35 (30.2)
54 (42.9)

57 (51.4)
56 (48.7)
64 (51.6)
2
X = .24, df = 2, p = 0.89

54 (48.6)
59 (51.3)
60 (48.4)

95 (60.9)
23 (48.9)
89 (59.3)
2
X = 2.2, df = 2, p = 0.34

61 (39.1)
24 (51.1)
61 (40.7)

106 (67.5)
24 (52.2)
101 (66.9)
2
X = 4.0, df = 2, p = 0.13

51 (32.5)
22 (47.8)
50 (33.1)

74 (47.7)
24 (53.3)
79 (52. 7)
2
X = 0.90, df = 2, p = 0.64

81 (52.3)
21 (46.7)
71 (47.3)

148 (63.2)
40 (46.0)
19 (59.4)
2
X = 15.2, df = 8, p = 0.05

86 (36.8)
47 (54.0)
13 (40.6)

166(70.6)
24 (53.3)
21 (63.6)
2
X = 4.0, df = 2, p = 0.13

69 (29.4)
21 (46.7)
12 (36.4)

113(48.7)
45 (52.9)
19 (57.6)
2
X = 0.90, df = 2, p = 0.64

119 (51.3)
40 (47.1)
14 (42.4)

80 (62.5)

48 (37.5)

89 (69.0)

40 (31.0)

62 (48.8)

65 (51.2)

56 (51.4)

53 (48.6)

62 (56.9)

47 (43.1)

56 (51.9)

52 (48.1)

71 (61.2)
45 (38.8)
2
X = 3.5, df = 2, p = 0.18
15 (50.0)
24 (80.0)
41 (56.9)
39 (69.6)
12 (60.0)
14 (70.0)
14 (50.0)
23 (50.0)
17 (60.7)
2
X = 12.6, df = 8, p = 0.12
67 (52.3)

15 (50.0)
6 (20.0)
31 (43.1)
17 (30.4)
8 (40.0)
6 (30.0)
14 (50.0)
23 (50.0)
11 (39.3)

61 (47.7)

80 (69.0)
36 (31.0)
2
X = 4.9, df = 2, p = 0.09
18 (60.0)
27 (90.0)
41 (56.9)
46 (82.1)
14 (70.0)
15 (75.0)
16 (55.2)
24 (52.2)
19 (70.4)
2
X = 24.0, df = 8, p = 0.002
77 (60.6)
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12 (40.0)
3 (10.0)
31 (43.1)
10 (17.9)
6 (30.0)
5 (25.0)
13 (44.8)
22 (47.8)
8 (29.6)

50 (39.4)

59 (51.3)
56 (48.7)
2
X = 0.25, df = 2, p = 0.90
14 (46.7)
20 (66.7)
29 (40.8)
29 (52.7)
8 (40.0)
12 (60.0)
16 (55.2)
23 (51.1)
12 (44.4)
2
X = 8.27, df = 8, p = 0.41
66 (52.0)

16 (53.3)
10 (33.3)
42 (59.2)
26 (47.3)
12 (60.0)
8 (40.0)
13 (44.8)
22 (48.9)
15 (55.6)

61 (48.0)
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Variables

19–25 years
Level of education
Year 10/Less than Year
10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With friends/
housemates/partner/
alone

If provider gender is not known
Very confident/
A little confident/
Confident
Not at all confident
136 (61.5)
85 (38.5)
2
X = 2.8, df = 1, p = 0.09
49 (55.1)
47 (60.3)
83 (61.9)
21 (46.7)
2
X = 3.7, df = 3, p = 0.30

40 (44.9)

54 (61.4)

When providers gender is female
Very confident/
A little confident/
Confident
Not at all confident
109(49.5)
111 (50.5)
2
X = 0.19, df = 1, p = 0.66

34 (38.6)

42 (47.7)

46 (52.3)

31 (39.7)
51 (34.9)
24 (53.3)

56 (71.8)
94 (70.1)
21 (44. 7)
2
X = 12.2, df = 3, p = 0.007

22 (28.2)
40 (29.9)
26 (55.3)

47 (61.0)
62 (46.6)
21 (45.7)
2
X = 4.9, df = 3, p = 0.18

30 (39.0)
71 (53.4)
25 (54.3)

57 (51.4)
54 (48.6)
98 (73.1)
36 (26.9)
46 (45.5)
55 (54.5)
2
X = 21.06, df = 2, p < 0.001

64 (57.1)
108 (80.6)
53 (52.5)
2
X = 24.3, df = 2, p < 0.001

48 (42.9)
26 (19.4)
48 (47.5)

46 (42.2)
79 (59.0)
48 (47.5)
2
X = 7.2, df = 2, p = 0.03

63 (57.8)
55 (41.0)
53 (52.5)

74 (42.5)
49 (27.2)

79 (45.4)
98 (55.7)

95 (54.6)
78 (44.3)

124(69.3)
83 (47.7)

55 (30.7)
91 (52.3)

2

106 (62.7)
97 (54.2)
2
X = 2.6, df = 1, p = 0.11

100 (57.5)
131 (72.8)
2

X = 16.9, df = 1, p < 0.001
Current relationship status
In a relationship
Not in a relationship

When provider’s gender is male
Very confident/
A little confident/
Confident
Not at all confident
151(67.7)
72 (32.3)
2
X = 1.8, df = 1, p = 0.18

2

X = 9.1, df = 1, p = 0.002
63 (37.3)
82 (45.8)

114 (67.5)
114 (63.3)
2
X = 0.65, df = 1, p = 0.42
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X = 3.7, df = 1, p = 0.05
55 (32.5)
66 (36.7)

93 (55.7)
82 (45.8)
2
X = 3.4, df = 1, p = 0.07

74 (44.3)
97 (54.2)
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4.12.3 According to sexual feelings and behaviour.
Table 69 shows that the participants’ confidence in visiting and discussing STIs
and sexual health matters with a health provider were closely linked to whether or not
they were sexually active (p = 0.004), and the number of sexual partners in the past 12
months (p = 0.002). The participants who were sexually active (62.0%) and had more
than one sexual partner in the past 12 months (71.1%) indicated that they were more
‘very confident/confident’ than those who were not sexually active (41.4%) and had one
sexual partner in the past 12 months (53.0%).
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Table 69
Confidence in Visiting Health Service Providers for Sexual Health and STI-Related Services According to the Participants’ Sexual
Behaviours
Variables

Sexual identity
Heterosexual
Non-heterosexual (gay,
bisexual and asexual)

If provider gender is not known
Very confident/
A little confident/
Confident
Not at all confident

180 (60.2)

119 (39.8)

26 (49.1)

27 (50.9)

2

X = 2.3, df = 1, p = 0.13
Sexually active
Had penetrative sex
Had not had penetrative
sex
Age of first penetrative
sex (n = 295)
16 years or below
Above 16 years
No of sexual partners
(past 12 months)
One sexual partner
More than one sexual
partner

When providers gender is Male
Very confident/
A little confident/
Confident
Not at all
confident
201 (67.2)

98 (32.8)

29 (53.7)

25 (46.3)

2

X = 3.7, df = 1, p = 0.05

When providers gender is female
Very confident/
A little confident/
Confident
Not at all
confident
153 (51.7)

143 (48.3)

24 (45.3)

29 (54.7)

2

X = 0.74, df = 1, p = 0.39

183 (62.0)

112 (38.0)

201 (68.4)

93 (31.6)

157 (54.1)

133 (45.9)

24 (41.4)

34 (58.6)

30 (50.0)

30 (50.0)

20 (33.3)

40 (66.7)

X2 = 8.5, df = 1, p = 0.004

X2 = 7.4, df = 1, p = 0.006

X2 = 8.6, df = 1, p = 0.003

105 (65.6)
55 (34.4)
78 (57.8)
57 (42.2)
X2 = 1.9, df = 1, p = 0.17

110 (69.2)
49 (30.8)
91 (67.4)
44 (32.6)
X2 = 0.11, df = 1, p = 0.74

82 (52.2)
75 (47.8)
75 (56.4)
58 (43.6)
X2 = 0.50, df = 1, p = 0.48

61 (53.0)

54 (47.0)

106 (71.1)

43 (28.9)

2

X = 9.1, df = 1, p = 0.002

72 (62.6)

43 (37.4)

111 (74.5)

38 (25.5)

2

X = 4.3, df = 1, p = 0.04
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61 (54.0)

52 (46.0)

82 (55.8)

65 (44.2)

X = 0.08, df = 1, p = 0.77
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Sexual identity (p = 0.13) and age of first penetrative sex (p = 0.17) were not
found to be associated with participants’ confidence in visiting and discussing sexual
health and STI issues with a health provider. However, it was seen that heterosexual
participants were more ‘very confident/confident’ than non-heterosexual participants
(60.2% v. 49.1%). The participants who had experienced in penetrative sex at the age
of 16 or below were more ‘very confident/confident’ than those who had penetrative
sexual experience after 16 years. (65.6% v. 57.8%).

4.12.4 Relationship between AMIRS and STI knowledge mean scores and
confidence in visiting a health provider for sexual health and STI services.
Independent sample t-tests revealed that masculinity scores (AMIRS mean
score) were significantly different according to the participants’ confidence in visiting a
health service provider. Participants who were least confident in visiting a health
service provider for an STI check-up had the highest AMIRS score; that is, higher
alignment with hegemonic masculinity than the other groups.

There were no significant relationships between the participants’ STI mean
knowledge scores and perceived health status (see Table 70).
Table 70
Participants’ Confidence in Visiting a Health Provider and Their Relationship with
AMIRS and STI Knowledge
Variables
AMIRS
mean
score

P-value

0.04

0.009

4,348

0.71

0.005

0.75

SD

df

64

2.15

0.48

141

2.24

0.40

A little confident

77

2.09

0.37

Not very
confident
Not at all
confident
Very confident

42

2.11

0.35

27

2.36

0.51

65

4.72

1.71

Confident

STI

n2

4, 346

Test
statistics
3.25

M

Very confident

N
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Variables

N

M

SD

142

4.85

1.88

A little confident

77

5.12

1.78

Not very
confident
Not at all
confident

42

4.88

1.85

27

5.03

2.06

df

Test
statistics

n2

P-value

knowledge
score
Confident

4.12.5 Summary.
Confidence in acquiring assistance from sexual health services and in
discussing sexual health-related matters including matters surrounding STIs were
established within this section of the study to further assess acquisition of sexual health
services. The results showed that the majority of participants were confident in their
acquisition of sexual health services and even in discussing sexual health matters and
STIs (58.6%) and such values were significant when assessed according to the ARIA
(HA), employment (full time and part time), and living arrangement (with family
members).

As to sexual feelings and behaviours, significant values surfaced as to
participants who were confident when sexually active and when having more than one
sexual partner in the previous 12 months. Concomitantly, AMIRS scores revealed that
confidence was significant along with higher AMIRS scores.

Aside from assessing confidence towards the health service, the gender of the
health care provider was evaluated, determining whether the participant was more
confident when talking to a male or female health care provider. The results showed
that participants who were very confident—confident were more likely to feel at ease
with a male provider while participants who were a little confident—not at all confident
were more likely to feel at ease with a female provider. As per socio-demographic
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variables and sexual behaviours, participants who answered that they were more
confident with male providers were significantly affected by their ARIA classification,
course of study, level of education, employment status, living arrangement, sexual
identity, sexual activeness, and number of sexual partners. In contrast, participants
who were more confident with female providers were significantly affected by their
employment status, living arrangement, and sexual activeness. Additionally, the
Wilcoxon Signed Ranks Test places significant emphasis on the gender preferences of
the health providers among young men when they need sexual health-related services.

4.13 Health Services Visits in the Past 12 Months
Table 71 shows the proportion of the participants that visited health services in
the past 12 months. Nearly half of the participants visited health services in the past 12
months with nearly one-third (32.1%) visiting at least once or twice.
Table 71
Health Service Visit in the Past 12 Months

Visited in the previous year
Once
Twice
Three times
Four times
Have not visited in the previous year
Missing value
Total

n (%)
195 (49.3)
59 (14.9)
68 (17.2)
35 (8.8)
33 (8.3)
149 (37.6)
52 (13.1)
396 (100.0)

4.13.1 Health visits and demographic characteristics.
Participants’ health service visits in the past 12 months were analysed against
their demographic variables (see Table 72). It was found that there was no significant
difference in participants’ visits according with their geographical location (p = 0.21),
RRMA status (p = 16), ARIA (p = 0.17), TAFE institutes (p = 0.09), age (p = 0.16) and
relationship status (p = 0.55). Course of study (p < 0.01), level of education (p = 0.02),
employment status (p < 0.01), living arrangement (p < 0.01) and length of relationship
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(p < 0.01) were found to be significantly associated with participants’ visit to health
services in the past 12 months.

In terms of the course of the study, the proportion visiting any health services in
the previous year was higher in some courses. For example, nearly three-quarters of
the participants who were studying computer sciences had visited a health service,
whereas non-use of any health services was higher in the participants who were
studying commerce (every two in three participants).
Table 72
Participants’ Health Centre Visits According to their Demographics
Variables
Geographic locations
Ballarat
Shepparton
Albury-Wodonga
RRMA status
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A >1.84–3.51
MA >3.51–5.80
TAFE institutes
Ballarat TAFE
Riverina/Wodonga TAFEs
GOTAFE
Course of study
Food and beverage
Health sciences
Computer sciences
Building and construction
Commerce
Beauty therapy
Agriculture and land
Automotive
Arts
Age
16–18 years
19–25 years
Level of education
Year 10/Less than Year 10

Visited

Had not
visited

Total

P-value

65 (58.6)
55 (50.0)
75 (61.0)

46 (41.4)
55 (50.0)
48 (39.0)

111 (100.0)
110 (100.0)
123 (100.0)

0.21

88 (56.8)
31 (68.9)
76 (52.8)

67 (43.2)
14 (31.1)
68 (47.2)

155 (100.0)
45 (100.0)
144 (100.0)

0.16

131 (57.0)
51 (61.4)
13 (41.9)

99 (43.0)
32 (38.6)
18 (58.1)

230 (100.0)
83 (100.0)
31 (100.0)

0.17

75 (60.5)
66 (61.1)
54 (48.2)

49 (39.5)
42 (38.9)
58 (51.8)

124 (100.0)
108 (100.0)
112 (100.0)

0.09

18 (60.0)
13 (43.3)
51 (73.9)
24 (43.6)
7 (36.8)
8 (42.1)
14 (53.8)
27 (61.4)
19 (67.9)

12 (40.0)
17 (56.7)
18 (26.1)
31 (56.4)
12 (63.2)
11 (57.9)
12 (46.2)
17 (38.6)
9 (32.1)

30 (100.0)
30 (100.0)
69 (100.0)
55 (100.0)
19 (100.0)
19 (100.0)
26 (100.0)
44 (100.0)
28 (100.0)

<0.01

62 (51.2)
130 (59.1)

59 (48.8)
90 (40.9)

121 (100.0)
220 (100.0)

0.16

53 (63.9)

30 (36.1)

83 (100.0)

0.02
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Variables
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With friends/housemates
With partner
Alone
Current relationship status
In a relationship
Not in a relationship
Length of relationship
Less than one year
More than one year

Visited
35 (45.5)
71 (53.4)
31 (70.5)

Had not
visited
42 (54.5)
62 (46.6)
13 (29.5)

Total

P-value

77 (100.0)
133 (100.0)
44 (100.0)

70 (63.6)
55 (42.3)
65 (67.0)

40 (36.4)
75 (57.7)
32 (33.0)

110 (100.0)
130 (100.0)
97 (100.0)

<0.01

108 (63.9)
38 (40.9)
26 (66.7)
23 (53.5)

61 (36.1)
55 (59.1)
13 (33.3)
20 (46.5)

169 (100.0)
93 (100.0)
39 (100.0)
43 (100.0)

<0.01

96 (57.8)
95 (54.6)

70 (42.2)
79 (45.4)

166 (100.0)
174 (100.0)

0.55

38 (43.2)
58 (74.4)

50 (56.8)
20 (25.6)

88 (100.0)
78 (100.0)

<0.01

The likelihood of visiting a health service was greater among the participants
who had studied Year 12 or more than among the participants who had studied less
than Year 12 (61.9% v. 54.7%). Participants who had visited health services were most
likely to be employed full time or unemployed, whereas more than half of the
participants who were employed part time did not visit any health services in the past
12 months.

The relationship between living arrangement and health service use in the past
12 months was found to be significant. Nearly two-thirds of participants who were living
with either their family members or partners had visited health services in the past 12
months. Conversely, health service visits were 18.2% lower among the participants
who were living with their friends/housemates and 7% lower among the participants
who were living alone. Although relationship status of the participants was not
significantly different, the length of participants’ relationships with their partners was
found to be significantly associated with health service visits, that is, the longer the
relationship, the higher the proportion of health service visits. Three-quarters of the
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participants who had been in a relationship longer than one year had visited health
services.

4.13.2 Relationships with sexual behaviour and feelings.
According to the sexual behaviour indicators, it was found that participants’ health
service visits in the past 12 months were significantly different according to their sexual
identity (p = 0.02) and whether or not they had penetrative sexual experiences in the
past 12 months (p = 0.04) but not according to received or given oral sex (p = 0.54) in
the previous year, whether or not sexually active (p = 0.71), age of sexual initiation (p =
0.16), number of sexual partners (p = 0.70) and condom use (p = 0.40).

Table 73
Participants’ Health Centre Visits According to the Sexual Behaviours

Sexual identity
Heterosexual
Non-heterosexual (bisexual,
gay, asexual/unsure)
Oral sex
Yes
No
Sexually active
Had penetrative sex
Had not had penetrative sex
Age of sexual initiation
16 years or below 16 years
Above 16 years
Recent sexual activity
Yes
No
No of sexual partners (past 12
months)
One sexual partner
More than one sexual partner
Condom use
Use of condom every time
Inconsistent condom use
No condom use

Once

Had not visited

Total

P-value

157 (53.8)
36 (72.0)

135 (46.2)
14 (28.0)

292 (100.0)
50 (100.0)

0.02

133 (57.6)
60 (54.1)

98 (42.4)
51 (45.9)

231 (100.0)
111 (100.0)

0.54

162 (56.3)
33 (58.9)

126 (43.8)
23 (41.1)

288 (100.0)
56 (100.0)

0.71

83 (52.5)
79 (60.8)

75 (47.5)
51 (39.2)

158 (100.0)
130 (100.0)

0.16

143 (54.4)
19 (76.0)

120 (45.6)
6 (24.0)

263 (100.0)
25 (100.0)

0.04

61 (54.5)
75 (52.1)

51 (45.5)
69 (47.9)

112 (100.0)
144 (100.0)

0.70

36 (56.3)
87 (51.8)
20 (64.5)

28 (43.8)
81 (48.2)
11 (35.5)

64 (100.0)
168 (100.0)
31 (100.0)

0.40
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Nearly three-quarters of the non-heterosexual participants had visited health
services in the previous year and the proportion of health service use was significantly
higher than for the heterosexual participants (72.0% v. 53.8%). Similarly, health visits
are observed more among the participants who had not had penetrative sexual
experiences in the previous year than the participants who had recent penetrative
sexual experiences (76.0% v. 54.4) (see Table 73).
4.13.3 Relationship between health services visits and AMIRS scores and
STI knowledge scores.
Independent sample t-test revealed (see Table 74) that there was a significant
difference in STI knowledge scores and AMIRS mean scores among the participants
who had visited any health services and who had not had any visit to any health
services in the past 12 months. It is important to note that AMIRS mean scores were
high (M = 2.31 v. M = 2.10) but STI knowledge mean scores (M = 5.14 v. M = 4.60)
were lower among the participants who had not visited any health services than the
participants who had visited any health services in the previous year. Such results are
consistent with the hegemonic masculinity construction that young men always view
themselves as healthy and able, and thus restrict themselves from the utilisation of
health services. In contrast, higher STI knowledge scores acts as a contributing factor
for improved accessibility to health services among young men.
Table 74
AMIRS and STI Mean Scores in Relation to the Participants’ Health Centre Visits
Variables
AMIRS
mean
scores

STI
knowledge
scores

N

mean

SD

Had visited

193

2.10

0.39 337

Had not
visited
Had visited

149

2.31

0.42

195

5.14

1.88 339

Had not
visited

149

4.60

1.66
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df

Test
statistics
22.36

n2

P-value

0.06

<0.001

7.55

0.02

0.006
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4.13.4 Reasons for not visiting health services in the past 12 months.
Respondents were surveyed for common reasons of non-acquisition of health
services following a multiple response format (see Table 75). Respondents had several
reasons, the most common of which were claims that the participants had not had any
health-related problems in need of professional attention in the past 12 months, and
the 73.3% of participants had responded with such. Another response was that health
problems were at a tolerable level, in which participants opted to forego medical
attention (16.1%). Finally, about one out of ten participants answered otherwise, with
reasons as follows: 1) participant was concerned with anonymity, privacy and
confidentiality, 2) participant had problems with expenses, 3) participant is not able to
meet opening hours, 4) participant viewed health service staff as unfriendly, 5)
participant had no or had problems with Medicare, and 6) participant viewed
themselves as too young.

Table 75
Reasons for Not Visiting Health Services

I did not have any health-related problems in the past 12 months
Health problem was in a tolerable level
Others
Total

n (%)
118 (73.3)
26 (16.1)
17 (10.6)
161 (100.0)

4.13.5 Types of health service providers have you visited in the past 12
months.
Types of health service providers utilised within the last 12 months were then
analysed to determine Australian young men’s direct access to available health
services within their communities (see Table 76). These responses were given in a
multiple response format, which allowed participants to choose any health service that
they have been to in the course of 12 months.
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Table 76
Available Health Services

GP
Hospital
Community health service
Youth centre/services
Sexual health clinic
Mother and child health centre/clinic
Family planning clinic
Aboriginal health clinic
Uniting care or church-based services

n (%)
155 (79.5)
59 (30.3)
24 (12.3)
5 (2.6)
7 (3.6)
1 (0.5)
1 (0.5)
3 (1.5)
2 (1.0)

The majority of responses fell under GPs; with nearly 80% of participants
having at least one GP visit in the past 12 months followed by nearly one-third of
participants who went to hospitals and one in eight who attended community health
services. Only about seven participants visited sexual health services and very few
visited youth centres, mother and child, family planning clinics and aboriginal and
church-based services.

It is evident from this set of results that few participants had accessed sexual
health services although previous claims of confidence in acquiring such services were
evident from the previous discussion (about 207 participants claimed that they are
confident in visiting sexual health centres and in discussing sexual health-related
matters including STIs). Conversely, the number of participants who claim to have
been to GPs is equal to the number of participants who claim that GPs are available
within their communities and near to their homes.

4.13.6 Relationship between number of visited and health centre visits.
Table 77 shows the number of visits within the past 12 months by participants to
common or available health centres within communities. Previous discussions have
identified GPs, hospitals, and community health centres as the most available health
services to participants. Although GPs have received the most visits in the course of 12
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months, totalling about 155 participants availing its services, more participants visited
community health services and hospitals (54.8% each) three or more times in the past
12 months than GPs.
Table 77
Number of Health Centre Visits in the Past 12 Months
Response
Visited once
Visited twice
Visited three times or more
Total

GP
41 (26.5)
55 (35.5)
59 (38.1)
155 (100.0)

Hospital
12 (20.3)
20 (33.9)
27 (45.8)
59 (100.0)

Community health
4 (16.7)
9 (37.5)
11(45.8)
24 (100.0)

4.13.7 Experience while visiting health service provider (last visit in the
past 12 months).
Experiences with health services within the past 12 months were further
analysed as shown in Table 78 above. Participants were asked to rate their
experiences via a five-point Likert scale, to which participants chose from the following
results: strongly agree, agree, disagree, strongly disagree, not sure/unspecified.
Table 78
Experience while Visiting Health Service Provider
Experience in health services
(last visit in the past 12
months) (n = 195)
Waiting time was acceptable
Opening hours were suitable
Reception staff were friendly
Health provider would
maintain privacy and
confidentiality
Understood information
and/or treatment given
The provider listened
carefully in a nonjudgemental way
The health services was
satisfactory

Strongly
agree

Agree

Disagree

Strongly
disagree

Not
sure/Not
specified
7 (3.6)
8 (4.0)
8 (4.0)
23 (11.9)

24 (12.3)
52 (26.7)
69 (35.4)
88 (45.1)

33 (16.9)
30 (15.4)
104 (53.5)
72 (36.9)

110 (56.4)
98 (50.3)
11 (5.6)
11 (5.6)

21 (10.8)
7 (3.6)
3 (1.5)
1 (0.5)

65 (33.3)

97 (49.7)

12 (6.2)

5 (2.6)

16 (8.2)

76 (39.0)

92 (47.2)

12 (6.2)

1 (0.5)

14 (7.1)

66 (33.8)

104 (53.3)

10 (5.1)

4 (2.1)

11 (5.7)

Indicators related to a client-oriented/young person-friendly health service such
as waiting time, opening hours, reception staff, non-judgemental attitude of the health
services provider level of clarity about the information or treatment given, and the
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participants’ satisfaction level have been used to assess participants’ opinions. The
majority of the participants’ experiences were positive and consistent against all
parameters of client-centred or young-person friendly health services. More
participants reported that waiting times and opening hours of the health services were
not considered as satisfactory as other parameters, that is, 29% and 32% reported to
be satisfied (strongly agree/agree) with waiting times and opening hours respectively.
The majority of the respondents strongly agreed that health providers were willing to
maintain privacy and confidentiality. The issues around waiting times and opening
hours indicates that there is a higher level of patient load in the GP centres and
hospitals and also a lack availability of after-hour services in the rural and regional
centres.
4.13.8 Payment for health services (out-of-pocket expenses).

Table 79 shows whether or not participants had had any out-of-pocket
expenses while accessing the most common or most available forms of health services
to the community in the past 12 months. Responses were grouped into three: 1) it was
free/service was given free; 2) bulk billing; and 3) some out-of-pocket expenses. While
GPs, hospitals and community health services were mostly either free or bulk billed,
respondents reported some out-of-pocket expenditures involved related to their health
visits in the past 12 months in these health services, notably in hospitals. (37.3%)
compared to GPs and community health services.
Table 79
Payment Methods to the Available Health Services
Response
It was free
Bulk billing
Some out-of-pocket expenses
Total

GP

Hospital

Community health

13 (8.4)
104 (67.1)
38 (24.5)
155 (100.0)

10 (16.9)
27 (45.8)
22 (37.3)
59 (100.0)

4 (16.7)
16 (66.7)
4 (16.7)
24 (100.0)
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4.13.9 Summary.
The results showed that within rural and regional areas, a majority of services
were widely available; however, a certain percentage of participants were unaware of
such services. Services available are inclusive of the following: GPs, hospitals,
community health centres, youth service centres, mother and child health clinics, family
planning clinics, sexual health service centres, church-based clinics, and Aboriginal
health clinics. Services that were near to the homes of participants were primarily GPs
and hospitals, along with community health service centres, noting therefore that few
participants have complete access to all available health facilities. When assessing
reasons for not visiting health services in the past 12 months, the most common reason
was the absence of any health-related matter that needed professional medical
assistance.

When asked about the number of visits to sexual health services, very few
participants responded positively, though it is still possible that GPs, hospitals, and
other health services could provide the same service to these young men. As such,
despite limitations and low awareness of available health services, practitioners
continue to bridge such gaps and are making an effort to reach out to the young men
who have been unresponsive to health services.
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4.14 STI Check-up or Test
Participants were asked about whether they have ever had a check-up or test
for an STI with a health service provider. Only 18.4% of participants had ever had a test
or check-up for an STI with a health service provider (see Table 80).
Table 80
STI Check-up or Testing Status of the Participants
Ever check-up/test for STIs with any health service provider
Yes
No
Missing value
Total

N (%)
73 (18.4)
267 (67.4)
56 (14.1)
396 (100.0)

4.14.1 Relationship between STI Check-ups and socio-demographic
factors.
Table 81 shows that whether the participants’ ever had a test or check-up for an
STI were analysed against the demographic variables of the participants. Participants’
geographical location (p = 0.36), RRMA status (p = 0.94) ARIA (p = 0.45) and TAFE
institute (p = 0.14) revealed no significant difference. Although findings were not
statistically significant, it was found that tests or check-ups for STIs were less frequent
among the participants in Albury-Wodonga compared to the participants from Ballarat
and Shepparton and among those who belonged to the MA zone compared to the
participants who were part of the HA and A zones of the ARIA. This is expected as
most of the participants from Albury-Wodonga belong to the MA zone. These findings
are further supported by the lower rates of STI tests or check-ups among the
participants from the Riverina/Wodonga Institutes compared to the participants from
other TAFEs, as both institutes are geographically located in Albury-Wodonga and
belong to the MA zone according to the ARIA. This finding suggests that there is a
relationship between remoteness and STI testing, which could be due to lack of
availability of STI services or may be due to lack of awareness of STI testing among
the participants and among the service providers.
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Table 81
Relationship between STI Check-ups and Socio-demographic Factors
Variables
Geographic locations
Ballarat
Shepparton
Albury-Wodonga
RRMA status
R1
R2
R3 & Rem1
ARIA
HA 0–1.84
A >1.84–3.51
MA >3.51–5.80
TAFE institutes
Ballarat TAFE
Riverina/Wodonga TAFEs
GOTAFE
Age
16–18 years
19–25 years
Level of education
Year 10/Less than Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With friends/housemates
With partner
Alone
Current relationship status
In a relationship
Not in a relationship
Length of relationship
Less than one year
More than one year

Ever got tested for an STI
Yes
No
Total

P-value

27 (24.8)
25 (22.7)
21 (17.4)

82 (75.2)
85 (77.3)
100 (82.6)

109 (100.0)
110 (100.0)
121 (100.0)

0.36

32 (20.8)
10 (23.3)
31 (21.7)

122 (79.2)
33 (76.7)
112 (78.3)

154 (100.0)
43 (100.0)
143 (100.0)

0.94

52 (22.8)
17 (21.0)
4 (12.9)

176 (77.2)
64 (79.0)
27 (87.1)

228 (100.0)
81 (100.0)
31 (100.0)

0.45

31 (25.4)
16 (15.1)
26 (23.2)

91 (74.6)
90 (84.9)
86 (76.8)

122 (100.0)
106 (100.0)
112 (100.0)

0.14

13 (10.7)
58 (26.7)

108 (89.3)
159 (73.3)

121 (100.0)
217 (100.0)

<0.01

14 (16.9)
20 (26.0)
21 (15.9)
14 (33.3)

69 (83.1)
57 (74.0)
111 (84.1)
28 (66.7)

83 (100.0)
77 (100.0)
132 (100.0)
42 (100.0)

0.05

26 (23.9)
27 (20.8)
17 (17.9)

83 (76.1)
103 (79.2)
78 (82.1)

109 (100)
130 (100)
95 (100)

0.58

32 (19.2)
15 (16.3)
10 (25.6)
16 (38.1)

135 (80.8)
77 (83.7)
29 (74.4)
26 (61.9)

167 (100.0)
92 (100.0)
39 (100.0)
42 (100.0)

0.03

38 (23.0)
33 (19.2)

127 (77.0)
139 (80.8)

165 (100.0)
172 (100.0)

0.39

18 (20.7)
20 (25.6)

69 (79.3)
58 (74.4)

87 (100.0)
78 (100.0)

0.45

Apart from geographical variables, participants’ STI test/check-up status was
also significantly associated with age (p < 0.01), level of education (p = 0.05), and living
arrangement (p = 0.03) variables. Not surprisingly, participants in the older age group
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had nearly two and half times more STI tests/check-ups than the younger age group
(26.7% v. 10.7%).

It was seen that although the number of participants with Aboriginal or Torres
Strait Islander status is low in the whole survey, two-thirds of Aboriginal or Torres Strait
Islander respondents had had an STI check-up or test. STI testing was significantly
less common, that is, only one-fifth, among the non-Aboriginal or Torres Strait Islander
respondents. Although there was a marginal relationship between the level of
education of the participant and the STI test or check-up, the relationship was not linear
because the participants with an educational status of Year 12 or higher reported
higher rates of STI check-ups or tests, followed by Year 11 and Year 10 or less. The
rate was lowest among the participants who had an educational level of Year 12 or
less.

There was no significant relationship between participants’ employment status
(p = 0.58) but it was seen that participants employed full time had higher rates of STI
check-ups or tests than the participants who were employed part time or unemployed.

Living arrangement status was found to be associated with whether or not the
participants had been tested for an STI. It was seen that the participants who were
living alone were most likely to have been tested for an STI followed by those who
were living with their partners or family members. Participants living with their
housemates/friends had the lowest rate of receiving STI tests. This is an important
predictor because perhaps the participants do not want to be tested if they are living
with friends/housemates due to reasons of confidentiality and privacy.

It was found that those who were living with their partners were the second
highest category who had a test for an STI but there was no significant association
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between STI check-up and their relationship status (p = 0.39) and the length of
relationship (p = 0.45)

4.15 STI Tests or Check-ups and Sexual Activity and Behaviour of
the Respondents
Table 82 shows that there is a high level of association between whether or not
the participants had had an STI test with a health provider, with their sexual identity (p
≤ 0.001), oral sex experience (p = 0.001), age of first penetrative sex (p = 0.001),
sexually active or not (p < 0.001). It was found that more participants had an STI test
from health provider if they were non-heterosexual compared to heterosexual (43.8% v.
17.9%), had received or given oral sex (26.6% v. 11.0%), or had penetrative sexual
experience (24.9 v. 3.6%). An earlier age of penetrative sexual experience had a linear
relationship with STI test or check-up of the participants, that is, the earlier the age of
first penetrative sex, the more likely the respondent was to be tested for an STI.

There is no significant association found according to the participants’ recent
penetrative sexual experience (p = 0.891), number of sexual partners (p = 0.432) and
use of condoms (p = 0.443) in the previous year.
Table 82
According to the Participants’ Sexual Behaviours
Ever got tested for an STI
Yes
No
Total
Sexual identity
Heterosexual
Non-heterosexual (bisexual, gay,
asexual/unsure)
Oral sex
Yes
No
Sexually active
Had penetrative sex
Had not had penetrative sex
Age of sexual initiation

P-value

52 (17.9)
21 (43.8)

238 (82.1)
27 (56.2)

290 (100.0)
48 (100.0)

<0.001

61 (26.6)
12 (11.0)

168 (73.4)
97 (89.0)

229 (100.0)
109 (100.0)

0.001

71 (24.9)
2 (3.6)

214 (75.1)
53 (96.4)

285 (100.0)
55 (100.0)

<0.001
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16 years or below 16 years
17–18 years
Above 18 years
Recent sexual activity
Yes
No
No of sexual partners (past 12
months)
One sexual partner
More than one sexual partner
Condom use
Use of condom every time
Inconsistent condom use
No condom use

Ever got tested for an STI
Yes
No
Total
45 (29.0) 110 (71.0) 155 (100.0)
22 (21.8)
79 (78.2) 101 (100.0)
4 (13.8)
25 (86.2)
29 (100.0)

P-value
0.001

65 (24.8)
6 (26.1)

197 (75.2)
17 (73.9)

262 (100.0)
23 (100.0)

0.891

24 (21.4)
37 (25.7)

88 (78.6)
107 (74.3)

112 (100.0)
144 (100.0

0.432

18 (28.1)
42 (25.1)
5 (16.1)

46 (71.9)
125 (74.9)
26 (83.9)

64 (100.0)
167 (100.0)
31 (100.0)

0.443

4.16 Relationship between STI Check-ups and STI Knowledge and
AMIRS Mean Scores
Independent sample t-tests revealed that there was no significant difference in
STI knowledge scores and AMIRS mean scores among the participants who had been
tested for an STI and those who had never been tested for an STI. However, it can be
noted that although the result is not statistically significant, both AMIRS mean scores
and STI knowledge scores were higher among the participants who had an STI checkup than among the participants who had not had any STI check-up before (see Table
83).

Table 83
Relationship between AMIRS and STI Knowledge Scores and Participants STI Testing
Variables
AMIRS mean
scores

STI knowledge
scores

N

Mean

SD

df

Had STI check-up

72

2.23

0.38

Had not had STI
check-up
Had STI check-up

266

2.18

0.43

73

5.08

1.99

Had not had STI
check-up

267

4.87

1.72
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n

P-value

337

Test
statistics
0.818

0.002

0.367

339

0.783

0.002

0.377

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

4.17 Place of STI Test
Table 84 shows that, of those who had had an STI test, 45% were tested by a
medical doctor who was their regular GP, and one in three by a medical doctor who
was not their usual GP, followed by 22% who were tested either in a pathology unit,
sexual health clinic or other health facilities (such as Aboriginal health services or a
hospital).
Table 84
Place of STI Test
Place of STI test
At a GP, my usual doctor
At a GP, not my usual doctor
At a sexual health clinic/STI clinic
At a pathological laboratory
Hospital
Aboriginal health clinic
Other
Total

N (%)
33 (45.2)
24 (32.9)
6 (8.2)
6 (8.2)
1 (1.4)
1 (1.4)
2 (2.7)
73 (100.0)

4.18 Reason to be Tested for an STI
Table 85 shows that participants had their STI test mostly because they had
had unprotected sex or they had experienced symptoms they thought might be related
to an STI, such as a burning sensation, discharge or lump (36.4%). Fewer than one in
ten participants had an STI test or check-up as a result of a GP’s advice, which was
alarmingly low.
Table 85
Reasons for Being Tested for an STI (Multiple Response Analysis)
Reasons
I had unprotected sex
I had burning sensation when urinating
My friend/partner advised me
I had discharge from my penis
GP/Health service provider advised me
My partner had an STI
My parent/caregiver/guardian advised me
I had a lump in my groin
My brother/sister advised me
Total

238

N (%)
25 (26.0)
20 (20.8)
17 (17.7)
13 (13.5)
9 (9.4)
6 (6.3)
3 (3.1)
2 (2.1)
1 (1.0)
96 (100.0)
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4.19 Common STIs/Outcome of STI Test
The majority of participants who had an STI test received a negative result. The
most common STIs were chlamydia and gonorrhoea (21%). One in 11 participants
could not remember the test result.
Table 86
Outcome of an STI Test
Outcome of an STI test
The result was not positive for any STIs
Chlamydia
Gonorrhoea
Genital warts
Herpes
HIV
Do not know/Can’t remember
Total

n
43
8
6
2
1
1
6
67

(%)
(64.2)
(11.9)
(9.0)
(3.0)
(1.5)
(1.5)
(9.0)
(100.0)

4.20 Summary
Results revealed that nearly two out of 10 (18.4%) or 73 participants have been
tested for the possibility of an infection. These results were then evaluated against
geographical locations, socio-demographic variables and finally, sexual feelings and
behaviours that revealed significant and notable findings. Firstly, having check-ups for
STIs has not been found to have a significant relationship with geographical variables,
but it was evident that most respondents who had a check-up were from Ballarat and
Ballarat TAFE, along with an ARIA of HA. STI check-ups and testing was found to be
significant with age, Aboriginal or Torres Strait Islander status, level of education, and
living arrangement, wherein participants who were older, who were Aboriginal or Torres
Strait Islander, with a higher level of education at Year 12, and who lived alone, were
more likely to register experiences of STI check-ups and testing.
Regarding sexual feelings and behaviours, results were significant when
assessed according to sexual identity, oral sex experiences, age of sexual debut or
age at first penetrative sex experiences, and sexual activeness; participants who are
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non-heterosexuals (homosexuals, bisexuals and gay), participants who engage in oral
sex, have had penetrative sex at an earlier age, and are sexually active, are more likely
to report STI check-up and testing.
Further, places of STI testing, reasons for STI testing and their corresponding
results have been identified. Common places of STI testing are at GPs, either with the
usual and non-usual doctors of participants, followed by sexual health clinics and
pathological laboratories. Common reasons for STI testing include the following: 1) the
participant had unprotected sex, 2) had burning sensation while urinating, 3) had been
advised by a friend/partner, or 4) had a discharge from penis. Lastly, results of STI
check-ups revealed that chlamydia (11.9%) and gonorrhoea (9.0%) were the most
common STI among the respondents.
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4.21 Young Men’s Knowledge of Legal Issues
This final section of the quantitative research aimed to discover the opinion of
rural and regional young men of Victoria and southern New South Wales on some
regulations or role of the state such as age of consensual sex and age of obtaining
their own Medicare card or health care card. Other attributes that were investigated
include age of purchasing alcohol, age of giving consent for medical treatment, and
young men’s right to confidential health services.
4.21.1 Legal age of sex or age of consensual sex.
Respondents were asked to state whether they know the legal age of having
sex or of being given sexual consent in their state, the majority of the respondents, who
were decisive in their response stated 16 years. Table 87 shows that more than 57% of
the respondents said that the legal age to have sex is 16 years and above, which is
quite impressive. However, a notable proportion of the young men of Victoria and
southern New South Wales comprising 36.4% of all the respondents said they do not
know or they did not offer any response.
Table 87
Participants’ Awareness of Legal Age of Consensual Sex
Legal age of sex
Answered with age-related modifications
16 yrs
17 yrs
18 yrs
More than 18 yrs
Answered with age-related narratives
Answered other than age narratives
Do not know/Did not offer any answer
Total

Frequency

(%)

169
31
25
4
10
13
144
396

42.7
7.8
6.3
1.0
2.5
3.3
36.4
100.0

Two and a half per cent of the total number of respondents when asked
whether they know the legal age of having sex or giving sexual consent used agerelated narratives or conundrums. The responses of the ten respondents were diverse.
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They include ‘for male 12 within a 2-year difference, or 16 for female above 2-year
difference’, ‘16 and 18’, ‘16 years old, if it is longer than 2 years difference between
your age’, ‘16 or 17’, ‘16 and 18 in some situations’, and ‘16 unless the age gap is
within 2 years’. Others include ‘16 with 2 years between’, ‘18 or within 2 years’, ‘18 yrs,
however from age 10–17 you are able to give consent only if they are no more than two
years older than you’ and ‘between 2 years of each and has to be 16 or older’.

Other than age-related narratives, 3.3% of the respondents mentioned
narratives related to age of legal sex, some of them are related to gender, some are
related to sexual orientation, for example, ‘16 for heterosexual couples 18 for
homosexual couples’ and some are related to parental consent and some mentioned
about state variation (Victoria and New South Wales). Depending on parental
permission, gender, sexual orientation and state variation, the majority of the
respondents said that the legal age to have sex could be as low as 16 years or as late
as 18 years. For instance, three respondents said that the legal age to have sex is 16
years with parental consent and 18 years with self-consent. Concerning state variation,
the respondents said the legal age to have sex in both states is 16 years. Therefore,
irrespective of perspectives of the respondents, they unanimously agree that the
minimum legal age to have sex in Victoria and New South Wales states is 16 years.

4.21.1.1 Awareness of legal age of consent for sex according to sociodemographic status.
Young men’s awareness of legal age of consent for sex was analysed
according to socio-demographic and sexual activities variables. For this purpose, data
were re-coded into three categories: a) participants who have given the legal age of
sex as 16 or 17 years (200 or 50.5%); b) participants who have given legal age of sex
as 18 years or above 18 years (29 or 7.3%), and c) ‘other’, where participants either
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had no awareness, or stated some age, gender and state-related conundrums or
narratives, 167 (42.2%).

It was found that there were significant associations between the young men’s
awareness of legal age of consent for sex and their geographic locations (p = 0.002),
age (p = 0.035), level of education (p = 0.028), living arrangements (p = 0.014) and
employment status (p = 0.015) but not with RRMA (p = 0.501) and relationship status
(p = 0.052). A higher proportion of the participants from Albury-Wodonga, six out of ten
participants (59.6%), gave the age of consent as 16 or 17 than did the participants from
Ballarat and Shepparton. In addition, participants were found to have more awareness
if they were in the older age group than younger (52.0% v. 50.4%), either employed full
time or part time than unemployed (55.8% v. 38.7%), living with either family members,
friends/housemates or partners (54.5%) than alone (32.1%) and the participants who
had a relationship (57.3%) than those who were not engaged in a relationship (46.3%)
during the time of survey (see Table 88).
Table 88
Relationship between the Awareness of Legal Age of Consent for Sex and Sociodemographic Factors
Variables

Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
Age
16–18 years
1925 years
Level of education
Year 10/Less than Year 10
Year 11

Awareness of legal age of consent
for sex
16 or 17
18 or 18
Other
yrs
yrs +

Total

P-value

55 (45.1)
64 (46.4)
81 (59.6)

17 (13.9)
6 (4.3)
6 (4.4)

50 (41.0)
68 (49.3)
49 (36.0)

122 (100.0)
138 (100.0)
136 (100.0)

0.002

87 (50.3)
28 (52.8)
85 (50.0)

16 (9.2)
1 (1.9)
12 (7.1)

70 (40.5)
24 (45.3)
73 (42.9)

173 (100.0)
53 (100.0)
170 (100.0)

0.501

69 (50.4)
131 (52.0)

3 (2.2)
24 (9.5)

65 (47.4)
97 (38.5)

137 (100.0)
252 (100.0)

0.035

44 (47.3)
47 (55.3)

2 (2.2)
9 (10.6)

47 (50.5)
29 (34.1)

93 (100.0)
85 (100.0)

0.028
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Variables

Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangements
Family members
With Friends/housemates
Partner
Alone
Current relationship status
In a relationship
Not in a relationship

Awareness of legal age of consent
for sex
16 or 17
18 or 18
Other
yrs
yrs +
83 (55.7)
11 (7.4) 55 (36.9)
22 (37.3)
5 (8.5) 32 (54.2)

Total

P-value

149 (100.0)
59 (100.0)

66 (50.8)
88 (60.7)
43 (38.7)

10 (7.7)
7 (4.8)
10 (9.0)

54 (41.5)
50 (34.5)
58 (52.3)

130 (100.0)
145 (100.0)
111 (100.0)

0.015

98 (51.6)
60 (56.1)
24 (55.8)
18 (32.1)

12 (6.3)
5 (4.7)
2 (4.7)
10 (17.9)

80 (42.1)
42 (39.3)
17 (39.5)
28 (50.0)

190 (100.0)
107 (100.0)
43 (100.0)
56 (100.0)

0.014

106 (57.3)
94 (46.3)

14 (7.6)
13 (6.4)

65 (35.1)
96 (47.3)

185 (100.0)
203 (100.0)

0.052

4.21.1.2 According to participants’ sexual behaviour and activities.
It was found that participants’ awareness of legal age of consensual sex only
correlated with recent penetrative sexual experience (p = 0.044), but was not
associated with their sexual identity, oral sex experience, age of sexual debut, number
of sexual partners and use of condoms in the past 12 months. Although not significant,
it was evident that a relatively higher proportion of participants who were found to be
more knowledgeable (i.e. mentioned the legal age of sex at 16 or 17 years) on this
legal issue also reported to have had sex with a single partner and also used condoms
every time they had sex in the past 12 months. Therefore, these findings suggested
that participants’ sexual practices have not been attributed to the awareness of the
legislation related to sexual consent (see Table 89).
Table 89
According Participants’ to Sexual Behaviour and Activities
Variables

Awareness of legal age of having sex
16 or 17 yrs

Sexual identity
Heterosexual
Non-heterosexual
Oral sex

175 (57.8)
25 (45.5)
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18 or 18
yrs +
23 (7.6)
6 (10.9)

Total

Pvalue

303 (100.0)
55 (100.0)

0.230

Other

105 (34.7)
24 (43.6)
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Variables

Awareness of legal age of having sex
16 or 17 yrs

Had oral sex
Had not had oral sex
Age of first penetrative sex
16 years or below
17–18 years
18 years or above
Never had penetrative sex
Recent penetrative sex
Yes
No
No of sexual partners (past 12
months)
One sexual partner
More than one sexual partner
Condom use
Use of condom every time
Inconsistent condom use
Never used a condom

Total

Pvalue

143 (58.8)
57 (49.6)

18 or 18
yrs +
18 (7.4)
11 (9.6)

Other
82 (33.7)
47 (40.9)

243 (100.0)
115 (100.0)

0.253

96 (59.6)
61 (57.5)
17 (51.5)
26 (42.6)

12 (7.5)
9 (8.5)
3 (9.1)
5 (8.2)

53 (32.9)
36 (34.0)
13 (39.4)
30 (49.2)

161 (100.0)
106 (100.0)
33 (100.0)
61 (100.0)

0.407

163 (59.7)
11 (40.7)

23 (8.4)
1 (3.7)

87 (31.9)
15 (55.6)

273 (100.0)
27 (100.0)

0.044

73 (63.5)
89 (59.3)

11 (9.6)
12 (8.0)

31 (27.0)
49 (32.7)

115 (100.0)
150 (100.0)

0.586

41 (63.1)
105 (60.7)
17 (50.0)

9 (13.8)
13 (7.5)
1 (2.9)

15 (23.1)
55 (31.8)
16 (47.1)

65 (100.0)
173 (100.0)
34 (100.0)

0.078

We could conclude that the age of legal sex narratives as presented by the
respondents points to the same direction as the law of Australia. The majority of the
respondents who used age-related narratives comprising 100% of them implied that
the minimum legal age to have sex is 16 years. For instance, one said that the legal
age to have sex is 16 years and in most situations it is 18 years. This is in agreement
with legal law of Victoria and New South Wales, which specifies the legal age to have
sex to be 16 years.

4.21.2 Age of own Medicare card or health care card.
The respondents comprising mainly young men from Victoria and southern New South
Wales were asked whether they know the age they could have their own Medicare card
(see Table 90). The majority of the respondents comprising 47.7% reported they did
not know or they did not offer any answer. Only 25 of the respondents said they could
have their Medicare card at the age of less than 15 years (1%). In addition, 18.9%,
11.4% and 18.9% said they can have their Medicare card at 16, 17 and 18 years and
above respectively.
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Table 90
Awareness of the Legal Age of Having Own Medicare Card
Legal issues
Age of own Medicare card

Responses
Less than 15 years
At 15 years
At 16 years
At 17 years
At 18 years or above
Do not know/Not offered any answers

N

%

8
4
75
45
75
189

2.0
1.0
18.9
11.4
18.9
47.7

In Australia, the legal minimum age that citizens are allowed to have their own
Medicare card is 15 years. From the responses of the participants, it is clear that the
majority of respondents in Victoria and New South Wales were not well informed about
the age they could have their own Medicare card. Knowing when you can have a
Medicare card is very important because the initiative is meant to enhance proper
health care among the population and information is one of the tools that can ensure
the success of such initiatives. Since only a negligible proportion of the respondents
were able to report the correct age of applying for one’s own Medicare card, further
analysis could not be carried out due to lack of sample size.

4.21.3 Legal age of purchasing alcohol.
I also sought the opinion of young men in Victoria and southern New South
Wales about the legal age of purchasing alcohol. Table 91 indicates that 1.3% of
respondents said below 18 years, 20.2% are not aware and 78.5% of the respondents
reported the age was 18 years. In Australia, the legal age of buying alcohol is 18 years
and from the analysis, a large majority of the respondents who represent the young
men in Victoria and southern New South Wales states were found to be informed about
this legislation.
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Table 91
Awareness of the Legal Age of Purchasing Alcohol
Legal issues
Legal age of purchasing alcohol

Responses

N

Below 18 year
18 years
Do not know/Did not offer any answer

%

5 1.3
311 78.5
80 20.2

4.21.3.1 Relationship between socio-demographic variables and
awareness of legal age of purchasing alcohol.
Participants’ knowledge of the legal age of alcohol purchase was significant with
participants’ level of education (p < 0.001), employment status (p = 0.038) and their
living arrangements (p = 0.018) and sexual identity. Level of education was significantly
associated with the awareness of correct age of alcohol purchase of young men, but it
was inconsistent. In relation to living arrangement, participants who were living with
either their family member, friends/housemates or partners had more awareness of this
legislation than who were living alone. Heterosexual participants were found to be more
aware (88.1%) of the legal age of alcohol purchase than non–heterosexual participants
(78.2%) (see Table 92).
Table 92
Relationship between Socio-demographic Variables and Awareness of Legal Age of
Purchasing Alcohol
Variables

Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
Age
16–18 years
19–25 years

Awareness of legal age of
purchasing alcohol
Correct
Incorrect/No
awareness
awareness

Total

P-value

102 (83.6)
105 (76.1)
104 (76.5)

20 (16.4)
33 (23.9)
32 (23.5)

122 (100.0)
138 (100.0)
136 (100.0)

0.260

142 (82.1)
37 (69.8)
132 (77.6)

31 (17.9)
16 (30.2)
38 (22.4)

173(100.0)
53 (100.0)
170 (100.0)

0.152

109 (79.6)
201 (79.8)

28 (20.4)
51 (20.2)

137 (100.0)
252 (100.0)

0.963
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Variables

Level of education
Year 10/Less than Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With Friends/housemates/
Partner
Alone
Current relationship status
In a relationship
Not in a relationship
Sexual identity
Heterosexual
Non-heterosexual

Awareness of legal age of
purchasing alcohol
Correct
Incorrect/No
awareness
awareness

Total

P-value

71 (76.3)
76 (89.4)
124 (83.2)
35 (59.3)

22(23.7)
9 (10.6)
25 (16.8)
24 (40.7)

93 (100.0)
85 (100.0)
149 (100.0)
59 (100.0)

<0.001

95 (73.1)
124 (85.5)
87 (78.4)

35 (26.9)
21 (14.5)
24 (21.6)

130 (100.0)
145 (100.0)
111 (100.0)

0.038

153 (80.5)
88 (82.2)
35 (81.4)
35 (62.5)

37 (19.5)
19 (17.8)
8 (18.6)
21 (37.5)

190 (100.0)
107 (100.0)
43 (100.0)
56 (100.0)

0.018

149 (80.5)
160 (78.8)

36 (19.5)
43 (21.2)

185 (100.0)
203 (100.0)

0.674

267 (88.1)
43 (78.2)

36 (11.9)
12 (21.8)

303 (100.0)
55 (100.0)

0.047

Participants’ prior knowledge of legal age of alcohol purchase was not
associated with their alcohol use or misuse. A greater proportion of participants who
were aware of the legislation drank alcohol (83%) and drank alcohol above the
recommended level, but a slightly lower proportion were involved in binge drinking than
who had incorrect awareness or no awareness (see Table 93).
Table 93
Relationship between Awareness of Legislation of Alcohol Purchase and Use/Misuse
of Alcohol
Variables

Alcohol user
Yes
No
Level of alcohol use
Recommended level
Above recommended level
Binge drinking

Awareness of legal age of
purchasing alcohol
Correct
Incorrect/No
awareness
awareness

Total

Pvalue

258 (83.0)
53 (17.0)

24 (82.8)
5 (17.2)

282 (82.9)
58 (17.1)

0.978

96 (37.2)
162 (62.8)

5 (25.0)
15 (75.0)

101 (36.3)
177 (63.7)

0.274
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Variables

Yes
No

Awareness of legal age of
purchasing alcohol
Correct
Incorrect/No
awareness
awareness
122 (47.3)
6 (27.3)
136 (52.7)
16 (72.7)

Total

Pvalue

128 (45.7)
152 (54.3)

0.078

There are laws in Australia that regulate alcohol consumption as well as alcohol
sale. The laws prohibit selling alcohol to people below the age of 18 years. In addition,
the Australian alcohol laws prohibit the consumption of alcohol among those aged
below 18 years. The study has ascertained that a significant majority of young people
in Victoria and New South Wales states are well informed about the alcohol laws, which
implies that an effective campaign has been conducted to inform the public about the
laws. However, despite the high level of awareness regarding the correct legal age of
alcohol purchase among young men, this legislation seemed not to regulate young
men’s drinking behaviours.

4.21.4 Age of consent for treatment.
The respondents were asked whether they were aware of the age of giving
consent for medical treatment. Table 94 shows that 6.8% of respondents said the legal
age for giving consent for medical treatment is below 16 years, 5.8% said 17 years,
26% said 18 years, and 61.4% said they are not aware. In Australia, individuals that are
of legal age to give consent to medical treatment are those aged 18 years and above.
At the age of 18 years and above, they are recognised to be of legal age to have full
capacity to make decisions regarding their own health care. Those who are aged below
18 years depend on their parents or guardians to give consent, or health professionals
to assess their competency before a mature minor could give the needed consent to
medical treatment.
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Table 94
Awareness of the Legal Age of Consent to Treatment
Legal issue
Age of consent to treatment

Responses
16 yrs or below
17 yrs
18 years
Do not know/Did not offer any answers

N

%

27
23
103
243

6.8
5.8
26.0
61.4

Similar to participants’ awareness of the two legislations (age of sex and age of
alcohol purchase) analysed above, it was found that participants’ awareness of age of
consent to treatment was significantly associated with their age (p = 0.035) level of
education (p = 0.019), employment status (p < 0.001), and living arrangement (p =
0.012). Compared to younger participants (16–18 years) (21.9%), older participants
(28.6%) were more likely to be aware of the age of consent to medical treatment.
Similarly, participants who were working either full time or part time (31%), as opposed
to unemployed (13.5%), and those who were living either with their family member,
friends/housemates or partners, as opposed to the participants who were living alone
had more awareness of the age of consent to treatment (see Table 95).

I have also analysed whether participants’ awareness of the legal age of
consent to treatment had any effect on their access to health centres in the past 12
months or on their rate of STI check-ups (see Table 95). Participants’ health centre
visits in the past 12 months (p = 0.025) was significantly associated with their
awareness of the age of consent to treatment, but not with whether or not they had
ever had any STI check-ups (p = 0.153). Although participants’ STI check-ups were not
associated, it was seen that those who had ever had an STI test had more (35.6%)
awareness of the legal age of consent to medical treatment, as opposed to those who
did not have an STI check-up (28.8%).
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Table 95
Awareness of the Legal Age of Consent to Medical Treatment According to
Participants’ Demographic Characteristics
Variables

Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
Age
16–18 years
19–25 years
Level of education
Year 10/Less than
Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With friends/
housemates
Partner
Alone
Current relationship
status
In a relationship
Not in a relationship
Sexual Identity
Heterosexual
Non-heterosexual
Health centre visit (past
12 months)
Visited
Not visited
STI check-up (ever)
Had STI check-up
Had not had STI
check-up

Awareness of age of consent to
treatment
Below 18 18 or 18
No
yrs
yrs +
awareness

Total

P-value

18 (14.8)
14 (10.1)
18 (13.2)

34 (27.9)
41 (29.7)
28 (20.6)

70 (57.4)
83 (60.1)
90 (66.2)

122 (100.0)
138 (100.0)
136 (100.0)

0.350

17 (9.8)
5 (9.4)
28 (16.5)

49 (28.3)
9 (17.0)
45 (26.5)

107 (61.8)
39 (73.6)
97 (57.1)

173 (100.0)
53 (100.0)
170 (100.0)

0.119

12 (8.8)
38 (15.1)

30 (21.9)
72 (28.6)

95 (69.3)
142 (56.3)

137 (100.0)
252 (100.0)

0.035

10 (10.8)

25 (26.9)

58 (62.4)

93 (100.0)

0.019

12 (14.1)
22 (14.8)
6 (10.2)

28 (32.9)
41 (27.5)
5 (8.5)

45 (52.9)
86 (57.7)
48 (81.4)

85 (100.0)
149 (100.0)
59 (100.0)

8 (6.2)
26 (17.9)
15 (13.5)

33 (25.4)
52 (35.9)
15 (13.5)

89 (68.5)
67 (46.2)
81 (73.0)

130 (100.0)
145 (100.0)
111 (100.0)

<0.001

21 (11.1)
19 (17.8)

42 (22.1)
36 (33.6)

127 (66.8)
52 (48.6)

190 (100.0)
107 (100.0)

0.012

6 (14.0)
4 (7.1)

15 (34.9)
10 (17.9)

22 (51.2)
42 (75.0)

43 (100.0)
56 (100.0)

20 (10.8)
30 (14.8)

58 (31.4)
44 (21.7)

107 (57.8)
129 (63.5)

185 (100.0)
203 (100.0)

0.076

42 (13.9)
8 (14.5)

87 (28.7)
15(27.3)

174 (57.4)
32 (58.2)

303 (100.0)
55 (100.0)

0.973

27 (13.8)
23 (15.4)

48(24.6)
55 (36.9)

120 (61.5)
71 (47.7)

195 (100.0)
149 (100.0)

0.025

14 (19.2)
36 (13.5)

26 (35.6)
77 (28.8)

33 (45.2)
154 (57.7)

73 (100.0)
267 (100.0)

0.153
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4.21.5 Awareness of right to confidentiality and privacy.
The respondents were also asked whether they know if young people have the
same rights to confidentiality and privacy in medical care as adults and the majority of
them (73.5%) said they were aware of their right to confidential health services (see
Table 96).
Table 96
Participants’ Awareness of Their Right to Confidential Health Services as Adults
Legal issue
Right to confidentiality and privacy

Responses
Yes
Do not know/Did not offer
any answers

N

%

239
157

60.4
39.6

Confidentiality is very important, especially with respect to medical care. GPs
and health professionals are bound by professional ethics about the confidentiality of
their patients with respect to medical care. Therefore, in Australia, when one reaches
the age of 18 and above, he or she has the right to confidential care, except in some
circumstances in which the health professional has a duty of care and must abide by
laws of mandatory reporting.
Table 97
Relationship between Participants’ Demographic Variables and their Awareness of the
Right to Confidential Health Services as Adults
Variables

Geographical location
Ballarat
Shepparton
Albury-Wodonga
RRMA
R1
R2
R3 & Rem1
Age
16–18 years
19–25 years

Awareness about right to
confidential health services as
adults
Aware
Not aware

Total

P-value

68 (55.7)
84 (60.9)
87 (64.0)

54 (44.3)
54 (39.1)
49 (36.0)

122 (100.0)
138 (100.0)
136 (100.0)

.397

105 (60.7)
29 (54.7)
105 (61.8)

68 (39.3)
24 (45.3)
65 (38.2)

173 (100.0)
53 (100.0)
170 (100.0)

.653

72 (52.6)
166 (65.9)

65 (47.4)
86 (34.1)

137 (100.0)
252 (100.0)

.014
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Variables

Level of education
Year 10/Less than
Year 10
Year 11
Year 12
Higher than Year 12
Employment status
Full time
Part time
Not employed
Living arrangement
Family members
With
Friends/housemates/r/
Partner
Alone
Current relationship
status
In a relationship
Not in a relationship
Sexual Identity
Heterosexual
Non-heterosexual
Health centre visit (past
12 months)
Visited
Not visited
STI check-up (ever)
Had STI check-up
Hadn’t had STI checkup

Awareness about right to
confidential health services as
adults
Aware
Not aware

Total

P-value

57 (61.3)

36 (38.7)

93 (100.0)

.138

54 (63.5)
96 (64.4)
28 (47.5)

31 (36.5)
53 (35.6)
31 (52.5)

85 (100.0)
149 (100.0)
59 (100.0)

79 (60.8)
92 (63.4)
63 (56.8)

51 (39.2)
53 (36.6)
48 (43.2)

130 (100.0)
145 (100.0)
111 (100.0)

.554

109 (57.4)
72 (67.3)

81 (42.6)
35 (32.7)

190 (100.0)
107 (100.0)

.314

27 (62.8)
31 (55.4)

16 (37.2)
25 (44.6)

43 (100.0)
56 (100.0)

117 (63.2)
120 (59.1)

68 (36.8)
83 (40.9)

185 (100.0)
203 (100.0)

.405

205 (67.7)
33 (60.0)

98 (32.3)
22 (40.0)

303 (100.0)
55 (100.0)

.268

135 (69.2)
104 (69.8)

60 (30.8)
45 (30.2)

195 (100.0)
149 (100.0)

.910

58 (79.5)
181 (67.8)

15 (20.5)
86 (32.2)

73 (100.0)
267 (100.0)

.053

Further analysis according to socio-demographic variables suggests that
whether participants were informed about their right to confidential health services was
consistent, except that when compared to the younger age group, older participants
had more awareness (52.6% v. 65.9%). There is a moderate association between the
participants’ awareness of their right to confidential health services and STI check-ups
(p = 0.053). Typically, the young men who had ever had an STI check-up were found to
be more aware about their rights to confidential health services than those who had not
had any STI check-up (79.5% v. 67.8%) (see Table 97).
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4.21.6 Summary.
The findings indicate that there is a significant level of paradox present among
rural and regional young men with regard to awareness of state regulated legislations.
The findings suggest that a large majority (79%) of the respondents were aware of the
legal age of purchasing alcohol, but that knowledge did not restrict under-aged young
men from drinking alcohol since a similar proportion (73%) had drunk alcohol. A small
proportion of participants were aware of the legal age for sexual activities (43%), age to
give consent for medical treatment (26%), and right to confidentiality and privacy as
adults (60%). A very negligible proportion of the participants were aware of the correct
age to have one’s own Medicare card (1%). Young men had a significant level of
confusion about to the legal age of giving sexual consent.

254

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Chapter 5: Study Two: Key Informants’ Perceptions of
Young Men’s, Masculinity, Risk Behaviour and Access to
Sexual Health Services
5.1 Introduction
A number of key stakeholders can affect or be affected by health service
provisions, objectives and policies in the health system. The stakeholders include
individuals, community health services, hospitals, GP centres, the Department of
Human Services (DHS) and other community-based organisations (such as youth
centres and church-based services). Individuals could be service recipients, part of a
peer group, gatekeepers (such as parents, teachers or carers) or key informants. The
complexities associated with the access to sexual health service by the young men, in
rural health has been identified in the first part of my research. However, in order to
gain an understanding of the reasons why young men show reluctance to access
sexual health services in rural areas, this section of the study considers the perceptions
of various key informants involved in providing sexual health services. Key informants
include health service providers (GPs, community health nurses, and sexual health
nurses), workers (youth workers and drug and alcohol coordinator/workers), and policy
makers (from DHS and PCP managers).

In Study One, I adopted a quantitative method to elicit information via an online
survey about the barriers that exist for young men when accessing sexual health care
services. Attention must now turn to how key informants should be approached and the
methods employed that may produce the richest and most important sources of
information.
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5.2 Qualitative Approach
Research that poses straightforward, restricted and formal questions may not
get to the heart of the asymmetry between, for example, the health service system and
its users. To know what really drives the intentions of users and providers in a health
care system, the information must be approached not only based on mechanisms or
technical changes but in sensitive and personal terms. Therefore, there is an
increasing understanding that a normative approach that utilises qualitative research
methods may be better equipped to establish what is or is not working, and which
approaches may improve the provision of sexual health care for young men. Pope, van
Royen and Baker (2002) endorsed such a view and suggest that qualitative research
not only offers a range of methods that can identify what matters to providers and
patients but also assist in ‘detecting obstacles to changing performance and explaining
why improvement does or does not occur’ (Pope et al., 2002, p. 148).

Thus, my qualitative research design, as Lunenburg and Irby (2008) suggest, is
concerned with the study of ‘experience from the perspective of the individual’ (p. 90),
that is, key informants. I tried to approximate key informants’ lived experiences through
intuiting and rigorous examination that ‘covers the description about what the
phenomena ‘look like’ from the perspective of the researcher and the participants in the
research’ (Lunenburg & Irby, 2008, p. 90) rather than how the phenomenon functions.

5.3 Theoretical Aspects in Conducting Key Informant Interviews
As previously noted, it is acknowledged that young men in rural areas have
relatively less access to health care and its extent can perhaps be refined by
suggesting that there is poorer health care provision in these study areas generally,
particularly in terms of specialist health care and/or stand-alone specialist centres such
as sexual health clinics. As this research is focused on the problems confronting young
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men in rural Australia with regard to sexual health care, which is related to other
specialist medical services and their provision, the normative issues that may be raised
will at least partly, it can be argued, be in terms of responses to this lack of provision.
Thus, including stakeholders, for instance sexual health nurses, youth workers and
drug and alcohol workers as well as GPs as participants, this study is able to obtain a
holistic view of the problems as viewed by them. This includes aspects pertaining to
‘the job’ as well as their perceptions about young men as their patients and, of course,
the setting in which society has placed them and their patients. This surely resonated
within my thesis in which I used key informant interviews to gain a wider understanding
and deeper insight into issues surrounding the sexual health care of young men in a
setting that is acknowledged as being disadvantageous to them. One interesting point
made by Alderson (2001) concerns the aims and approaches of the researcher
inasmuch as quantitative research is often carried out by people who find confidence in
dealing with facts, whereas ‘qualitative research into the nature and meaning of things
tends to be conducted by people who are more openly sceptical about reality and
validity, and about the genuine difficulties of validating any research once these crucial
questions are raised’ (p. 5).

This point encapsulates the differences in methods and leads to a discussion of
why such an approach is particularly important in a health care environment, and again
Alderson (2001) provides some guidance. Firstly, by taking the time to question the
participants more fully, they are invited to give personal views. Secondly, such an
approach can inform the views of ‘seldom heard groups’ (Alderson, 2001, p. 28)
through their own words, something that larger scale and generalised quantitative
surveys cannot do. Thirdly, and very importantly for the purposes of this study,
researchers can, through lengthy and detailed observation and open questioning, find
out ‘what is really going on’ in the area of health services being considered and
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therefore inform specific and applicable policies and how the attitude and perception of
different stakeholders can influence service provision (Alderson, 2001, p. 28).

5.4 The Process Involved in Key Informants’ Interviews
Key informants were recruited from three geographical locations, Ballarat,
Shepparton and Albury, where the online survey was conducted. The University of
California, Los Angeles (UCLA) Center for Policy Research (n.d.) suggests that key
informant interviews should be in-depth and with people ‘who know what is going on in
the community’ (p. 1) because if they are collected from a wide range of persons, such
as community leaders, professionals or residents, these community experts, with their
particular knowledge and understanding, ‘can provide insight on the nature of problems
and give recommendations for solutions’ (p. 1). A number of important steps are
required, for example, planning, brainstorming and deciding the type of interviewing to
be carried out (UCLA Center for Policy Research, n.d., p. 1). However, perhaps the
most important is the decision concerning which people and groups should be
interviewed. For a study of sexual health care issues among young men in rural
Australia, this must include all health care stakeholders who deal in these specialised
fields, as well as GPs.

The key motivations for including this stakeholder group include firstly, the
gathering of expert perspectives in order to elicit the challenges and limitations that
they face; secondly, the scope of their expertise in providing sexual health services to
young men; and thirdly, to validate the responses obtained from the survey on young
men in Study One. Of particular interest was not only the views expressed to them by
the young men but also their own interpretations of the barriers that the young men
create or face.
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As suggested by the UCLA Center for Policy Research (n.d., p. 1), key
informants were selected on the basis that they are either a provider of sexual health
services, advocates for sexual health in the community and/or are involved in decision
making for the incorporation of young-person friendly sexual health services into the
priority agenda. Interviews were conducted with the following key informants: a) GPs
(two interviews from Ballarat and Shepparton); b) community health nurses (three
interviews from Ballarat, Shepparton and Albury); c) youth service coordinators/workers
(three interviews from Ballarat, Shepparton and Albury); and d) drug and alcohol
coordinators (three interviews from Ballarat, Shepparton and Albury).

5.5 Settings of the Health Services where Key Informants were
Recruited
As noted by the UCLA Center for Policy Research (n.d.), it is important to
establish the areas of health care, namely the types of service, from which information
will best be obtained. Then key informants can be chosen, with the first step being to
identify a list of individuals or groups that will have the best knowledge of the target
population. While retaining the requisite diversity, the list can then be narrowed to one
or two groups or persons in each area or field of specialisation. The UCLA Center for
Policy Research (n.d.) posits that 15–25 interviews are normally ‘the most you need’ (p.
3) Bearing this in mind, I originally planned for 18 interviews, but finally managed to
interview

11

key

informants

selected

via

email,

telephone

and

personal

correspondence connection from the following health service centres (UCLA Center for
Policy Research, n.d., p. 4):

a. Ballarat Community Health Services: Community health in Ballarat is provided
across four sites including Sebastopol, the city centre, East Ballarat, and
Wendouree. Outreach services and clinics are provided at a range of locations
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throughout the Central Highlands. The primary emphasis in all service delivery
is health promotion and illness prevention. Community health encompasses a
wide range of health services including sexual health, youth services, drug and
alcohol and mental health services. The services are well equipped with GP,
sexual health nurses, and outreach worker and pathology services. I
interviewed a GP, a sexual health nurse, a youth worker and a drug and alcohol
worker from the community health services.
b. Albury Sexual Health Clinic (ASHC): This is part of the Albury Community
Health Services. The clinic offers screening, counselling and referral services
for the sexual health problems of young people including young men and is
staffed by two sexual health practice nurses. The ASHC offers immediate
screening, and testing and treatments is available if the client is same-sex
attracted mainly because of the risk of HIV infection. However, for heterosexual
young people to access the services involves some waiting time. Services are
provided through two practice nurses. Drop-in and appointment by telephone
are available. The service has good referral linkages with GPs. Therefore, for
STI treatment, young people are encouraged to visit GPs. A pathology centre is
available next door for STIs and pregnancy tests. According to the practice
nurse, around 60% of clients are below 25 years and few were young men. One
practice nurse, drug and alcohol consultant and youth worker participated as
key informants in my research.
c. Goulburn Valley Community Health Centre (GVCHC): GVCHC is located in the
City of Greater Shepparton and offers preventive primary health care services
to the general community and drug users. According to the participants, the
community health centre is poorly utilised by young people because it is part of
mainstream services, has a lack of anonymity, and limited service options are
available. Those who are aware of other services often travel to Melbourne
(particularly to Melbourne Sexual Health Centre and Family Planning Victoria
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Action Centre) for quality and comprehensive services. For STI testing and
treatment purposes, the clients are referred to GPs. Private hospital and GP
centres dominate the health services in Greater Shepparton but there are no
GPs who are either young-person friendly or bulk bill. I interviewed a drug and
alcohol manager and a youth worker from Shepparton.
d. The Hut: A young-person friendly initiative. Numurkah District Health Service
opened its first youth clinic in 2010. Numurkah is a district town of Shepparton
about 35 km from Shepparton. ‘The Hut’ is a young person’s service staffed by
a GP and a registered nurse, and offers counselling services. The
establishment of the service is strongly supported by local service and
education providers, particularly Numurkah Secondary College and Melbourne
University School of Rural Health and Centre for Sexual Health and Research.
Initially, it catered only for mental health services but gradually extended to
young-person specific services. The main problem is the opening hours. The
centre is open once a fortnight on Tuesday from 2–5 pm. It is located two
kilometres from the city centre, therefore this service has structural barriers in
terms of opening times, location and distance. Given the lack of young-person
friendly GP/sexual health providers, I could not interview any of them from
Shepparton. It should be noted that one GP and one community health nurse
were recruited from Numurkah instead of Shepparton; one of three locations
where the survey was conducted with the help of Associate Professor Jane
Tomnay from the Rural Centre of Excellence in STI Prevention, School of Rural
Health, Melbourne University, Shepparton. She expressed her deep concern
regarding the gradual decrease of the number of the bulk-billing GPs in the
Greater Shepparton area, which would potentially increase the out-of-pocket
expenses for young people (Tomnay, personal correspondence, 25 February
2011).
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All possible representations of specialist health care professionals have been
selected in as wide a geographical area as possible in order to encapsulate differences
within the too general term of ‘rural’. These include drug and alcohol advisors, drug and
alcohol youth workers, drug and alcohol coordinators, sexual health nurses, youth
workers and GPs in a variety of locations.

5.6 Designing the Key Informants’ Interview Questionnaire
As noted by the UCLA Center for Policy Research (n.d.), the next and vital step
is to determine what information will be gathered, with particular emphasis on which
questions will elicit the information required. An interview tool (the key informants’
questionnaire) was developed with key areas, for example, after an explanatory
introduction, some key questions should be asked, followed by probing questions and,
lastly, some closing questions in order to elicit any further thoughts that the
respondents may have had (UCLA Center for Policy Research, n.d., p. 5).

The interviews were conducted using semi-structured questionnaires for each
key informant. The themes of the questionnaire were generated from the survey.
Questions were closely related to the themes (e.g. masculinity, health behaviour, drug
and alcohol use, condoms use) in which I was interested, and how I was guided and
directed by my survey findings, which then shaped what questions to ask and what
prompts to use (Creswell, 2002, p. 194).

A semi-structured interview, as opposed to one that is structured, offers the
flexibility to approach respondents in different ways while still covering the same areas
of research. In effect, it allows the researcher sufficient leeway to probe where
necessary, to interact with the respondent, to use various words and mannerisms to put
the respondent at ease in order to elicit the maximum amount of qualitative data and
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without compromising the data collection method. Questionnaires for the key
informants are included in Appendix 9 of the thesis.

5.7 Transparency and Ethical Considerations
In the Code of Ethics, the Stony Brook School of Medicine (2011) at the State
University of New York gives guidance on ethical behaviour for health care
professionals and these served as a guide to ensure that such ethics were maintained
during the key informant interviews. Similarly, in Australia, State and Federal legislation
is in place to ensure privacy standards for the handling of health information. In
addition, the Victorian Health Records Acts (2001) and NHMRC Guidelines (2010)
apply to both private and public sectors that handle health information. Together these
Acts impose a series of Privacy, Principles that regulate the “collection, use, disclosure
and handling of personal information, including health information” (Health Services
Commissioner Privacy Legislation). These also include not sharing medical or patient
details, and not identifying individual patients in conversations or public places, or
otherwise acting dishonestly. One further relevant guideline is: ‘Within the limits of your
personal competence and preferences, speak out on all social or public health issues
to which medical knowledge is relevant’ (Stony Brook School of Medicine, n.d.).

It should be noted that the nature of this research could be sensitive and
confidential in the sense that it will be addressing personal health care needs.
Therefore, permission to conduct it was obtained from the La Trobe University Human
Research Ethics Committee. Further, I was aware that confidentiality with regard to
both the interviewer and the respondents had to be ensured and thus I not only asked
for a consent form to be completed and signed by each respondent, but also included a
confidentiality clause that I as the researcher also counter-signed. These procedures
covered general ethical issues (See Appendix 8)
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5.8 Analysis
The qualitative data in the form of interviews was gathered and the task of this
chapter is to conduct a systematic analysis of them. I used themes, such as the role of
masculinity, social and cultural factors, risk behaviour, and service provision-related
barriers as perceived by young men and by the health service providers in rural
settings in Australia. These themes were obtained from Study One and used for data
gathering from the interviews. It is extremely important that qualitative research of this
nature demonstrates that the views expressed by the participants are accurately
represented and reflected in the thesis. There are two ways of best demonstrating this,
according to Fossey, Harvey, McDermott and Davidson (2002): ‘The use of quotations
(i.e. participants’ own words) juxtaposed with the writer’s description and interpretation’
(p. 730) and ‘by evidence that participants were engaged in the interpretive process, or
gave feedback on the researcher’s interpretation’ (p. 730). More specifically, and with
regard to the findings of authors such as Bryman (2004, p. 399), narrative analysis has
been utilised to summarise each interview in order that some comparisons can be
made on the basis of these specific categories or themes. A verbatim presentation of
the transcribed interviews has been used to illustrate the issues raised and to provide
some linguistic context regarding their meaning. Interview quotations were edited to
present them in a reader-friendly way. Given that the data originated from the
interviews were a product of the interaction between me (interviewer) and key
informants (interviewees), then, where necessary, analysis included the actual
questions and explanations to keep track of the flow of the narratives of the key
informants. This prevents the risk of quoting ‘out of context’. The rigor of analysis was
ensured through the utilisation of the method of triangulation (Gifford 1998, p. 553). I
used, as suggested by Gifford (1998), ‘data source triangulation’, which refers to
‘gathering information from more than one source’ such as interviewing different key
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informants, and ‘methods triangulation’ (p. 553) which refers to findings from the key
informants’ interviews and findings from my quantitative survey.

The qualitative results section combines a discussion within the presentation of
results, where necessary. With these points in mind, the results are presented under a
number of subheadings with some brief introductory comments and justifications.

5.9 Limitations
Originally, the research aims of this study suggested that a greater number of
health care workers and, indeed, more categories such as PCP managers/chief
executive officer (CEO), would be interviewed; however, due to constraining factors
such as availability and time, the originally stated aims were reduced. For example, it
was not possible to access any of the three CEO/project managers or DHS
representative for interviews. Only two of the three proposed GPs were interviewed.
Nevertheless, Study Two included interviews with three community health care nurses,
three youth workers and three drug and alcohol workers. Although interviewing wider
groups would be ideal in practice, this was not possible. Thus, having fewer
participants than originally planned, the choice was either to continue with or abandon
the qualitative research. Upon consideration of the depth and quality of the interviews
made, it was continued. It should also be noted that one GP and one community health
nurse were recruited from a more remote location, Numurkah, instead of the regional
town Shepparton, one of the three locations where the survey was conducted.
Therefore, their opinion would be more limited to the local context, which thus limits the
generalisation into wider context. However, as Gifford (1998, p. 552) stated, rather than
generalisability, transferability is the focus in qualitative research. This research
encapsulates many normative views and outlooks as well as geographically and
occupationally diverse views, which fundamentally aimed to find a real human picture
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of the issue. Thus, I believe the experiences of these key informants is transferable to
other contexts and will resonate with the health professionals who are working in
similar settings at a rural and regional level in Australia.

5.10 Results
5.10.1 Masculinity and health.
The issue of what masculinity actually means to young men and among young
men is an important factor in determining attitudes and why the behavioural ‘norms’
within it may give important clues in understanding some of the barriers for sexual
health care. In one sense, it can be easily summarised, for example, that ‘There is also
a general feeling that what prevents young men from accessing youth services are
themselves and not the service itself’ (Duncalf 2006, p. 41). A sexual health care nurse
working in a sexual health centre pointed out they offer a wide range of services to
young men, including testing for chlamydia, and she then went on to explain:
Because we know that young men don’t engage very well with health services
even especially preventive and screening type health services. I know with
some of the young men I’m the first health professional they’ve seen since they
were a child.

Here, the respondent explicitly mentioned two important issues: first, the
general reluctance of young men engaging in preventive health care, such as
screening and testing; and secondly, the number of years that the young men were out
of touch from regular health visits. However, it is unclear whether this reluctance is the
result of their presumably good physical health. If they feel good, they are not likely to
participate in a routine screening programme, particularly an STI check-up, or regularly
visit a GP or health care provider.
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Similar perspectives were echoed by the GP and sexual health nurse working
at The Hut in Numurkah, Shepparton. During the course of a discussion with a GP, it
was established that very few young men visited her clinic for consultation compared to
young women. In response to my question on what were the main reasons young men
come to the Hut (Youth friendly Clinic at Numurkah), The doctor stated:
The main reason young men come?.. I think it is very difficult to get the young
men through the door.

It is explicit from her opinion and a generally accepted fact that there is a stark
difference in the number of male and female young people visiting health services.
Likewise, the sexual health nurse from the same facility when prompted about sexual
health among young men, made an observation about ‘having multiple sexual partners
and not and I’m just getting a little sense of, that not taking care’. She also commented
that she had noticed that there was an attitude among young men ‘it’s for girls. I’m
bulletproof.’ It is apparent in the interviews that masculinity acts as a deterrent—a
barrier—to young men in accessing sexual health services. This can be further
emphasised by noting that ‘Men are less likely to discuss their health problems with
their general practitioner for emotional, cultural and gender-related issues’ (Royal
Australian College of General Practitioners [RACGP], 2007, p. 5)

The GP offered some similar reasons and made an interesting connection
between young men’s masculinity and their sexual health:
I think that is a bit about that invincibility of young men. Sometimes they might
have a bit of knowledge about what’s out there, their practices but when you’re
young often you think that won’t happen to me … or your invincibility so I reckon
… when I’ve spoken to people they’ll go, ooh, they’ll make a value judgement
themselves; they’ll go ‘no, I’m with someone who you know can never, would
never get an STI.

267

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Her comment certainly equates ‘bravado’, invincibility and sexual risk behaviour.
This means that young men have some knowledge about safe sex and STI issues, and
made a judgement that they are ‘pretty safe’. Even though they might have knowledge
about safe sex, that does not mean that this knowledge goes further or translates into
behavioural changes or practicing safer sex. She also pointed out that many young
men manage their sexual health practices based on assumptions regarding the
perceived behaviours and appearance of their sexual partners.

Nonetheless, she also contextualised how the perceived invincibility of young
men influences the relationship between a young man and a woman, which is often
traditional. She mentioned that:
It’s different for men and women ‘cause when I’ve worked with young women
often they’ll value the relationship … more than practicing safe sex … and a
simple way of that is, perhaps you know they might say, ‘look my partner
doesn’t want to use condoms and if I use condoms, he’ll drop me or you know
… something silly … so that’s, that’s young women’s. I’ve found that’s an
esteem thing with them. With young men I think it’s that invincibility that you
know it won’t happen to me.

Here, she mentioned the gender perspective of safer sex practice. For young
men, the issue of practicing safer sex (condom use) is directly revealing their personal
dislike of condom use when it comes to sexual relations with their female partners. In
addition, it is somewhat explicit from her opinion that while the decision of use of
condoms by young women would make them sexually responsible, they believe it may
put their relationship at stake. Later, the participant equated men’s non-use as being
due to a perceived invincibility to STIs but she did not acknowledge whether young
men perceived their sexual action as less risky simply because they felt they knew or
could trust their partner. Hence, emotional vulnerability leads to both young men and
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women's underestimation of personal risk, hence affecting the perceived need to use
condoms.

From the above opinions from different service providers, it was clear that many
young men do not practice safer sex or participate in sexual health promotion activities
(screening and check-up) due to a range of factors: lack of knowledge of safer sex, a
perception of invincibility, disliking condoms, and trust in, and assumptions about, their
sexual partners.

In the course of the interview, a GP also commented on other aspects of young
people’s life that could be acting as predictors or are perhaps related to the positive
sexual health of young men. She mentioned:
They might come about an STI check but in doing a sexual health history you
might find there are issues with housing, with drug and alcohol issues and that
will usually come out in the way we do our sexual health history and so you can
make really valuable links.
Sometimes it might be about the relationship you know the sexual health
relationship within what’s happening for them and that opens up an avenue or
gives you scope then to look at what else is going on in their life.

Here, the GP discussed why taking a sexual history is important. Understanding
of the importance of their sexual health and relationships is very important because it
can help provide insight into the sexual life of young men. In such a way, they can learn
about the risk of STIs and develop effective strategies for their prevention. At least,
they would more readily attend health care professionals. The above narratives show
the complexities and challenges of young men’s life and sexual behaviour. Indeed, this
GP attempted to make some linkage between the issues that may be confronting
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young men by bringing our attention to the importance of a holistic approach in
identifying other social determinants/issues that may be underpinning their reluctance.

My interview with the sexual health nurse elicited a similar notion of issues
related to masculinity that act as a barrier for young men. She stated:
I’m doing health education in the schools but the good link is I’m seeing a lot of
young men and women in the schools … I try to access them into the nearest
available STI clinic. The issues that they would come with vary—often it will be
for a STI check, sexual health issues, issues with their identity, their sexuality …
I think it is very difficult for young men like men in general to actually
communicate some of these issues … Often for young men and men in
general, I find there are not a lot of avenues for them to express this.

Here, the respondent talked about how she engaged with young people
including young men for health education and motivated them to come to the clinic
during her health education sessions in a school setting. While she mentioned a wide
variety of reasons why young men visit her clinic, she tried to stress that young men’s
sexual health needs should not be limited only to condom use and safe sex practices,
but rather that there is also the need to embrace issues like sexual identity, sexuality
and relationship context. It also emerged from her quotation that young men often find
it difficult and embarrassing to talk about the private aspects of their lives, which
inhibits them from expressing their perspectives, experiences and emotions. Therefore,
it could be noted that perhaps notions of masculinity restrict young men from visiting
sexual health services but there is also lack of customised and user-friendly health
services that meet the health needs of young men.
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Later in the interview, the GP from the Ballarat Community Health Services
also contextualised how to position the sexual health clinic or services to help deal with
issues that young men often face:
So coming to a place like the sexual health clinic I see as a safe port that they
come and just sort of talk about the issues that are worrying them … I just think
it’s a safe, accepting environment where they can come and be given up-todate information and advice, testing … treatment [and] further education.
... make great links from the sexual health clinic to the myriad of services we
have through community health and pretty much knowing the networks in the
community we’re able to link them … into all sorts of supports.

These narratives illustrate how, in reality, sexual health clinics can contribute to
the delivery of health care services to young men, who need the assistance of health
care professionals and who have problems beyond their sexual life. The participants
depicted sexual health clinics that are specialised and could offer a range of services to
meet the various needs of young people. The participant explained that services were
not only limited to up-to-date information, counselling, testing and treatment but also
could link to other community health services such as mental health, drug and alcohol
issues, and housing and youth services. Therefore, young men could find support and
attention to their problems from the professionals in sexual health clinics.

The sexual health nurse from the Ballarat Community Health Services raised
other gender-based issues and talked about her perceptions of how community and
schools in particular fulfilled different educational needs, thus, perhaps, cementing a
notion of masculinity:
I don’t think that men ... boys and girls should be separated, it’s more about
what they’re, what they thought their health needs were … I think the boys get
told about testicular cancer and ... and using condoms and the girls are told
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about using contraception and periods ... and ... that sort of thing. Really I think
they (boys and girls) should be together.

This is an interesting observation that alludes to broader issues of young men’s
sexual health perspectives beyond the boundaries of masculinity, particularly with
regard to gender and biological differences and conditioning in schools. Sexual
education is crucial for young people. Sexual education should come hand in hand with
health care services. Such a combination will make young people aware of existing
risks and threats to their sexual health and help them to cope with their problems. At
any rate, sex education and health care will help young people to learn basic principles
regarding contraception and a healthy sexual life.

Some points about masculinity and different approaches to sexual health were
also noted by a youth worker who works with same-sex attracted young men and
women. It is obvious from his opinion that men are less inclined to be tested or to
check their sexual health. In fact, they pay less attention to their sexual health
compared to women, who do it on a regular basis. He stated:
Because there’s the oral, stuff as well that can that you can get something from
so I encourage my guys to have tests every three months just to make sure that
they’re ... they’re they are safe, whereas the girls sort of do that a lot by
themselves I don’t need to encourage them as much as guys ‘cause they’er, I
suppose, they’re more careful about their bodies and how they look after
themselves.

This quotation draws attention to the role of gender in health services in which
young women are portrayed as regular users of appropriate sexual health services, but
young men are not. However, the youth worker offers little insight here into the
challenges associated with engaging young men in appropriate sexual health services.
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While he encourages young men to have a test or check-up (although it is unspecified
which type in particular) at regular intervals, it is not explained how effective this
strategy would be and why this might be.

In response to my prompts concerning the attitudes of young men (considering
themselves invincible, and a lack of STI knowledge and STI risk perception) in
accessing sexual health services, the youth worker in Ballarat mentioned:
Yeah, most definitely because we’re supposed to be the dominant people within
the community who are seen as the leaders and there is that perception that
we’re, bulletproof and nothing can get through to us. But at the end of the day,
we’re just as likely to get STIs as the girls are; so my guys are fairly well
informed that everyone’s the same, that everyone can get an STI.

This explains young men’s vulnerability and the effect of gender-related
stereotypes and biases that prevent them from taking care of their sexual health. They
are vulnerable to the erroneous model of masculine behaviour, according to which men
are considered strong and healthy and should never complain. However, such a model
of behaviour encourages the negligent behaviour of young men in relation to their
sexual health. In fact, taking care of their sexual health becomes a sort of taboo for
young men that might have encouraged the spread of STIs.

In summary, the analysis of the key interviews have revealed stakeholders
perceived knowledge of the relationship between the construct of masculinity and the
utilisation of health services, specifically that of sexual health services by the young
men in rural and regional Australia. They portrayed notions of masculinity as an
important trait that reflects the extent of a male individual to perform within a preconstructed framework reflective of social standards. However, documented responses
via qualitative approaches revealed that masculinity is a flawed model that revolves
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around the notion or belief that men are physically powerful, able and healthy; thereby,
masculinity creates crucial hindrances and difficulties in acquiring help from health
services. As such, the need to lessen the influence of masculinity over the behaviours
of young men with regard to seeking health service assistance has been expressed in
the interviews as a necessity that must be met undeniably.

5.10.2 Drug and alcohol and risk-taking behaviour of young men.
Masculine identity and behaviour varies over the lifespan of men. In addition,
‘Masculinity has been identified as a key factor leading both men and boys to risk
taking and self-harming activities’ (RACGP, 2006, p. 8). With general points in mind
from the survey findings regarding higher alcohol and drug use by the young men, I
asked key informants something triggered the drinking or drug-taking behaviour of
young men. A drug and alcohol health worker replied:
I think there is a lot of modelling...specially in small rural communities where the
sporting arena tends to be, where young men look for their role models and if
they are in small communities that idolise footballers for example, and that the
captain of the football team can drink 20 beers and still be standing, then young
men look at that and they don’t differentiate between how someone can perform
on the football field and how someone performs in a pub.

The response offered above indicates that at a certain period of development,
young men are susceptible to the act of identifying themselves with individuals that
they admire or respect. As identity is still under development at these ages, these
young people are at a critical stage that triggers them to adopt attitudes, beliefs or
behaviours that they want to copy from individuals that they look up to. As a result, they
may be exposed to drug and alcohol consumption and risk-taking behaviours that are
often deemed as detrimental to their personal development. Often, these identified
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behaviours are perceived stereotypical measures of the extent of a male’s masculinity;
therefore, as a young man adapts these behaviours, his own masculinity is determined,
according to predetermined standards (Drennan, Hyde & Howlett 2009). Thus, these
findings reveal that the construct of masculinity continuously acts as a determinant of a
range of behaviours among young males, including several risky behaviours that could
critically influence their lives to certain degrees. When prompted to continue, she
stated:
They blend them together and they soon see that he’s a hero because he can
drink rather than he’s a hero because he’s a good football player again that I
think there is a creep, a cultural creep to move away from that with the
responsible service of alcohol in sporting clubs. Where you don’t buy a couple
of slabs for the thirds if they have a win ‘cause they’re all under 18.’

From the above narratives, it is found that young men are vulnerable to the
effect of stereotypes that define their behaviour and they do not always develop
positive models of behaviour. In stark contrast, often they develop dangerous models of
behaviour that may have a negative effect on their health. This has particular relevance
because it is stated as a generality that most young men perceive their masculinity
according to sporting competence/drinking or being admired by young men who are
less able or have fewer sporting skills who aspire towards the drink/masculinity model
(Frosh, Phoenix & Pattman 2002, p. 12). Therefore, those with sporting abilities,
particularly football players, are considered key enhancement in the young men’s
construction of masculinities in contemporary society (Frosh et al., 2002). It can be
acknowledged that this may be a ‘phase’ in young men’s lives, but for some it may lead
to ruin. He commented:
You know so we are changing … but again, it’s the same with young men and
fast cars, young men and fast women, you know it’s … it’s all dangerous.
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What is clear from the respondent’s opinion is that young men may follow the
lead of sporting celebrities but they may perceive them in an incorrect way. As a result,
young men shape their gender roles under the impact of numerous stereotypes that set
them within the framework of biases and gender-related stereotypes. Similarly,
Harland, Barclay and McNamee (2006) noted in their research on young men’s
masculinity that issues surrounding masculinity are complex and contradictory, leaving
many young men confused and uncertain about what it means to be a man. Therefore,
meaningful engagement with young men is necessary through which young men can
reflect, think and explore positive aspect of masculinity and gender related stereotypes.

It is apparent that although the research is focused on the sexual health
practices of young men, there can be other issues such as alcohol abuse and
dangerous driving, which have some wide and serious—even life-threatening—
implications. The drug and alcohol advisor made a number of relevant points,
particularly concerning reasons for drug and alcohol abuse and how drug and alcohol
use is viewed culturally and socially in the Australian context. He stated:
We don’t differentiate (between drugs and alcohol) … it’s interesting because
as you’ve pointed out culturally, alcohol is part of the Australian society … it’s
something that we, from birth to death … we use alcohol to celebrate at events
… Birth: wet the baby’s head … to down the pub to drown your sorrows … let’s
celebrate and all that sort of stuff so it’s very entrenched.

Despite concerns about masculinity and how young men shape their attitudes
and behaviours with influence stemming from this construct, cultural factors could play
a significant role in shaping an individual. From the statement offered by the
respondent, it is clear that certain behaviours, even those that pose significant risks,
are subjected to a range of factors and are easily developed through varying
influences. For instance, alcohol, as she mentioned, plays a significant cultural role in
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Australia; therefore, the consumption or use of alcohol could not be deemed
immediately as a negative or harmful habit to an individual and could not be further
assessed only as a result of one’s view or influence received from masculinity. A young
man could therefore develop alcohol-related behaviours as a result of this culture,
however; the misuse of it could no longer be induced by the traditions expressed in the
earlier statement and could already be attributed to a certain perception on masculinity,
as noted in the next statement:
What isn’t entrenched is the misuse of alcohol, that’s something that we’ve
taken on, individuals take on themselves to misuse something, yes alcohol is a
legal substance in this country but it’s not legal to misuse it … all those laws
that are in place so the misuse of it, no that’s not entrenched in our culture. You
would almost suggest that there are some elements especially among young
men and rising amongst young women … that there is something to be proud of
being able to drink a lot … use now of other substances with alcohol, means
that you can use a whole lot more … therefore, you’re quite a hero … if you can
drink and drink and drink.

The above narrative suggests why young men do not control their alcohol and
drug consumption. Key informants believed that young men do not perceive it is wrong
to consume drugs and alcohol excessively. The current cultural environment fails to
help young men to curtail their drinking. In contrast, their specific cultural and social
environment encourages them to consume alcohol and drugs, which they do not
distinguish from one another. Hence, the consumption of drugs and alcohol among
young people grows.

In response to my query about reasons for seeking drug- and alcohol-related
treatment, the drug and alcohol adviser made a number of relevant points, particularly
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concerning reasons for drug and alcohol abuse as well as mental health issues and
reasons for seeking treatment:
They’ve, for nearly a hundred per cent of them; there’s been a catalyst in their
life that’s forced them into treatment. A lot of them, most of them are, are
referred either through their GP, through the police … through the court system
… either the solicitor or the court or family.

Thus, we can see some underlying reasons for referrals and that often
compulsion is a reason. In other words, they are ‘forced’ to attend because they have
offended or broken laws concerning drug and alcohol abuse. Most young men would
not consider attending, and then we have to address the notion that increased
compulsion may be the best pragmatic proposal to increase the attendance of sexual
health centres by young men.

When I asked him about drug abuse, he specifically stated that substance
abuse has already become a norm for young men. He mentioned that young men’s
drug abuse is often associated with mental illness, mostly with hyperactivity disorders
such as attention deficit hyperactivity disorder (ADHD). He explained:
We’re finding more and more depending on the substance. Some substances
tend to be experimental in nature … the more entrenched drug use for that age
group are, alcohol and cannabis … We’re finding that what that’s showing up in
through our programs is more in line with underlying mental health issues …
possibly anxiety disorders … a huge percentage of those young men who are
smoking cannabis and using alcohol, have been identified at some time in their
life of having ADHD … or one of the hyperactivity disorders. They’ve found that
self-medicating with alcohol and cannabis keeps them on a, a level field, that
they tend to function quite well … and they like it, it works, it’s cheap, it’s
available.
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Although overstated (possibly because the key informant is a Drug and Alcohol
Councillor), this suggests that some young men’s drug use is often experimental in
nature. Alcohol and cannabis can be mixed together to improve their mood, to sleep
better, or to avoid boredom. This kind of ‘self-medication’ was described in the interview
as being particularly common among individuals with a mental health condition such as
undiagnosed ADHD. Although such self-medication, such as substance or drug use,
abuse, and misuse may offer short-term benefits to an individual, eventually it could
heighten the risk of development of depression and an anxiety disorder. The union of
substance use and mental illness, in extent and consequence, has been broadly
studied throughout literature and has been found to be a grave difficulty resulting in
multiple challenges for both health professionals and the clients themselves (Van Dorn,
Williams, Del-Colle & Hawkins 2009). Mental illnesses and substance abuse is an
established combination; thus, the claim that drug use could stem from an effort of
treating or stabilising a range of mental disorders, usually ADHD and other hyperactive
disorders, is strongly supported. However, such combinations, and the added action of
self-medication, could be further detrimental to the individual, posing many threats to
both physical and mental health. The respondent then tried to contextualise the issue
and made a connection with the detrimental effects of alcohol and drugs:
You’re breaking the law and that’s all it might be fun and games when you’re 18
but when you’re incompetent or looking for a liver transplant at 40, it’s not quite
as funny … and most young men are able to make that shift … when you look
at the percentage of young men who turn up actually with substance misuse
issues … compared to the percentage of young men there are in our
community … most young men are able to make it, yes, they, they do misuse
alcohol on irregular occasions.
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Masculinity definitely influences the extent to which acts such as alcohol and
substance use are adopted by young men. A link between drinking, drug use, and
masculinity has been established in the literature and is supported by data that reveal
that both drug use and drinking are male-dominated actions whereby men exceed
women in almost every category of related behaviours investigated in research:
‘consumption, frequency and intoxication, abuse and dependency’ (Mullen, Watson,
Swift & Black 2007, p. 151). Additionally, both activities have been long professed as
masculine actions with notions that masculinity amplifies problems and difficulties
associated with drug and alcohol use and consumption (Good et al., 2008). Thus, since
these acts have been established as a standard for masculinity, young men, with no
consideration for future effects of both habits to their bodies and their wellbeing,
engage in these activities and even reach the extent of misuse, abuse and
dependency. With pressures of adapting and preserving hegemonic views of
masculinity, the young man reaches such extents.

This example of masculinity is expressed in ways that include being
headstrong, rebellious, daring and disregarding rules for some young men. Indeed, the
‘rebels’ eventually become the minority. He continued:
But they’re not chronic misuses of alcohol … so because first of all they’re, they
don’t, they see the effects almost immediately, they don’t feel better in the
morning … they feel like crap … ah their girlfriend doesn’t like to go out with
someone jabbering … filthy mess … they you know their mates turn on them
because they get lippy, you know there’s still those checks and balances by
their girlfriends, by their family, by their bosses … if they turn up to work and
they’re hung over … there’s still all those checks and balances, that the majority
of young men take on board … there is a minority of young men … that misuse
substances to the point that they’re putting their lives at risk every single week.
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From the continued analysis of the respondent, he did mention that despite a
majority of young men anchoring their behaviours on related perceptions of being
‘manly’ and eventually engaging in alcohol and drug-related activities; not every one of
them is pushed to the extent of drug and alcohol abuse and dependency, which are
definitely characterised as detrimental to the whole being of an individual, damaging his
physical, cognitive, emotional and social faculties. He has highlighted these truths and
has therefore implied that the masculinity construct is not wholly responsible for the
adaptation of extensive damaging behaviours. As such, masculinity could somehow be
viewed as an anchor that establishes or grounds young men in such behaviours; then,
after such an establishment occurs, other factors such as mental illnesses (as
mentioned in the literature) creates the possibilities of amplifying such behaviours and
transforming them into harmful ones. Eventually, a certain minority of the young men
are led to the extents of drug and alcohol abuse and dependency.

5.10.3 Remoteness.
One of the purposes of this research is to investigate key informants' views on
remoteness that exist in rural and regional geography in Australia. Both factors are
considered potential factors on travelling relatively long distances to access services
that are perceived as for non-urgent health care. The extent of this problem is
discussed in the interviews conducted. When a GP pointed out that, as far as she could
see, there was no public transport and I invited the doctor to comment on this or any
other structural barrier that she was aware of, she stated:
Oh, for everybody, unfortunately we are not very central in the town. So yes,
this is a problem for all youth, both male and female. We are out of town and
they have to walk too far. Especially in summer which is too hot. So once again
we have to rely on school nurses to drop them off and pick them up and take
them where they need to go and if she doesn’t help them out they just don’t
come.
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The distance of a health service centre to the population to which it is designed
to serve definitely plays a critical role in the promotion of healthy living among the
population. If remoteness becomes a hindrance to the acquisition of health services,
certain difficulties and challenges arise for both the clinic and the population. According
to the respondent, remoteness is indeed a hindrance to the effort of assisting the
people, specifically, in line with the context of this research, to the young people. As
difficulties in reaching young people are present, a deficiency concerning appropriate
sexual health arises among young people. Therefore, cases such as a lack of
awareness and information, poor sexual health, poor practices of safe sex, and failure
to understand sexual identities become augmented. To alleviate these difficulties, these
health institutions are therefore challenged to use alternative measures in reaching out
to young people. However, as noted by the respondent, these measures could only be
pushed to certain extents and could not guarantee that objectives of providing the
necessary services to young people are fully reached.

The sexual health nurse, similar to the GP from Numurkah, also expressed concerns
about location and access for patients, albeit from a somewhat different angle:
And no we’re not very happy with it … oh! Over the road from the school I
guess you know … discreetly of course. Close to the school … or perhaps even
‘cause we don’t not just want to … we don’t want to just serve for school
children it can be for other kids … who aren’t accessing school … so centre of
town would be much … and more accessible I think … kids could still walk from
school and the ones who aren’t at school can access us far more easily I think
… yeah so I think that’s an issue for us’.

From the response given, it is evident that the predicament of remoteness
exists in a number of locations and is therefore a problem that affects most of the

282

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

population under study. Remoteness is an issue that must be dealt with accordingly
and raised to the attention of both the community and the government. The respondent
has specifically expressed that if only their institutions were located at a point
accessible to almost everyone in their area (e.g. at the centre of the town), she was
definitely confident that proper health care assistance and service would be provided
efficiently to the population. As such, once these concerns are addressed appropriately
and effectively, local health institutions would gain an explicit advantage of reaching out
to their community and would generate a definite and positive effect on the sexual
health and practices of the young people within their regions. Once such measures are
established, remoteness may no longer add to the construct of masculinity as a
hindrance to the utilisation of health services by young males.

Contrary to the location and distance problems discussed above, a sexual
health nurse stated that her facility was accessible via public transport, particularly
buses. However, there were still problems with this as well as distances travelled by
clients generally:
It is and the buses stop just either main Jean street, which is down there or the
tax office, which is diagonally opposite us and sometimes people prefer it that
way because they might know the health people down in Victoria but they don’t
know them here, that’s fine … but the connecting buses are dreadful ... you look
at them, get a map out, you’ll just see that there is this big radius … and it might
be a 100 to 200 km … Deniliquin’s 200 kilometres away … no they usually tend
to get a car … get a lift, some people are quite inventive in how they get a lift,
yeah … which is why sometimes, they just rock up … because they’ve got a lift
that day … and you know we obviously try really hard to accommodate them, if
they’ve come from a distance.
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Although communication is much better as Albury is a regional town, health
care organisations and social services also face considerable problems there in terms
of utilisation of their services by young people with health problems. If young people
live in remote areas, the access to health care professionals from these areas is
limited. Young people are not always willing or capable to travel for a long distance to
have a test or visit a physician.

Similar issues were apparent during the course of the interview with a sexual
health nurse working in Ballarat, although the issue of anonymity, along with travelling
further for consultations and treatment, was raised:
We do see people from further in the region … and that often that goes right
back to you know a small town might have a family practice where maybe that
doctor delivered them as a baby … people know each other so coming to
somewhere like Ballarat … is probably a good option … you know that they can
come out that’s all hindered by lack of public transport between cities.

Again, remoteness becomes an issue, but at this point, remoteness by itself
does not account for the difficulty as the lack of ample and efficient public
transportation has been identified. Remoteness and transportation are inseparable
constructs as both influence the other to certain extents and could deliver seemingly
identical results. Lack of transportation is definitely induced by remoteness, as long
distances would definitely produce restrictions in available forms of public
transportation. Thus, people are faced with the challenge of acquiring any form of
available transportation that could help them acquire the medical assistance that they
need. Conversely, remoteness may actually have a positive influence on the population
with the identification of the issue of anonymity. Through assistance offered by health
professionals devoid of any personal relationship to the patient, remoteness becomes
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helpful as a number of people discover that a certain level of anonymity adds to their
level of comfort and ease in the process of accessing health services.

Despite providing a mobile service, a drug and youth worker, when prompted,
did acknowledge that distance could be a problem:
Being a more regional service, there’s definitely barriers … to accessing
treatment.
During the course of the interview with a drug and alcohol coordinator, I
enquired whether there was a rehabilitation centre in Albury, to which he replied that
the closest one is in Wagga Wagga. He then went on to state that the nearest young
person-specific centre was in Melbourne, or perhaps Canberra, although the former is
a ‘little bit easier to get to’. He also pointed out that it took approximately three hours by
bus or train. The drug and alcohol coordinator continued:
So there’s no youth specific service. We refer to Melbourne or as I say if they
had family in Sydney, it would be Sydney whatever.

The youth worker from the Ballarat Community Health Services was asked
about options or available resources for young men in more remote parts than the town
itself. He said:
There were very little … I think the in some of the outer places they still have
health centres but they’re still very ‘oh what are you going there for’ sort of
thing, it’s still that, that perception of what they’re going there for and that
they’re going there because they have a STI or so I’d say rurally they’re more,
more inaccessible and harder to get, unless they were to buy them and then in
smaller towns if you go to the supermarket you’ll be able to know someone that
knows someone else and … and if you’re in there buying condoms it’s gonna,
get around fairly quickly that you’re out there shagging or whatever.
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Generally, there are problems for young men in accessing sexual health
services in remote areas. One interesting point, raised by a number of sexual health
care professionals, was the extent to which the types of communities themselves, by
being remote and ‘close,’ could be a restraining factor for seeking sexual health care.
This opens the possibility of a dilemma—remoteness makes access difficult, but taking
the services to such areas may inhibit young men from seeking such assistance due to
the nature of local communities.

The reviewed literature has noted that the issue of remoteness is definitely a
barrier to the acquisition of a number of health services in rural and regional parts of
Australia (Butler, Petterson, Bazemore & Douglas 2010; Eckert, Taylor & Wilkinson
2004; Underhill et al. 2009) (Underhill et. al., 2009; Butler, Petterson, Bazemore, and
Douglas 2010; Eckert, Taylor & Wilkinson 2004). It poses a huge difficulty in assuring
that the whole, if not, the majority of the population is served accordingly and efficiently
with regard to health care and assistance. Thus, in line with the context of the research,
masculinity alone is not responsible for a low account of assistance concerning sexual
health services procured by male adolescents within the surveyed region. Remoteness
therefore adds to the construct of masculinity and increases the chances of lack of
sexual health information, lack of safe sex practices, and failure to understand one’s
sexual identity. A number of remoteness-induced risks are still present apart from those
that were mentioned, identifying the extent of ineffective health care services.

5.10.4 Social stigma.
The notion that young people in rural Australia have clearly defined barriers
when trying to access health care is, of course, not a new phenomenon. One example
may be given is the Sexual Health Factsheet (2008, p. 1), which lists the most obvious.
These include a fundamental lack of services, a limited choice of health providers, an
over-reliance on overseas doctors who often have conservative attitudes towards

286

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

sexual matters, long waiting times to see a GP, lack of public transport and a lack of
information concerning contraception, same-sex relationships, and a lack of knowledge
concerning the services that are available. With these points in mind, I enquired about
these issues with the health professionals to find out to what extent these act as
barriers for the young men in accessing sexual health, drug- and alcohol-related
services.

One GP added to the issues by noting the issues of being embedded in the
community as well as the elusive but important factors of trust and stigmas:
I think, in our locality we are a new service. so that they don’t trust us, or there
is a misbelief that in our particular region we are just here for people with
mental health issues so I think unfortunately we have got a bit of stigma about
health services. But I think also, they think they are invincible, nothing gonna
hurt them. They don’t need to see any one. They don’t understand that these
things are important and will catch up with them in the end.

The sexual health nurse also endorsed what the GP said regarding their
services. She did recall one comment made by a particular young man:
I heard one comment … in the community … it was, I’ve only heard it once but
that ‘this is where the mental kids go’.

Burke and Parker (2007) have defined stigma as a representation of a
stereotypical perception of a certain group of people that has the power to separate
and prohibit the group from attaining social relationships with other people. This
definition displays the major proof of stigma—social disadvantage—through which it is
identified. Social disadvantage, according to Graham and Power (2004), indicates that
some individuals within communities are unable to live life with the same ‘good fortune’
as the people around them. The sense of a good fortune captures the existence of the
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disadvantage whereby those who are stricken with bad fortunes are coexisting with
various limitations or barriers to achievement. Alongside with social disadvantage,
deprivation, which is induced by the exclusion of an individual from a certain product,
service or opportunity, is another proof that shows the existence of stigma. In the case
of the response offered, stigma is projected towards the health institution as it is related
to mental health issues. Stigma towards the mentally ill has been noted in literature as
the worst kind of stigma, thus, as the health institution is identified as an institution that
provides assistance for the mentally ill, the level of stigma is high.
The youth worker talked about such stigmas in a different but interesting angle:
I suppose within some of the community there’s still that perception that if I’m
talking about gay issues then I’m trying to turn someone gay … there’s still that
whole, we’re recruiting almost do you know what I mean? So it’s sort of a battle
to try and break down some of the barriers that the older generation have held
onto that crap. If you talk about the taboo subjects that potentially you’re trying
to recruit someone to be in your cult, gay cult like it’s a disease or something
but we’ve small … small steps and Ballarat is slowly changing but we’re still
very behind a lot of the metropolitan areas but we do what we can … with what
we’ve got.

From the interview it seems participants tried to say that the older generation
perhaps has a biased attitude towards sexual health and life and especially towards
sexual minorities. Their biased views affect the younger generation too because young
people are raised in conservative communities and, since early childhood, they have
learned biases and stereotypes in relation to sexual life from the older generation. As a
result, these biases and stereotypes make young people unaware of the importance of
sexual health and the methods of maintaining of sexual health.
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A drug and youth worker made a pertinent point concerning a potential barrier
to entry—the issue of sexuality and sexual identity:
Being a more regional service, there’s definitely barriers … to accessing
treatment. We do ... there is a service that ‘Cutting Edge Youth Services,’ which
is another service here in Shepparton that deals a lot with gay and lesbian,
bisexual, transgender and intersex people and they’re a great resource if that
person is sort of struggling with their sexuality as well.

It is evident that young people are afraid of talking about their sexual lives and
health and about issues such as homosexuality, because of the rigidity and
conservatism of the older generation. However, against all odds, there are some
successful initiatives being implemented by a community-based youth centre that is
resourced enough to provide services to those young people who are sexual minorities.

5.10.5 Issues around condoms.
From the survey and literature review, it was evident that there was a lack of
condom use by the young men. Therefore, I was particularly interested in whether
availability and accessibility of condoms for safer sex practice is an issue in rural and
regional towns in Australia. All key informants mentioned that condoms were available
at community health services, supermarkets, chemists, petrol stations etc. including
condom vending machines and some of the pubs where condoms are available round
the clock. Conversely, I came across two interesting findings regarding condom
availability. The first one is in Ballarat and second one in Albury.

The youth worker in Ballarat has been involved in many information sessions on
sexual health, such as how to stay safe and on condom use. Despite his proactive
intentions to help young men, he did experience some institutional barriers regarding
condom use. He stated:
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My restrictions are because my program runs for ah people 12 to 25 ... the
council doesn’t what to be seen as promoting sex for 12 year olds so it’s just a
blanket rule that we’re not we’re not to give out condoms because we don’t
want to be promoting sex.
Sexual health and education, despite the efforts of developing a platform that
could influence the young people in positive ways, has been debated as a means of
encouraging them to engage in sex even more. Thus, a dilemma exists—whether or
not sexual health education and services must be promoted through extensive means
or must be regulated and limited only to certain information and to certain modes of
assistance. As such, the issues of promoting the use of condoms and providing them
for safe sex practices among young people are under question, presenting pros and
cons that pose difficulties for health practitioners in their application of sexual health
care and assistance. The challenge of assisting young people through the best
possible means faces health practitioners to many different extents. They are pushed
to create remedies and develop interventions that could still uphold safe sex and
proper sexual health, without having to violate conditions posed by their authorities.

This means we have to question an institutional mentality that cannot
differentiate between young people who are legally above and those who are legally
below the age of consent. Further, he expressed his frustration:
My problem is that I cannot give out condoms because I work for the council …
so I have to send everyone to the Ballarat Community Health centre, which can
be a bit of an issue as well … because there’s a bit of stigma involved with the
community health centre that if you’re going there you’ve automatically got an
STI or something like that so young people are a bit sceptical about that.

Stereotypes existing in society lead to the formation of the negative image of
individuals going to sexual health centres because people believe that clients of sexual
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health centres have an STI. Such biased attitudes discourage people from going to
sexual health centres. Then he continued:
So we sort of we have condoms in my office all the young people know where
they are if they want them, they can help themselves but they, I don’t give to
them. So, we sort of, we try and work around it by having them there, if they
want them, they take them.

This is another important issue and one that not only goes to the heart of the
research but also highlights the advantage that can be gained from qualitative research
via in-depth interviews. If a sexual health worker, under his own initiative, must provide
condoms due to an institutional ‘distaste’ for such a provision and then must ‘hide’ his
actions—in order to protect his job—by leaving the condoms for clients to take rather
than giving them out, then we have a potential ‘facade’ of concern covering deeply
entrenched prejudices. Similarly, a sexual health nurse shared her experience
regarding condoms:
There’s one chemist shop that doesn’t sell condoms or any contraception
because they have a strong … religious view. So if I notice someone’s from out
that way I will tell them the story with that chemist. But it’s right next to a
supermarket, so at least they can get some condoms there.

Moreover, conservatism in society discourages young people from using
condoms, even if they have free access to them. They just do not know how to use
them properly and what for. They have a false sense of security in their sexual life that
is enhanced by stereotypes in relation to the sexual life. In response to my enquiry if
condoms were available from community health services, she replied:
Oh yeah, they can come in here and both in our needle syringe room, they can
get condoms or they can come and get them from us or from Border Family
Planning … But unfortunately with the health service we’ve just got sort of plain.
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we don’t have all the exotic variety of condoms, like very attractive, packaging
or anything ... no just plain.
In fact, people have access to condoms and they can use them but they are not
always willing to use them. In this regard, it is possible to distinguish several reasons
why people refuse to use condoms that they have virtually at hand. First, they may be
aware of family planning but they are still vulnerable to the effect of conservative views
on their sexual life, stereotypes and biases. Second, there is no effective promotional
campaign to attract people and to encourage them to use condoms. In fact, the
condoms available in the community health services are plain and there is no choice of
condoms, just plain, regular condoms.

From the above discussion, we found that both stigma and condom use pose
difficulties for accessing sexual health services to the best extent, especially for young
people. These problems therefore present challenges to the health professional
community in which they are urged to develop measures that could alleviate the
negative effects of the existence of these dilemmas and could uphold the effort of
providing the best health care for the community. As sexual health is a very critical part
of every individual’s development, especially in the period of adolescence, health
service acquisition must be encouraged among young people. This is to help young
people develop responsible habits and behaviours that could steer them away from
detrimental acts that damage several aspects of their development and their health.
Stigma must be addressed accordingly through the elimination of negative stereotypes
towards mental illnesses and through informing the community of the true objectives of
health institutions while condom use must be promoted within the right parameters,
avoiding any implication of encouraging sex among young people.
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5.10.6 Opening hours and waiting time.
My enquiry regarding the opening hours of consultation and waiting time
brought up important findings from the key informants. The opening hours of
consultation are particularly important for employed young men. The sexual health
nurse stated:
It’s funny with sexual health … especially young men they won’t miss work for
the appointment. ‘Oh but I work 9 to 5 and only open 9 to 5.’ and well you think
how important is your sexual health? … We can’t open after-hours logistically,
financially, everything. We can’t do that … and they moan a bit about that we’re
not open … I wish they would just prioritise it a bit more and sometimes I have
to say, ‘look is this important? How important is this to you? Can you miss a bit
of work?’

The above narrative suggests the lack of after-hours health services in rural
towns. Since most of the sexual health centres remain open between 9 am to 5 pm,
this acts as a barrier for young men as well as older ones in accessing sexual health
services when they are in need. The key informants also highlighted the lack of
resources and funding. Interestingly, she blamed young men for giving priority to their
work, in such a situation, the desirability for accessing services decreases
substantially. She also found that in this situation young men usually make a choice
between obtaining sexual health services or working. Naturally, they choose their work
because they have to work to earn a living. However, this is invariably a problem of the
service provider and health system. Several researchers explained that being
employed is a masculine identity (Connell, 2005, Robertson, 2007). Therefore, being
sole breadwinner, work is far more important unless any forms of legitimate reasons
encountered by the young men, such as having a level of injury, obvious symptoms or
any impairment (Robertson, 2007). On the other hand, workplaces can be considered
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as spaces for offering health for young men, although maintaining privacy,
confidentiality and anonymity can be a challenge in a rural setting.

My further enquiry about barriers related to waiting times to a youth worker
brought to light further negative consequences for young men’s health and wellbeing. I
found, from the youth worker, that waiting times might be a further barrier, especially if
the motivation for the test includes, implicitly, the person seeking the test having been
recently sexually active:
Time frame can be a bit of an issue because if the young people come in they
almost want the test straight away … they don’t want the test a week later … so
that can be an issue because a week later they might not be wanting to get it
done so it’s that they almost want the short, sharp, sort of solution so I suppose
the waiting time can be a bit of an issue especially if they’ve been sexually
active within that time frame as well it can have a bit of ripple effect and make
things a bit worse.

This illustrates how waiting time discourages young men because they are
unwilling to wait and they lead an active sexual life. Therefore, they are not willing to
wait for a week or more as required for being tested for an STI. Naturally, young men
want to be tested immediately without any delays. Therefore, he suggested that a
reduction of waiting times would contribute to the wider testing and further treatment
that would improve the sexual life of people and decrease the risk of spreading STIs. A
further example of the potential barriers that can exist between the clinics and health
centres and GPs who are not on site was brought to our attention by the sexual health
care nurse:
We welcome young men but unless they’ve got a pressing need to see us, we
actually try to encourage them to see their GP because we want young men to
engage with GPs as their health provider … because sometimes we’re not
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here. We don’t want people to rely on us as for their primary health care needs
unless there’s not another option … We try to encourage young men to do that
… and sometimes they go ‘yeah, yeah, I can do that’. And other times they’ll go
‘no, I’m not going to my doctor about this’ … and if they won’t, then we’ll see
them.

This is a potentially an incompatible dilemma because it is suggestive of two
barriers for young men accessing sexual health services from remote areas. One is
that it may be difficult to encourage or motivate them to travel relatively long distances
to access the clinics but if the clinics are located locally, the nature of small
communities are such that being seen to be visiting such establishments may also be a
barrier. So this implicit suggestion of not really being welcomed at the clinic unless
young men had any urgent medical condition or need, alongside the much documented
general reluctance among young men to access sexual health care may be indicative
of underlying tensions between different echelons of sexual health care providers.

5.10.7 Gender of the provider.
Probably one of the most important single obstacles in seeking sexual health
care involves the gender of the providers. In my research, young men significantly
reported a lack of confidence in talking about sexual health issues with a female health
provider. In rural areas, there is often a lack of male doctors or nurses to examine male
patients. It can be uncomfortable and embarrassing for a rural male to have his penis
examined by a female not to mention the embarrassment associated with an STI. A
sexual health nurse explicitly mentioned her limitation in seeing young males. She
stated:

I don’t see enough young men and because I’m a female provider. It’s hard to
get a lot of young men to … they’re embarrassed enough as it is let alone
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getting them to open up about sexuality or sexual health issues.[Question: So
do you think being a female sexual provider is an issue?] Yeah. [Question: it’s a
barrier?] It is a barrier.

She further elaborated her experience:
I can believe that, I, we used to have a male Aboriginal sexual nurse here, and
just to see him interacting with the young men was brilliant and they would take
it on board because he was using their language, he was from their community
and he did so much work but he’s gone now. But we’re lucky we still have our
doctor who’s male. So I will always ask a young man if they would prefer to see
a male they’ll just have to … so they can wait to see him if they would prefer,
and usually they say, ‘no, that’s okay’ … But I’ve had a couple of same-sex
attracted young men, who’ve said ‘oh thank you I’ll see your doctor’.

Thus, sometimes it is not seen as culturally appropriate for a female provider to
provide sexual health services. She further explained Aboriginal people were
accustomed to a male Aboriginal sexual health provider because they had the common
ground. The same gender helps young men to talk about their problems openly,
whereas the employment of a female sexual nurse create further barriers. In addition,
they may have language barriers because they use a different language and, in such
intimate issues as sexual life of young men and their sexual health, they can fail to
comprehend each other properly.

Conversely, a GP responded clearly with her experience in dealing with young
men and providing them sexual health-related services. Highlighting young men’s
discomfort while dealing with a female provider, she stated that they were:
Usually pretty comfortable. I don’t find it is a barrier. I don’t but I can sense
when they’re uncomfortable … and so that’s why I try to give them the options
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‘would you like me to do a genital examination?’, ‘do you have any lumps or
bumps?’, ‘or rashes or anything you’ll like me to look at?’ ‘or would you like me
to show you testicular self-examination?’ or something like that. And almost
always they say no but … I think that they were uncomfortable … by giving
them that option they’ve grasped it some of them and some of them were fine
too and you’ve got to be a little bit careful as well as a female provider … you
don’t put yourself in a vulnerable situation, and you try to examine where you’re
in control of what you’re doing.

Emmers-Sommer et al. (2009) in their research on patient and provider
communication about sexual health mentioned, ‘In the framework of interpersonal
relationships, sexual communication is often a risky proposition’ (p. 669). This means
that any form of communication that involves the discussion of sex-related issues
poses challenges for both individuals in the communication spectrum. The act of
voicing concerns, difficulties and confusions about sexual matters, and the evaluation
of appropriate periods for discussing such matters and the extent to which they are
discussed, are often the challenges that individuals must assess accordingly. In the
patient–provider relationship, these challenges may also occur and could pose as a
barrier to the acquisition of proper sexual health care, especially if the factor of gender
is taken into account. Therefore, the respondent has offered her own measures of
alleviating the stress on sexual communication especially when dealing with young
male patients. She has particularly adopted a paternalistic model, which is
characterised by low patient contribution and control wherein the provider takes control
of the communication and the patient mainly listens and tracks the instructions given by
the provider. Through this approach, she is able to address the needs of the young
men more efficiently and also perhaps more safe for herself.
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A similar positive attitude is echoed in the interview with the sexual health
nurse. In addition to sensitivity to young men’s issues, she articulated her thoughts on
respect and gaining trust of young men:
I personally don’t find it an issue. I find it’s the way they feel that they can that
they feel accepting, safe. It’s around that safety of what you disclose, they know
their privacy is going to be respected so I personally don’t find that here young
men that I’ve, I’m sure that you … know it’s hard but I think it’s their actual
environment you set , whether they feel comfortable … you develop trust so you
might only do a certain bit of what you would be needing to do and then you’ll
get them back the next week … they’ll come and not only will they come but
they’ll bring their health experience.

The positive relations between sexual health care professionals and young men
start with respect for clients, especially if the health care professional is female. The
health care professional should create comfortable conditions to make the client
confident in the professionalism of a doctor or nurse. Therefore, if health care
professionals manage to create positive relations with clients, they can work effectively
but they have to respect their clients and to be very careful to avoid offensive actions or
words. If patients feel any disrespect on the part of health care professionals, they may
feel uneasy and health care professionals cannot work effectively.

A further interview was conducted with a drug and youth worker in Shepparton.
Her role can be described as providing a mobile drug safety service, which includes the
offering of syringes on an outreach basis. An interesting discussion included the
motivations for young men to use the service and the worker stated that she had few
problems communicating and serving young men. I followed this line and when I asked
her why this might be so? The worker replied that:
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So it’s more of a word of mouth thing amongst the users. And we do certainly
have a very young age group to a not very much older age group … in regard to
men.

I further prompted the worker by saying: ‘We have found in our research that it
is not equal between young men and women and even other age groups—they ignore
the need for seeking health services? What is your opinion?’ She replied:
My opinion on that? I can’t answer I think a lot of that is they think they know it
all … but I think there needs to be that reminder all the time and I think it’s part
of our program because we offer free water based lubricant condoms ... and
dams … that’s always something I mention when I’m doing a needle syringe
provision … ‘We have those things available.’

They’ll say ‘ah no I don’t need any’ and then I’ll say something like ‘don’t you
ever have sex?’ … and they’ll go ‘well yeah I do’, ‘well do you have several
partners?’ So I say things like that which will lead into things like that ‘yeah ...
yeah’, they do. If you sort of do it in a jovial way … they’re quite happy to talk to
you.

Because they sort of see you as a face that’s non-judgemental … that provides
a service … so they’re quite happy to talk to you about those things … and
because the needle syringe program is an anonymous service then there’s no
names so I think that takes away that fear of recognition.

The health care provider within this particular interview has noted that the key to
developing a stable form of interaction with a young male patient, under the context of
sexual communication, is to address his needs in a non-judgemental way. This is
particularly true with regard to the mutualistic model of communication between a
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patient and his provider. The mutualistic model promotes the equal distribution of
participation, input, and control levels between the provider and the patient. Harland
(1997) in his research on young men suggested that young men often look for certain
attributes or qualities, such as ‘having sense of humour’, ‘good listening skills’, ‘honesty
and trust’, ‘being non-judgemental’ and ‘ability of provide good factual knowledge’ in a
practitioner. Through this model, the gap between both individuals are decreased to a
minimum level, promoting an open means of communication in which both parties are
able to offer the same amount of information and input required to assess the needs of
the patient. Control over the interaction is also shared by both individuals, encouraging
the open discussion of even the most sensitive issues. Within this framework, the
construct of masculinity could be decreased to a certain level in which it is stripped of
any domineering influence over the interaction that takes place between the patient
and the provider.

Masculinity may play a significant role in the utilisation of sexual health care
services, under the influence of the gender of the health care provider. Apart from
thoughts that males have less at stake within sexual and personal parameters (e.g.
inability to become pregnant), one more rationale that could explain why men do not
want to engage in sexual communication with a health care provider is due to the
perception that it is not a ‘manly’ act (Emmers-Sommer et al., 2009). Additionally, if the
sexual communication is between a young male and a woman, the ‘manly’ act is
deemed critical because it challenges the ability of the young male to conceal his
sexual problems and promote his manhood. Indeed, those who implement customary
gender typecasts do not consider that it is fitting or essential to discuss sexual matters.
To address these difficulties, health care providers must be conscious of initiating
measures that would transform their environments into comfortable ones in which their
patients would find it acceptable to offer the information needed for the evaluation of
sexual health.
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5.10.8 Barriers for the service providers.
A brief glance at the general literature regarding barriers and sexual health care
in Australia suggests a particular focus on clients, and this is understandable. However,
there is attention to specific areas such as a shortage of professionals, particularly
outside of the main urban areas, and these problems intensify as areas become more
remote (Struber, 2004, p. 1). In this research, focus is at a local level and asks key
informants for their understanding of the problem and associated issues.

The youth worker talked about such difficulties and it was interesting to note
that the responses focused on attitudes, attracting staff, funding and further training.
Then, I asked for how many days the youth worker was employed:
No, no, no I’m, I’m funded for 20 hours a week … which is not ideal … it just it
doesn’t provide enough time to, to really … do as much work as I should be
doing within Ballarat … but the City of Ballarat won’t fund my position so I’m
funded through Youth Access and Participation Project (YAP) which is state
government funded … my 20 hours is, a week’s funded plus I think maybe 5000
for the year to do everything … which is not enough … no, no … it’s never
enough.

The employment at the centre is part time rather than full time, because an
employer works for about 20 hours per week. Hence, the level of wages in the centre is
relatively low because employees are doing part-time hours. Therefore, they are not
always enthusiastic about their job. At the same time, today, people have access to
much information and they may use many resources to obtain the information they
need. In such a context, many employees feel uncertain about their functions in the
centre.
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When I enquired about professional development and training, the youth worker
from the Ballarat Community Health Services stated:
Yeah, I’m supported by the City of Ballarat … very, very little … it’s the, the City
of Ballarat is always willing to offer training … for me … but a lot of the training
is in Melbourne … and then again that takes away from my 20 hours a week …
if I if I spend a whole day in Melbourne at a training session … that’s cut my
hours down to 12 for the week … so I don’t do as much training as I would like
because a, that time should be spent with the young people because that’s
what I’m paid for. I would love to do more training because there’s some great
training out there but it’s, it’s about time ... and time management.’

The location of the centre far from large cities such as Melbourne makes the
training inconvenient for employees because they have to share their working hours
and training. In fact, when employees have to choose between training and working, it
is a difficult choice because they have to choose between their earnings and learning.
As a result, employees feel uncomfortable and dissatisfied with their level of training
but the centre fails to provide more efficient ways of training at the moment.

The sexual health nurse in Albury also discussed training and professional
development:
I’m a member of ASHNA,6 which is the nurses’ sexual health nurses
association. Their association so in terms of journals and email groups and that
sort of thing, to get that helps you keep up to date. New South Wales health
provide very limited funding to areas and so I have to choose them very
carefully, because there’s no one to cover you in the clinic and the clinics are
usually too busy anyway. So I keep up to date mainly through what I read …

6

Australasian Sexual Health & HIV Nurses Association Inc. is a non-profit nursing organisation
specialising in reproductive health.
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through discussion groups on the Internet I do the Sydney sexual health journal
club.’

Affiliations with other health care providers definitely provides extensive and
ample information that could assist a health care provider in his or her work and could
promote better means of implementing measures for patients in need of help. Through
these affiliations, the health care provider is able to self-study and self-train, which
could be a remedy for the lack of funds for institutional training. Moreover, training and
studying individually promotes a certain level of independency that could translate into
a positive advantage for the health care worker. This also adds a certain level of
development made available to the health care provider that is not only limited to
development with regard to knowledge, but also with regard to skills, capabilities and
even personal development. Moreover, these affiliations provide a support group for
the provider, embedded in intellectual, emotional, and even social support—a form of
support that may not be matched by other means of training or language and
development acquisition.

The drug and youth worker in Shepparton had positive views on the
professional training and development available:
Professional development at the moment because there seems to be a little bit
more in the medical side than there is in the drug and alcohol workers field but
there is some training coming up or there they’ve actually put something out
there recently about [alcohol and other drug] workers doing some gay, intersex,
bi-sexual, transgender and intersex (GIBTI) training. How to work with those
clients more effectively … as a drug and alcohol worker which I think is
fantastic.
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Health care professionals are overloaded with work. As a result, they need to
focus on their work entirely with few options to obtain training and to improve their
professional skills and abilities. The professional development of such health care
professionals slows down and they grow frustrated. In such a situation, it is important to
balance the work and training. Otherwise, health care professionals will be unable to
develop their professional skills and abilities.

Many of the key informants expressed issues that were specific to barriers for
service providers and these seemed to centre on funding, training and opportunities as
well as communication between the various echelons of health care provision. These
issues either directly or indirectly lead us to the consideration of barriers for young men
to access these services.

5.10.9 Referral and networking with other services.
The close cooperation between sexual health services and other crosscutting
community-based services have paramount importance in addressing young men’s
health issues. A drug and alcohol advisor focused on positive relationships with GPs as
being important to avoiding potential barriers:
We’ve got our own GP, which certainly makes it a lot easier, very comfortable
… There’s communication between them, so that’s done through [PCPs], and
the Goulburn Valley General Practices. They work very closely together and
we’ve a PCP sitting in our building so we’ve got a good relationship with them
and they certainly open doors and support any relationship with other doctors.

She elaborated on their own strategies of the development of close cooperation
with clients and the attraction of clients to provide them with essential health care
services. Drug and alcohol advisers and GPs can share their experience and
cooperate with each other, which will increase the effectiveness of their performance.
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The youth worker from the same facility noted how she helps her clients to obtain
service using a modern technology. She stated:
We suggest the online service through Melbourne Sexual Health … because
they’ve got the webcam for young people now … under 25, for indigenous
Australians and for same sex so that’s a really good service to use. Because it’s
free … So they can do it via webcam or via free call on the telephone or via
email, so that’s a really good service to have … so we promote that a fair bit,
we put it in the public toilets and they can rip off a little tag.

Since its development, online technology and online forms of communication
have helped in the development of breakthroughs in various areas and disciplines. To
date, such technologies continue to flourish and are becoming more essential to daily
living due to the extent to which they could foster improvements in our societies. In the
response offered, online means are promoted for the acquisition of essential health
care services and these are amplified via the placement of communication tools in
public areas such as public toilets, making the technology even more available to
communities. Through these steps, the health care worker believes that the community
has free, easier and faster access to any kind of health assistance that they need,
noting the reliability of this means of health care provision. Additionally, this relieves
some of the mentioned difficulties of health care acquisition such as remoteness,
transportation, social stigmas and negative stereotypes, and more.

When I enquired whether the respondent had any strategic relationship with
centres in Melbourne or Sydney:
Yeah look the ones I’ve used ah previously are the ones in Melbourne … would
be Whittlesea and locally it’s not an alcohol and drug treatment but there is the
Wodonga Youth Refuge and Youth Emergency Services … That can help with
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that crisis but they’re not an actual alcohol and drug treatment centre as such
even though a lot of the people that go there have got problems, yeah. I think.

This finding suggested that centres in Melbourne and Sydney are quite
different, especially from centres in remote areas. In fact, they focus on different issues,
such as sexual health or drug and alcohol abuse. They help clients to cope with their
problems but often, as clients move to another city, they face a problem with finding the
centre they used to attend in the city, which they have already moved from. As a result,
they face problems with their adaptation and receiving services they need.
One youth worker mentioned that he mostly refers young people to the Ballarat
Community Health Services including men from more remote areas when he needed
tests or other assistance related to sexual health and wellbeing:
I usually use Ballarat Community Health … but recently their structures
changed and it costs young people $20 now if they don’t have a health care
card … So I’ll usually refer them to Ballarat Community Health, I’ll make the
phone call and.....and on a lot of occasions I’ll support them and go to the
appointment with them just for that support they may need and I’d suppose if
they’re there with a worker it’s not as bad ‘cause they could be there for a
a...lots of different reasons not just a STI test so Ballarat Community Health is
my first point of call or the doctors, their local doctor or it can be medical centre
and the same thing I’ll go with them if they need that, make the appointments
for them if they need that yeah I do what bests suit them and what they want
from me.

The community health centre is a fitting destination for those who seek any form
of medical attention. These centres are effective in assisting patients to take more
extensive measures such as STI tests as they have the equipment needed to process
the required results. Therefore, the youth worker noted that he promotes such centres
or medical institutions and considers them his first option, especially because they can
offer more extensive and holistic assistance that the patient requires. Additionally,
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personnel within these centres have been engaged in more thorough studies and
training, which places them in the best position to attend to a patient’s needs. As
sexual health can be considered a very sensitive issue that often constitutes the
majority of the most sensitive cases in medicine, professional assistance embodied
within these centres is highly recommended.

The health care provider hierarchy is a well-known framework that must be
understood well and adeptly since this framework caters to the physical and mental
wellbeing of the community. As such, referral and networking throughout this
framework must be valued greatly as it aims for the advancement or development of
health care acquisition and provision. Though the measures of referral and networking
are actually up to the health care provider themselves, patients also play a significant
role through their active involvement. Therefore, referral and networking could only
accomplish its full potential once patients themselves are involved and engaged
positively. Consequently, providers themselves must be aware of the services available
within their communities, in order for them to provide holistic assistance to their
patients, which their patients definitely need. Once both parties perform their roles at
each end of the spectrum, the acquisition and provision of the health assistance
required will surely be achieved efficiently and effectively.
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Chapter 6: Discussion
This thesis has examined complex issues related to young men’s access to
sexual health services in rural and regional Australia. In doing so, I have demonstrated
how various dimensions such as demographic factors, masculinity, STI knowledge and
risk behaviours of young men are differentially associated with young men’s likelihoods
of accessing sexual health services, in particular, the STI check-ups. Study One is the
first quantitative study in Australia to have carried out a measurement of hegemonic
masculinity and investigated its relationship with risk behaviour and access to sexual
health services of non-metropolitan young men. The qualitative study including
interviews with key informants (Study Two) revealed the extent to which this construct
of masculinity is recognised by the health policies and service providers. In the
following discussion, I explore further the previously enumerated findings to reflect
upon the research questions that were specifically assessed by the both the
quantitative and qualitative approaches with particular attention to the following: a)
relationships between young men’s hegemonic masculinity, sexual risk behaviour and
drug and alcohol use, and to that of access to sexual health services; b) major barriers
to rural young men’s access to sexual health services as perceived by health service
providers; and c) the extent to which the construct of masculinity is recognised by the
health policies and service providers.

6.1 Masculinities
Connell (1995) suggests the social construction of hegemonic masculinity
involves men perceiving themselves as invulnerable. Hegemonic masculinity has been
characterised as the most ideal form of masculinity at any given location and time
(Connell, 2005), a communally overriding gender construct that treats femininities and
other varieties of manliness as inferior to itself, and imitates and contours men's
interpersonal relationships, thereby representing control and authority (Courtenay,
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2000a). However, Noone and Stephen (2008) postulated that Connell refrained from
identifying hegemonic traits and emphasised how hegemonic forms of masculinity
impose on the ways men can identify as masculine. I mentioned in my literature review
that Robertson (2007) in his empirical research on ‘Understanding Men and Health’
also showed that since researchers referred the ‘notion of masculinity in its many
guises’ (p xi) i.e. Connell’s plural form of ‘masculinities’ (as I discussed in section 2.4.2),
therefore, men have a far more complex take on engagement with health practices and
health services than is often postulated. Data gathered from the key informants’
interview revealed that they perceived young men’s dominant masculine discourse,
which portrayed young men as invincible, strong and rebellious. This stereotypical
understanding of young men’s masculinity appeared to be consistently present
throughout the interview process with key informants. However, as argued by
Robertson (2007) and Noone and Stephen (2008) the fluidity of the concept of
masculinity could affect men’s experiences and expectations and their relationship with
the health system. Similarly, I found that the examination of the masculinity of these
young men using AMIRS in some way supports this suggestion (Chu, Porche &
Tolman, 2005). The average score for the AMIRS was in the middle point of the range
of the scale, that is, the score was moderate. Factor analysis established factorial
validity of the items in the AMIRS and suggested a possible two-factor solution and
apparently influenced the participants’ response to the AMIRS construct within the
context of interpersonal relationships. Therefore, I would argue that the participants’
perception and understanding of masculinity did not solely adhere to the traditional
masculine ideologies, such as dominance, control and invulnerability (MöllerLeimkühler, 2002), rather their masculine ideologies were plural, complex and not fixed,
and can be changed in different social context (Connell, 2005). I also found that the
mean score of the AMIRS construct, as determined in the study, has been correlated
with some of the demographic factors such as age, remoteness, employment status,
living arrangement and with length of their relationship of the participants. This
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indicates that some interdependent elements correlate with these young men’s
traditional role and social behaviour when they interact within a particular local context
(Lusher & Robins, 2009). Therefore, one single form of dominant masculinity does not
exist in this group of young men; rather, they were influenced by different forms of
‘masculinities’ (Connell, 2005; Sabo & Gordon, 1995, as cited in Kimmel & Messner,
2007). This has been supported by a growing number of critiques against the relevance
of hegemonic masculinity for contemporary young men, or the utility of the concept for
examining masculine identities (Demetriou 2001, Jefferson 2002, Wetherell and Edley,
1999).

There is a growing body of literature that supports the link between men’s
health and masculinities that has been discussed in the literature review in Chapter 2
(section 2.4). This discussion chapter primarily focuses on understanding the role of
hegemonic masculinity using AMIRS in relation to sexual health risk-taking behaviour,
drug- and alcohol-related risk behaviours of the young men and their understanding of
the need for, and access to, sexual health services of rural and regional context in
Australia.

6.2 Sexual Behaviour
Most of the participants indicated that they were sexually active. The age of
debut or the age of first intercourse was 16 years or below (four in ten participants).
This age of sexual initiation is consistent with previous studies in Australia (Smith,
Agius, Dyson, Mitchell & Pitts, 2003; de Visser et al., 2003), US (Reissing, Andruff &
Wentland, 2012) and across European countries inclusive of the Netherlands and
Ireland (Crochard, Luyts, di Nicola & Gonçalves, 2009). De Visser et al. (2003)
mentioned in their study that an earlier age of sexual debut is often associated with
having more than one sexual partner in the previous year and being more likely to be
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diagnosed with an STI. Therefore, earlier interventions are necessary among these
young men to prevent being infected with an STI.

More than 90% of the young men reported having practised oral sex and
vaginal or anal sex concurrently in the past 12 months. That means that young men
who reported having oral sex were also likely to have had penetrative sex, thus these
behaviours are likely to occur together among these young men regardless of their
sexual identity. My research findings did not support the notion of oral sex as a
substitute for vaginal intercourse, as found in previous studies among young men
particularly in the US (De Rosa et al., 2010; Hans, Gillen & Akande, 2010).
Concurrently, regarding the number of sexual partners in the past 12 months, the
majority of the respondents (53.9%) reported more than one partner. This finding is
consistent with the 4th NSSSH and the Big Day Out (BDO) study, with 51.0% and 47%
respectively of sexually active male participants reporting more than one sexual partner
in the past 12 months (Smith et al., 2009; Lim, Hellard, Aitken & Hocking, 2009). These
data suggest that young men in rural and regional towns represent similar sexual risk
behaviour in terms of having multiple sexual partners in the past 12 months with their
age cohort in the general population. Condom use, as an important factor related to
young men’s sexual behaviour, has also been examined and the results showed that a
large proportion (nearly three-quarters) of the participants used condoms irregularly.
Participants who reported they had used condoms irregularly were more likely to have
had more than one sexual partner in the past 12 months, consistent with previous
research (Lim, Hellard, Aitken & Hocking, 2007; Smith et al., 2009; Rissel et al., 2003).
The irregular use of condoms coupled with an increased number of multiple sexual
partners elevates the risk of contracting STIs among these young men.

The reasons why a number of respondents chose not to use condoms were
further explored in the study, resulting in a number of interesting results that present

311

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

important implications. The leading reason, ‘partner is already using contraception’,
shows that respondents are only taking measures to avoid unwanted pregnancies and
fail to understand the risk of STIs. The second reason, (‘I don’t like using condoms’)
shows that sexual drive and satisfaction are considered more important than safe
sexual practices and protection. The reasons for not using condoms were consistent
with the BDO study in which the majority of the male participants reported that they did
not use a condom because ‘sex does not feel good’, ‘dislike condom’ and ‘partner
using other contraception’ (Lim, 2007). Therefore, it is evident both from the responses
of the participants and from surrounding literature that young men are reluctant to use
condoms (Dehne & Riedner, 2001; Flood, 2003). The overall reluctance present among
young men in their use of condoms is often integrated within complex issues of gender
and authority in relationships. Sexual pleasure is also a focal point regarding condom
use, whereby young men place higher significance on sexual pleasure, noting that
condom use interferes with such (Crosby, Yarber, Sanders & Graham 2005; Skidmore
& Hayter 2000). The leading cause of the non-use of condoms by the young men in my
study indicates that birth-control is the sole responsibility of their female partners,
thereby contributing to men’s resistance to condom use (Flood, 2003). Safer sex and
contraception are two issues often misinterpreted and used interchangeably despite
having extensive dissimilarities, especially with regard to young men. According to
Anderson, Anderson and Glanze (2002), contraception refers to the act of manipulating
fertility in order to avoid pregnancy, while safer sex refers to precautionary measures
taken by individuals in the effort of thwarting or preventing the spread or transfer of
STIs. Although these definitions, along with their purposes and techniques, are
disparate, safer sex is still equated with contraception and the use of various forms of
contraceptives (Kirkman, Rosenthal & Smith, 1998). Such ambiguity present in regards
to reasons for the non-use of condoms, therefore results in increased chances of STI
transmission and vulnerability among young men who fail to understand that all means
of contraception are not equal measures of safer sex practice.
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The analysis of these young men’s sexual activity and behaviours according to
their demographic factors establishes that the sexual behaviours and activity of the
respondents were similar regardless of their geographical locations, TAFE institutes,
rural and remote classifications such as RRMA and ARIA, and the participants' course
of study at the time of survey. This is quite an expected outcome because of the
homogeneity that exists among these participants in terms of where they live, study
and work. Conversely, I have also demonstrated that in this group of young men’s
demographic variables such as age, educational status, employment status and living
arrangements were associated with certain sexual behaviour characteristics. For
example, the respondents whose level of study was higher than Year 12 were
significantly less likely to report earlier sexual debut and had had less penetrative
sexual experience, were more likely to be involved in a monogamous relationship and
more likely to have ‘always’ used a condom in the previous year than the young men
who studied Year 12 or below. International research has indicated that being
educationally disadvantaged is associated with an earlier age at first sex, less reliance
or poor use of condoms and a higher incidence of STIs (Singh, Darroch & Frost, 2001).
Similarly, those who were living with friends or house mates were more likely to report
having had more than one sexual partner in the past 12 months and were least likely to
‘always’ use condoms in their recent sexual encounters. Employment status is found to
be consistently related to increased oral sexual activity, more than one sexual partner
and least regular use of condoms. Smith and Subramanian (2006) demonstrated that
individual sexual behaviour, particularly the number of sexual partners among
heterosexual participants, was associated with the population context in which the
individual lived. There has been a growing body of literature suggesting that there is an
association between individual sexual behaviour and the social networks in which the
individual lives and socialises. Similarly, I also identified some degree of association
between individual level demographic variables and participants’ sexual behaviour in
my thesis. However, the reasons for these correlations were not identified in my thesis,
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which warrants further research on a representative sample using social network
analysis to identify if there is any causal relationship that exists between individual level
demographic factors and the sexual behaviour of rural and regional young men.

6.3 Alcohol and Illicit Drug Use
The majority of the participants drink alcohol (71.2%), with most of them
drinking about three or more standard drinks each time they consume alcohol (63.7%),
and the majority of them engaging in binge drinking (54.3%). The 4th National Survey
of Australian Secondary Students (NSASSH) reported similar results, with the majority
of respondents reporting high rates of alcohol consumption, of drinking more than the
recommended level, and of binge drinking according to the NHMRC guidelines of more
than five drinks on one occasion for male respondents (Smith et al., 2009). Several
studies confirm that such high levels of alcohol consumption among rural young
people, in which one study by Headley and Allison (2005) stated that the rural young
men of Australia are more prone to alcohol consumption-related risk behaviours
compared to young men in metropolitan areas, and more likely to experience alcoholrelated harm.

Drug use among the participants was also surveyed, and around three out of
ten (28%) reported having ever used an illicit drug, which was much lower than the Big
Day Out (BDO) study (77%), in which participants were mostly metropolitan young
people (Lim, 2007). This may be due to a number of factors. First, the availability of
illicit drugs is perhaps less common in the country compared to in metropolitan cities in
Australia; secondly, young men might consider alcohol consumption a cultural norm;
and thirdly, the participants may have had higher perceived health risk associated with
drugs as compared to alcohol use.
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Similar to sexual risk behaviours, certain individual demographic variables such
as age, employment, living arrangements, relationship status, and length of relationship
were found to be associated with the drinking patterns and illicit drug use of these
young men. Participants who belong to an older age group, were employed full time,
and were living with friends and housemates, partners, or alone rather than living with
family members were more likely to engage in drinking activities inclusive of a greater
tendency towards binge drinking and greater drug use.

Findings related to employment and alcohol use conform to the AAP (2006)
report on facts about alcohol and work in Australia in which nine in ten workers drink
alcohol with 17% engaged in binge drinking and at least seven per cent of the
workforce have gone to work under the influence of alcohol at least monthly. The report
also mentioned that the amount of binge drinking is common among young workers (14
to 29 years) and country workers. According to Healey (2002), young AngloAustralian’s transition from

adolescence to adulthood involves

a range of

developmental tasks that include physical, cognitive/moral and psychological
adjustments. This transition is complex and generally involves a variety of
developmental tasks including: i) independence from parents and family; ii) accepting
one’s physical appearance and sexuality, such as heterosexuality, homosexuality or
bisexuality; iii) preparing for a career and entering the job market; iv) interpersonal
development including the ability to have a mature, intimate relationship; and v)
developing mature peer friendships. All of these development parameters can be
influential in decisions to adopt a wide range of risk behaviours that may be considered
normative within young men (Heaven, 1996) but also can be detrimental to young
men’s health and wellbeing as noted in the discussion above.
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6.4 Barriers to Access: Specific to Young Men
6.4.1 Hegemonic masculinity.
Consistent with previous studies, this study found a general tendency for young
men to avoid health services (Galdas, Cheater & Marshall, 2005; Smith, BraunackMayer & Wittert, 2006). This unwillingness to use health services is supported by the
construct of masculinity, specifically hegemonic masculinity (measured by AMIRS),
which has been evaluated through collected data as a barrier not only to the use of
health services by men, but to their health and wellbeing in general. AMIRS mean
scores were higher among the participants who had not visited any health services
than among the participants who had visited any health services in the previous year,
which in a way pointed to young men’s inclination to the hegemonic masculinity
construction that young men always view themselves as healthy and able and thus
restrict themselves from utilisation of health services (Mahalik, Levi-Minzi & Walker,
2007). Likewise, data gathered from the key informants’ interviews revealed they
emphasised only the ‘toxic qualities’ of hegemonic masculinity about young men’s
health and behaviour (Kupers, 2005). They revealed that young men are generally
reluctant in engaging in preventive health care; there exists an extensive gap in the
number of years in which young men are out of touch from regular visits; there exists a
stark difference in the number of young men and women who access health services;
young men manage their sexual health practices based only on assumptions regarding
perceived behaviours and appearances of their sexual partners; there is a significant
lack of knowledge and practice among young men with regard to safer sex; and young
men had difficulties in expressing information and details regarding private aspects of
their lives leading to inhibited expression of perspectives, experiences and emotions.
These observations and findings are consistent with that of Kaufman’s (1994)
statement, which notes that young men's possession of supremacy entails the
inhibition of their needs and the refusal of acknowledgement of risk and illness and
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vulnerability to events that could naturally occur to them such as diseases, discomfort
and distress.

Other health-related viewpoints and actions that were perceived by the key
informants about the hegemonic masculinity of young men, often stereotypical,
incorporate the refutation of susceptibility, the possession of emotional and physical
power, the manifestation of strength and health, disregard for health consultations, an
incessant concentration on sex, the exhibition of belligerent behaviour and of
supremacy (Courtney, 2000a). The analysis of these findings supports the
manifestations of hegemonic masculinity, specifically as results of mentalities of
invincibility, strength and supremacy, of blind presumptions of good health, and
wellbeing, and of beliefs that displays of weaknesses and inferiority are unacceptable.
However, I would also argue that the degree to which hegemonic masculinity
influenced participants’ decisions to access health and particularly sexual health
services (STI check-ups) was not consistent, as young men’s access to health services
were shaped by their own perceptions and needs. Therefore, in addition to notions of
masculinity as a hindrance in the utilisation of health services by these young men,
there were valid reasons for not visiting health services in the past 12 months that must
also be considered, which often include the absence of any health-related matter that
needed professional medical assistance from the respondents (73.3%) or health
problems being in a tolerable state (16%). Addis, Mahalik and Mansfield (2003), in their
research on the psychology of men’s help-seeking behaviour, identified young men’s
under-reporting of their symptoms about diseases for which young men were at risk.
Therefore, within the realm of health services, health providers should work
collaboratively with young men and ask for confirmation rather than assume that young
men will report health issues, and give them realistic advice taking into account young
men’s social and demographic situations (Courtenay 2001).
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While nearly half of the participants visited health services for some reason in
the past 12 months, when asked about the number of visits to sexual health clinics,
very few participants responded positively (3.6%). Such a low rate of visits could be
due to a lack of health centres specific for sexual health in the surveyed areas and also
it is possible that GPs, hospitals and other health services could have provided the
sexual health services to the young men (20% reported an STI check-up). Conversely,
the study’s findings also suggest that there is clear mismatch in the proportion of young
men’s access to health services for general health services and sexual health services.
There could be several reasons for this disparity: firstly, prevalence of STI may be low
(less than 4%); secondly, the type of health issues that can effect young men’s
willingness to seek help, that is, more willingness to visit health services for general
health issues, compared to sexual health issues (Addis & Mahalik, 2003); and thirdly,
sexual health being perceived as a woman’s issue and being socially constructed as
feminine (Danielsson & Johansson, 2005). Therefore, young men’s avoidance of
visiting health services for sexual health purposes perhaps related to preventing them
from being labelled as feminine, inferior or subordinate within the social construction of
masculinity (Connell, 2005).

6.4.2 Risk behaviours and perceived invulnerability.
My study also found some degree of correlation between participants’
engagement in sexual encounters and non-use of condoms in the past under the
influence of illicit drugs or binge drinking. Livingston et al. (2008) found that drug and
alcohol use has been correlated with lack of foresight, planning and judgement, and
hence unwise choice of partners, unprotected sex, sexual exploitation, and unwanted
pregnancies. Although untangling causality between patterns of alcohol/substance use
and sexual behaviour is difficult, a significant body of literature has established distal
relationships between alcohol abuse and risky sexual behaviours. It is believed that
drug and alcohol use could be simultaneously adopted by an individual, later leading to

318

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

a range of risk behaviours such as risky sex behaviours. Alcohol, for example, has
been shown to damage cognitive processes, reducing the capacity to make lucid
judgements and choices, as such, it may result in risky sex behaviours such as the
reduction of the probability of using condoms throughout sexual intercourse (Flora &
Thoresen, 1988; Halpern-Felsher, Millstein & Ellen, 1996; Leigh, 1990). As mentioned
above, alcohol plays a significant cultural role in Australia; therefore, perhaps the
consumption or use of alcohol (and to some extent the recreational use of drugs) by
these young men could not be viewed according to predetermined standards of
masculinity (Hyde, Drennan, Howlett & Brady, 2009). This is supported in my study,
where data revealed that alcohol use and illicit drug use are normative in this sample;
therefore, the association between AMIRS mean score and alcohol and illicit drug userelated behaviours was not significant in this sample.

Most young men rated their health as excellent or good/very good and few
viewed their health as poor/fair. Similarly, a large majority of these young men
downplayed their risk of STI, despite more than three-quarters (77%) of the
respondents acknowledging that they had practised high-risk sexual risk behaviours.
These results are similar to the 4th NSASSH (Smith et al., 2009) and the Big Day Out
surveys in which participants reported low perceived individual risk of becoming
infected with an STI despite the majority acknowledging that they had demonstrated
one or more risk behaviours (Lim et al., 2007). Similarly, a New Zealand study also
found that although three-quarters of young people (74.3%) surveyed perceived it was
likely that people of their age would become infected with an STI, just 23% perceived
that they were personally at risk (Abel & Brunton, 2005). This low individual perceived
risk to STI is alarming given a strong age-related prevalence has been widely reported
with particularly chlamydia infection in both sexes. As mentioned in the literature
review, according to NNDSS data, the trend of chlamydia notification rates is
increasing among men of 16 to 25 years, 7% higher, when compared with notifications
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rates between 2008 and 2009 (4% in females in the same age group). Similarly, a
recent study through the ACCESS collaboration programme suggested that during
2006–2010, overall positivity on chlamydia infections increased by 8.3% (13.2% in
2006 to 14.3% in 2010; p = 0.04) in heterosexual men aged 15–29 years (Ali et al.,
2012). Notifications of rural and regional STI among young men is not available but one
recent study reported that similar high rates of STIs exist among the rural young people
of Australia and are more prevalent for the Aboriginal or Torres Strait Islander
population (Fagan & McDonell, 2010). Similarly, a multivariate analysis of the ACCESS
collaboration study showed that being young (15–19 years), residing in rural and
regional areas and being Aboriginal or Torres Strait Islander were independently
correlated with chlamydia positivity (Ali et al., 2012). Therefore, the mismatch between
perceived and actual risk among these young men of being infected with an STI
suggest that they downplayed the possibility that they could be infected and reaffirm
that these STIs cannot touch them. This perceived invulnerability, which Connell (1995)
explained as the social construction of hegemonic masculinity, often entraps young
men into engaging in risk-taking behaviours and disregarding their health (Courtenay,
2000a). Therefore, it can be speculated that hegemonic masculine views could have
influenced the ability to assess personal risk of being infected with STIs since
underestimation of their vulnerability is more rampant.

6.4.3 Fear and stigma.
This study makes an important observation that necessitates further
explanation. The participants who were living with their housemates/friends had the
lowest rate of receiving STI tests. This is an important correlation because perhaps the
participants do not want to be tested due to concerns regarding confidentiality and
privacy where there is a chance of becoming a topic for gossip if they have an STI
check-up or test. Negative comments by their peers in their social settings may cause
feelings of shame, inferiority and embarrassment, therefore having a greater effect on
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their rate of STI check-ups, which has been reported in other literature (Fortenberry et
al., 2002; Lindberg, Lewis-Spruill & Crownover, 2006). This may explain the reasons
why young men considered friends the number one source of sexual health-related
information but not as the most trusted source of information in my study. However, it is
worthwhile to mention that stigma, shame, confidentiality and privacy issues associated
with STI testing are not exclusive to young men and could affect young people
regardless of their gender.

As mentioned earlier, young men’s health visits in the previous year and their
confidence to visit a health provider for sexual health reasons were significantly
associated with AMIRS scores but there was a lack of relationship between AMIRS
scores and STI testing. I could not find any quantitative study that enumerated whether
or not hegemonic masculinity is a predictor for STI testing to compare to my result.
However, qualitative research by Leduc, Gahagan and Numer (2010) suggested that
hegemonic masculinity could encourage young men to be tested for an STI. Although
this sounds contradictory, the researchers further explained that demystifying testing
procedures, rapport building and conveying positive messages about STI testings by
health providers could promote a sense of responsibility and control over their bodies
among young men and would act to dispel myths about STI testing. Previous studies
suggest that fear of testing procedures such as ‘fear of the swab’, having one's genitals
examined and the gender of the health providers may position young men into a
vulnerable and embarrassed situation (Blake et al., 2003; Falk, Fredlund & Jensen,
2004). This notion of young men’s care of themselves and control over their own
decisions could be seen as following hegemonic masculinity norms (Möller-Leimkühler,
2002; Leduc, Gahagan and Numer (2010). I have enumerated some issues that have
facilitated the young men’s access to STI testing in my study in the later part of
discussion chapter (section 6.7).
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6.4.4 Lack of choice.
Another concern expressed by the participants and key informants is the
challenge with regard to differences in gender between the patient and their provider.
The study has specifically revealed that young men had difficulties connecting and
interacting with a female health provider and that rural locations had a significant lack
of male health care providers and workers, particularly when it comes to sexual health
provision. This means young men viewed female providers as more confronting when it
comes to visiting a health provider for sexual health matters.

Relationships between young men and their providers present another
parameter vital to the establishment of successful health service acquisition and
provision. In various cases, relationships between such individuals are heavily affected
by the gender factor, in which the gender of the provider affects the degree to which
the patient is willing to disclose information, answer relative questions, participate in
testing activities, and more. According to Martin, Arnold and Parker (1988), gender
implicates differences in the communication patterns that exist between the young man
and his provider; and consequently, these communication patterns are able to
influence the detection and treatment of any underlying health concern within the
patient. Such gender differences and preferences are referred to as gender
concordance. Gender concordance has been identified as a very important factor to
both men and women with regard to their health care providers (Garcia, Paterniti,
Romano & Kravitz, 2003) and has been determined to incur ‘greater trust’ in patient–
provider relationships (Bonds, Foley, Dugan, Hall & Extrom, 2004). Additionally, from
the analysis conducted on the responses offered by the key informants, it shows that
the most effective pattern of communication between patients and their providers is a
mutual one. According to previous discussions, the mutualistic model calls for an equal
distribution of participation, input and control on conversations and topics covered by
both the young men and the provider.
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Additionally, the issue of chaperones for the use of sexual health services
presents another means of decreasing the negative effects of gender preferences. The
provision of chaperones was found to be practical for purposes of support, reassurance
and witness to patient accusation of any professional misbehaviour (Teague et al.,
2007). Chaperones were found to be necessary for female patients under genital
examinations and testing, especially when health providers were male; but were
unnecessary mostly for male patients (Newton et al., 2007). Assumptions about why
men prefer the absence of chaperones may be associated again with masculinity and
beliefs about one’s masculinity. To certain degrees, it is implied that the existence of a
chaperone violates hegemonic masculinity codes in which men assert that they are
independent and strong; as such, a person witnessing such examinations conducted
on a male patient may violate their independence and expose their weaknesses.

6.4.5 Lack of awareness of STIs.
Similar to other studies with regard to young men’s knowledge of STIs, we have
also found a moderate level of knowledge of STI and sexual health issues among
young men (Gold & Hocking 2007; Smith et al. 2009). Participants were more likely to
be more knowledgeable of HIV transmission (70.7% correct) compared to transmission
of chlamydia (54.5%), genital warts (48.0%) and gonorrhoea (42.9% correct). It was
also seen that these young men’s knowledge of investigation and treatment of STIs
and their knowledge of STI prevention (item numbers f, g and h of the STI knowledge
questionnaire) were also poor. Given the much higher prevalence of chlamydia and
gonorrhoea among Australian young men (Australia's notifiable diseases status, 2010)
compared to HIV, this mismatch of knowledge is of major concern. Since STI
knowledge is prerequisite to accurately assessing one’s risk for an STI, the present
findings indicate a need for increased efforts to educate rural young men about STI
prevention strategies, such as routine testing and consistent condom use. Goldenberg
et al. (2008) in their research also identified the lack of awareness of STIs as a
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potential barrier to accessing sexual health services and STI testing. In a recent
survey, conducted by ARCSHS among the Australian Secondary Teachers on
sexuality education in 2010 found that most time spent on sexuality education was in
years 9 and 10, with only little time spent in years 7 and 8 and hardly any teaching of
sexuality took place in years 11 and 12 (Smith et al, 2011). The study also depicts that
surprisingly, abstinence from intercourse until being ready is still an integral part of
today’s sexuality education and reproduction and birth control methods were among
the most frequently taught topics in the sexual health education (Smith et al, 2011)
Therefore, incorporating comprehensive STI prevention, including positive sexual
behaviour and activity related information into school-based health education may be
an effective strategy for increasing young men’s sexual health literacy as well as
preventive health behaviours.

Employment status, living arrangements and the institute of TAFE at which they
were studying at during the survey were found to be associated with STI knowledge
mean score. That means that part of participants’ lack of knowledge about STIs may be
correlated to the ways these young men socialise and where this is a common notion
that men should disregard screening and preventive health practices (Courtenay,
2000b). Moreover, consistent with previous studies, STI knowledge scores were found
to be marginally associated with sexual risk behaviours (such as number of sexual
partners and oral sex) of the participants (Lim et al., 2007; Magnani, Seiber, Gutierrez
& Vereau, 2001).

6.4.6 The Paradox of legislative issues.
In the final section of my quantitative study, my research investigated the
opinion of rural and regional young men of Victoria and southern New South Wales on
some regulations or role of the state such as age of consensual sex and age of
obtaining one’s own Medicare card or health care card. Other attributes that were
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investigated include age of purchasing alcohol, age of giving consent for medical
treatment and young men’s right to confidential health services. This is the first study
(to the best of my knowledge) in Australia that enquires about the awareness of young
men on these important but much neglected legal issues.

The result of the analysis indicates clearly that the young men who participated
in research were aware of the legal age of purchasing alcohol but they are not aware of
other legal issues such as age of first sex, age of having own Medicare card, consent
to treatment, and privacy and confidentiality. The reason that can be attributed to such
disparity is the fact that there is sufficient education about the illegality of underage
alcohol purchasing (Goldberg, 2010). The government and other community-based
organisations have taken appropriate intervention to inform the public about the danger
of drinking alcohol for those who are below the age of 18 years. On the contrary, young
men who participated in the study were found to be significantly lacking in relation to
age of consent for sex or eligibility of young people to have their own Medicare card at
the age of 15 years, consent to treatment and privacy and confidentiality. These
findings suggest that there is insufficient health education and advocacy in relation to
this legislation. Debate on legal age in which heterosexual or same-sex attracted
people can be allowed to have sex legally has been openly discussed for a long time
(Carter & Hall, 2012). There have been few serious efforts by the government, health
services or community-based organisations to educate young people about such
issues. Previous research suggested that at home, parents were not comfortable
talking about STIs and sexual health-related issues with their children (Dittus, Miller,
Kotchick & Forehand, 2004; Smith et al., 2009; Wight, Williamson & Henderson, 2006);
therefore, this can be one of the contributing factors to the ignorance of the young
people in particularly young men. This is supported by the 4th NSASSH, where young
men were found to be less interested in seeking advice from their parents on specific
information with regard to sexual health issues (STIs, HIV/AIDS, contraception etc.)
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compared to their female counterparts (Smith et al., 2009). Therefore, the government
needs to take appropriate advocacy strategies to improve awareness of the young men
of these legal issues for the successful implementation of sexual health programs.

6.5 Barriers to Access: Specific to Structures
6.5.1 Availability of health services.
Availability and proximity to health care services, along with behaviours or
responses of participants to such services, were analysed in the results section. The
results showed that within such rural areas, a majority of services were in fact widely
available; however, a certain percentage of participants lack awareness of their
existence. Services available are inclusive of the following: GPs, hospitals, community
health centres, youth service centres, mother and child health clinics, family planning
clinics, sexual health service centres, church-based clinics, and Aboriginal health
clinics. Services that were near to the homes of participants were primarily GPs and
hospitals, along with community health service centres, therefore, few participants have
complete access to all available health facilities. These results reflect several studies
that claim that rural health services in Australia are rather scarce or lacking, standalone or not as comprehensive and complete in comparison with metropolitan settings
(Dixon & Welch, 2000a). In fact, Dixon and Welch (2000) claimed that the physical and
environmental contexts of rural and remote areas are vulnerable to health care servicerelated complexities inclusive of geographical distance, road quality, added expenses
of travel and more. Thus, these reasons complement the few available services
reported by the participants by themselves.

6.5.2 Remoteness.
Aside from notions of masculinity, drug and alcohol use, and risk behaviour as
hindrances to access to health assistance and services, the issue of remoteness has
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also been raised throughout the interviews held with the respondents as an added
factor that creates difficulties for young men in obtaining assistance. The rural and
remote context of the surveyed regions presents a significant barrier that decreases the
ability of the community to fully access available health services due to significant
geographical distances from the community to the health care facility or institution.
Currently, a number of studies have addressed such concerns within Australia,
asserting the unequal distribution of health care facilities across rural regions in the
country (Butler et al., 2010).

Outcomes from the quantitative approach have revealed no significant findings
concerning the issue of remoteness and it has not been identified by young men as
one of the leading barriers to their utilisation of health care services, contrary to what
the key informants have claimed. Therefore, to support the qualitative findings,
measures of remoteness and rurality such as RRMA and ARIA are discussed to
reiterate that remoteness does exist as a barrier to acquiring health care services. The
RRMA is defined as a means of measurement used to determine government funding
and location incentives (May, 2007); while the ARIA is regarded as a measure of the
accessibility of services and social opportunities based on road distances to centres of
various sizes. The regions evaluated under the study were categorised under the
RRMA 3, which May (2007) has found to be lacking in terms of provisions for health
care services. For instance, it was specifically noted that there was a lack of GPs within
the region, and thus an extensive lack in the regional workforce of the area.
Conversely, data given by the key informants have revealed that there exists a
significant distance between the community and health care centres. In fact, one key
informant expressed the belief that if they were located at a central location that was
readily accessible to most people in their area, such as at the centre of the town, she
was absolutely certain that proper health care assistance and service could be
provided efficiently to the population. Therefore, issues related to locations of the
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health centre were more to do with distances from the central part of the country towns
rather than remoteness as such in access to primary health care.

6.5.3 Opening hours and waiting times.
Consistent with other studies, other structural barriers such as hours of
consultation and waiting times have also been an essential aspect of the qualitative
and quantitative results, highlighting systematic barriers in relation to access to health
services (Atkinson et al., 2003; Naccarella, 2003; Zhang, Tao & Anderson, 2003). Key
informants have noted that opening hours are particularly important primarily due to
work or school schedules of the young men. This suggests young men might have
schedules that are often contradictory to clinic hours; as such, the opening hours of
clinics are vital to them in the event that they are in need of health consultations.
However, when having to choose between work and access to health services, the
young men choose to work instead. In one study in Mozambique, a revision of the
opening times of most health clinics was found to be the most significant factor to
increase the accessibility to the clinic, such that it was contoured to the needs and
schedules of their users (Lafort et al., 2010). In addition, waiting hours also constitute a
significant factor that affects the accessibility of most health services. The results of the
study have equally shown that waiting time is a significant factor that can discourage
young men due to their unwillingness to wait. Unfortunately, there is very limited
literature and resources available for this topic. Most articles covering clinic hours do
not exactly target the aims and objectives of this research, or such that they are not
parallel with the issues revolving around this research. However, in an observational
study conducted in a health care setting, Duck (2009) revealed that young men who
were waiting to be tested for an STI were more frequently unaccompanied and
demonstrated more signs of fear, anxiety and silence than women. However, this
silence about feelings or emotionally laden material may be indication of a masculinity
ideology valorising emotional control (Addis et al., 2003). Thus, they refuse to wait long
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hours for sexual health services, and this is especially true when they are asked if they
require an STI test and when they were asymptomatic. Even waiting for results for long
periods indicates a general reluctance towards health services. These were highlighted
by one response, which states: ‘time frame can be a bit of an issue because if the
young people come in, they almost want the test straight away, they don’t want the test
a week later’. Therefore, the minimisation of waiting hours and testing result times
could significantly contribute to a more effective means of providing health services,
especially with regard testing and treatment in relation to decreasing the probabilities of
STI transmission.

6.5.4 Privacy, confidentiality and social stigma.
The concern of privacy and confidentiality was explicitly raised in the survey
and with key informants’ interviews. There is lack of evidence regarding whether
parents engage in discussions on young people’s legal issues, such as age of having
own Medicare card, consent to treatment and privacy and confidentiality issues. Brown
and Vanable (2009) recognised that the provision of privacy and confidentiality
guarantees better disclosures of sexual health behaviours and other sensitive issues
such as substance abuse. Further, Shaw (2009) has also asserted that ‘youth friendly
services’ necessitate discretion or secrecy, privacy and accommodating approaches,
and ‘rights of adolescents’ consist of the contemplation of their developing capabilities
to assent to services. Thus, accommodation of young people must be preserved within
boundaries that acknowledge their rights and rights to privacy, and that according to
Saleh et al (2011) health providers and workers must ‘cut loose personal beliefs’, which
often leads to a form of stigma referred to as occupational stigma—stigma present
among health care and social service providers, another main barrier to extensive
provision of health services (Saleh, Operario, Smith, Arnold & Kegeles, 2011).
However, the findings were quite optimistic in my study, where the majority of the
participants expressed reasonably high level of satisfaction concerning the confidential
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health services they received in the previous year. This is a positive finding in my study,
contrary to many US studies, where young people did not visit health services because
of their concern of privacy and confidentiality. In addition, issues such as the
imperativeness of providing confidential services and keeping any sensitive and private
information offered by a young men and maintenance of anonymity were echoed in the
key informants’ interviews.

6.6 Further Barriers for the Service Providers
6.6.1 Lack of professional development opportunities.
Lack of health care providers and workers, training schedule inconvenience,
and general lack of funding and medical health information extended by the
government were identified as barriers to providing sexual health services in rural
settings by some of the service providers.

In relation to health care workers and providers, the issue of wages were raised
during the interview with key informants, in which one of the key informants stated that
low income could be a discouragement for workers. Similarly, Gillespie and Redivo
(2012) mention that the ‘recruitment and retention of qualified individuals able to work
as health care professionals in rural health care centres are critical issues that need to
be addressed, especially with regard to workforce shortages’ (p. 35). A lack of
providers able to reach out to the community is definitely a challenge, especially with
regard to young men who generally prefer male health workers over female workers.
This issue therefore needs to be addressed in the effort of promoting public health
safety in rural communities, which are often deficient in health services in comparison
to urban settings. Secondly, training issues present additional barriers, in which
respondents have expressed that due to their remote locations, available training often
entailed long distances and long hours of travel. As such, a disparity and contrast
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between training and attending to patients exists, whereby learning versus earning was
a significant dilemma.

Lastly, lack of funding and information provided to health service workers in
remote areas was another barrier. In fact, it covers one of the inequalities that is
present within public health in Australia (Wakerman, 2008), such that other locations,
more often urban ones, receive more training and information that allows their workers
to develop within their professionals. As for workers in rural areas, they are left to
themselves to find ways to train themselves and develop professionally due to lack of
outside provision by the government. One respondent mentioned self-study and selftraining through keeping herself updated with new information available in books and
circulations within medical professional clubs of which she was a part. These actions
done by health workers in their effort of addressing lacks in their training is able to help
them provide the service that the community needs, along with young male patients
who are central to this study.

6.6.2 Referring and networking with other services.
Connecting young men to other health workers and providers was another
effective way to address the needs of young men in rural communities. Due to the lack
of training and even the lack of equipment that is evident in some rural health clinics,
the need to refer patients to other health providers was an expedient way of addressing
patient needs. When a significant number of health care providers are present in one
area, it provided a more effective service to patients. To some respondents, this was
possible; however, to some, a general lack in their workforce was apparent. As such,
they revert to networking with other services. Online approaches provided an
innovative means of addressing patient needs, whereby health workers primarily
advise members of the community to avail of online health services in order for them to
obtain the assistance that they need that their local health providers could not provide.
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These measures offer free and easy access to health services that could in fact be
more accessible to members of the community as compared to the local health
institutions. For instance, people residing at distances that were far from the local clinic
may find it more convenient and easier to meet their health needs via services that are
readily available through online means. However, current data indicates that the
number of Australians who have never used the internet is higher among those people
living in regional and remote areas. For example, 27 per cent of people from remote
areas aged 15 and over did not use the internet in 2010–11, compared with only 18 per
cent of people in Australia’s major cities (Department of Broadband, Communication
and the Digital Economy). Therefore, unless National Broadband rollout is successful,
at present, it is certainly an ongoing issue for rural communities. However, if these
innovative approaches indeed present a way for health services to compensate for the
lack in their provision of community needs, especially lack in their workforce, training
and information. While the government therefore adjusts measures in order to resolve
the inequality of public health in the country, these measures may cover the
discrepancies in the current health care and service system.

6.7 Facilitators to Accessing Sexual Health Services
6.7.1 Perceived vulnerability.
This study examined some of the reasons that facilitated participants’ decision
for STI check-ups. The prevailing reasons why they sought testing were related to their
perceptions that they were at risk for STIs. This perception related to engagement in
unprotected sex, experiencing some symptoms that they perceived as STIs (burning
sensation when urinating, discharge, lump etc.) or that their previous partner may have
put them at risk of infection. Therefore, the participants who have access to health
services perhaps can be viewed as a means of taking control of their judgement and
action. Therefore, it could be argued that independence and control over decision
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making have been integrated into hegemonic masculinity and idealised and promoted
among some young men who had accessed to STI check-ups (Möller-Leimkühler,
2002).

6.7.2 Partner influence.
A small but notable proportion of the participants who had access to STI checkups reported their decision for STI testing was influenced by a friend or their partner.
There could be several explanations that may contribute to young men seeking STI
check-ups. Firstly, they might consider their partner, probably a female partner as most
of the participants were heterosexual, to be more knowledgeable and more familiar
with regard to sexual health issues; secondly, the existence of intimate and trustworthy
relationships with peers and partners; and thirdly, they may feel a responsibility to
protect their partners’ health and wellbeing. This is also supported in the findings since
participants reported having had more STI check-ups if they were in a relationship.
Protecting one’s partner or partner’s health and wellbeing is a socially constructed
gender-role, perhaps endorsed as a masculinity trait by this group of young men.
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Chapter 7: Conclusion
7.1 Limitations of the Research and Recommendations for Future
Research
There are several limitations to this study that need to be considered when
interpreting the findings. Although the sampling strategy successfully enabled me to
recruit nearly 400 participants, the sample is limited to students of three regionally
located TAFE institutes. TAFE students may not be representative of the larger
population of young men in this age range or of rural and regional young men overall.
Similarly, the participation of indigenous young men in my research is low, but
consistent with the 2006 ABS data (2.6% of overall population); thus further analyses
cannot be carried out to elicit risk behaviours, masculinity and access to the sexual
health services of this particular group. In addition, the majority of the young men who
participated in the study were heterosexual. Few participants indicated that they were
non-heterosexual (homosexual, bisexual or asexual). The relationship between risk
behaviour, masculinity traits, STI knowledge and access to sexual health services by
these non-heterosexual young men needs to be interpreted with caution due to lack of
power in the statistical analyses. Therefore, the generalisability of the findings is
difficult. To capture the full gamut of sexual behaviour and masculinity ideologies within
rural and regional young men, other groups of young men need to be studied.

Since the development of the AMIRS, my study is the second to use this scale
for measuring hegemonic masculinity; therefore, there is not a large body of supporting
research. As mentioned in the literature review, researchers have developed 21
masculinity measures developed by the researchers in the past, but there are none that
have been developed specifically for young Australian men. Therefore, additional
quantitative research and the development of Australian masculinity measures are
needed. Moreover, this study found that geographic region such as remoteness
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(RRMA Classification) was associated with hegemonic masculinity. Future research in
the Australian context will help to advance our understanding not only of the
masculinity construct but also of the difference between rural and metropolitan young
men on the endorsement and embodiment of masculinity. Similarly, as gay and
bisexual people are at a high risk of STIs, there is a growing body of literature that
depicts STI risk, STI testing behaviours and intervention among them in Australia and
elsewhere. However, there is little research on hegemonic masculinity among gay and
bisexual men using AMIRS and how that might influence sexual risk-taking and rates of
STI check-ups. This may be a worthwhile area for future research.

Social desirability is a concern in relation to research on a sensitive topic such
as sex, risk behaviours, STI and masculinity. As my research objectives investigated
many socially desirable issues such as masculinity traits, sexual behaviour, and drug
and alcohol use, there is a possibility of under-reporting by the young men. Some
components of the scale such as ‘It’s ok for a guy to say no to sex’, ‘A guy never needs
to hit another guy to get respect’ and ‘I would be friends with a guy who is gay’ had
high rates of social desirability. Pleck (1995) also notes that ‘masculinity scales are
often explicitly designed to assess the socially desirable component of traits associated
with masculinity’ (p. 17).

Exploratory factor analysis of the AMIRS with my sample suggested a twodimensional representation of the scale items compared to the original authors’ unidimensional solution with regard to the construct of the scale; therefore, further
research such as confirmatory factor analysis needs to be carried out in the future.

The reliance on self-report to study sexual activity may impede accurate
measure of behaviour; however, the use of research methods such as online surveys
and mail-back questionnaires that I employed in my research are considered non-
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confronting methods of collecting data on such sensitive topics; therefore, under or
over-reporting is deemed to be minimal in my research. I have also measured
behavioural aspects of these young men, such as number of sexual partners, age of
first sex, use of condoms and drug and alcohol use and access to health services
based on responses they entered in the survey. This may lead to potential recall bias.

In terms of young men’s experiences at the health services in the previous year,
I have elucidated their perception based on their visits to health providers for any
reason, which were found to be favourable for available health services in rural and
regional Australia. However, these findings may not be a true reflection if their visits
were exclusively in relation to sexual health and STI check-ups. Therefore, further
multisite studies involving sexual health centres, community health, general practice,
hospitals and visits related to sexual health can be carried out in the form of exit
interviews or surveys among young men to reveal a true picture of the access and
utilisation of sexual health services in rural and regional areas of Australia.

Finally, I acknowledge that the cross-sectional nature of the survey data
represents a snapshot of these young men at one point of time; therefore, although the
results show relationships between the variables, it is important to note that the findings
of this study should not be interpreted as the temporal relationships between the
factors for which there were significant association. There is a need for future research
with a larger and more diverse sample size to examine whether the relationships found
among the variables could be replicable and significant in other socioeconomic status
and geographic locations in Australia.
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7.2 Policy Implications
The findings from the current study have several implications for the delivery of
sexual health services for Australian rural and regional young men. Non-metropolitan
young men have been largely overlooked in sexual health research and interventions.
The most overarching implication is that the programs for Australian young men should
include components about masculinity, risk-taking behaviour and opportunistic STI
check-ups. The following are suggestions about what programme components and
interventions might be included based on the findings of this study.

Masculinity and risk behaviour: The findings of the study showed that
masculinity constructs of the rural and regional young men are related to sexual and
drug- and alcohol-related risk behaviour, their confidence in visiting a health provider
for a sexual health services and access to health services. Policy makers and health
providers should pay attention to this finding and masculinity ideology should be used
to inform campaigns to attract more young men to health services. Programs should
include a component in which participants can discuss what it means to be a young
man. Such programs will help young men to integrate different norms of masculinity
they perceived within their cultural and interpersonal relationships contexts, and thus
could help in building their confidence in dealing with their own sexual health.

Moreover, as we have seen in the key informant interviews, the majority accept
the need for sexual health services for sexually active young men; nonetheless, they
hold stereotypical perceptions about young men’s sexual behaviour, masculinity
constructs and to their access to sexual health services. Therefore, it would perhaps be
helpful if the providers of sexual health were trained specifically to understand these
attitudes and behaviours of young men; thus, they would able to develop and deliver
sexual health services to meet both expectations and needs of this population.
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Times and opening hours: From the findings of the survey and key informant
interviews, it was quite evident that opening hours and waiting times of the health
facilities were not appropriate for young men. Therefore, more resources need to be
allocated to offer after-hour services. However, as I mentioned in my literature review
the personal and professional challenges faced by doctors working in a rural
environment are many, such as social and professional isolation, high work load, stress
and risk of burnout, limited professional and specialist support, self-care issues,
confidentiality in tight-knit communities, unfamiliar cultural differences and unrealistic
expectations from patients and community (SARRAH, 2013; Bourke and Sheridan et
al., 2004). Therefore, the necessity to become a veritable Jack of all trades, sees rural
doctors requiring a broad range of clinical skills to cope with their larger, more varied
caseloads (Bourke and Sheridan et al., 2004). This can contribute to long and sporadic
working hours, high stress levels and a lack of self-care resulting in burnout (SARRAH,
2013). So in addition to appropriate funding an holistic approach is needed for
providing optimum care to the rural population.

Role of the health provider: Interventions need to be carried out that
emphasise regular and opportunistic STI check-ups of sexually active young men by
the GPs and sexual health nurses regardless of the sexual identity, number of sexual
partners or other risk behaviour of the young men. The gender of the provider was also
found to be a significant barrier in young men’s use of sexual health services.
Therefore, sexual health services should ensure that young men have a choice in
terms of the gender of the staff; however, this requires significant reform in rural health
as limited options are available in relation to the gender of the sexual health providers
in countries.

Sex education and more advocacy: An integrated programme for young men
in rural and regional areas is urgently needed to increase awareness of the risks of STI
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transmission so that young men are better equipped to understand the key
determinants of risk behaviours. Friends or peers have been used most frequently for
any kind of sexual health-related information by the participants. Therefore, it may be
useful in advocating safer sex and behavioural change promotion by a supportive peer
groups and norms for the rural and regional young men. Programs should address
what sexual risk-taking behaviours are and discuss how these contribute to unplanned
pregnancy and increased STI rates among young men. Health promotion and
advocacy is needed to increase the awareness and empowerment of young men in
relation to some legal issues such as the legal age of first sex, consent to treatment
and their right to privacy, confidentiality and obtaining their own Medicare and health
care card.

7.3 Conclusion
My research adds new knowledge to the existing literature about sexual health,
masculinity, and the risk behaviour of non-metropolitan young men in Australia. This
study provides an initial contribution by taking a mixed-methods approach (quantitative
and qualitative) in investigating the relationships between hegemonic sociodemographic factors, masculinity, risk behaviours, and STI check-ups among young
men. Issues related to remoteness, demographics, hegemonic masculinity, risk
behaviours, and access to health services portrayed a compelling picture of these
young men who were living, studying and working in rural and regional Australia. This
research also depicts the thoughts, beliefs and perceptions of the key informants about
young men’s risk behaviour, masculinity and the stigma associated with sexual health
services, which are to some extent stereotypical, but a worthwhile contribution to the
literature. These perceptions will aid policy makers and health services providers in
designing an accessible sexual health service delivery model in rural and regional
contexts.
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From this study, it is evident that no single factor has resulted in the variation of
rural and regional young men’s access to health, - particularly sexual health services.
Multiple factors have been identified that are often interrelated and many have been
combined. These factors need to be efficiently addressed in order to foster a supportive
environment to enhance the utilisation of sexual health services by young men. Two
major areas of concern are to be attended to: 1) address the issue of hegemonic
masculinity among young men by educating them of its constructive and adverse
effects on their sexual health; and 2) addressing the government for an expedient
response to the shortages present within the promotion of sexual health among rural
young men. Of course, significantly changing the perception of young men’s
hegemonic masculinity is probably the biggest challenge; however, there is a need for
such awareness to ensure that questioning hegemonic ideologies are informed in
sexual health policies and practice. Once these areas of concern are taken into
consideration, rural health services are most likely to attend to the needs of not only the
young men of the community, but also the entire community. Moreover, with regard to
sexual health, rural health providers could promote and encourage safer sexual
practices more effectively, especially by young men, even addressing the effects of
hegemonic masculinity in the process.
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Appendices
Appendix 1: Masculinity Measures
Name of the scale
and authors
The Macho Scale
Villemez and
Touhey (1977)

Number of
items
28

Subscales

Attitudes Toward
the Male Role
Scale (AMR)
Doyle and Moore
(1978)

45

None

Attitude Toward
Masculinity
Transcendence
Scale (ATMTS)
Moreland and Van
Tuinen (1978)

46

4

Attitudes Toward
Men Scale (AMS):
Downs and
Engleson (1982)

34

None

None

Short descriptions of the scales
Villemez and Touhey in 1977 developed this scale. This scale consists of 28 items in which a number of items
were designed to assess the attitude of men. It is useful in measuring individual differences in the
endorsement of sexist attitudes and discriminatory practices and taps gender attitudes generally (e.g. ‘parents
usually maintain stricter control over their daughters than their sons, and they should’ or ‘women who try to be
independent of their families are just hurting themselves’). A five-point (0–4) Likert scale is used with
responses from strongly agree to strongly disagree. The scale was validated among 347 participants
including both men and women and the test–retest reliability coefficient was 0.91. Macho Scale is limited to
measuring the power dimension associated with the gender relations. It imparts a valuable contribution to the
measurements of sexist attitudes by inclusion of various items about the men
This scale was developed by Doyle and Moore in 1978. The purpose of this scale (no of items = 45) was to
index public attitudes towards appropriate behaviour for men. This scale is rated on a four-point disagree–
agree format. Five distinct factors are covered in this scale; these are male dominance, vocational pursuits,
sexuality, emotionality and relations with women and other men. The reliability analysis was carried out on
both men (n = 1533) and women (n = 1370) separately. AMR has high internal consistency (alpha = 0.90)
and test–retest reliability of 0.89 for men and 0.85 for women
ATMTS was developed by Moreland and Van Tuinen in 1978. The main purpose of this scale is the inventory
of attitudes towards the changing societal norms and values defining masculinities. This scale contains 46
items and is based on comparing the gender ‘transcendent’ male behaviour versus a stereotypically
masculine male. The scale includes both descriptive stereotypes (e.g. ‘a successful sex life in marriage
depends mostly on the man’) and prescriptive statements (e.g. ‘male children should be discouraged from
developing interest in traditionally feminine pursuits’), which measures agreement and disagreement within
masculinity values and norms using a five-point Likert scale. The reliability analysis was carried out on both
men (n = 236) and women (n = 176) separately. This scale presents a good reliability (0.95 for men and 0.94
for women)
AMS was developed by Downs and Engleson in 1982. The purpose of this scale was to measure public
attitudes towards the roles and status of men. This scale comprises of 34 items and each item is worded as a
declarative statement, for example, ‘single fathers are competent to rear children’ or ‘it is ridiculous for men to
stay home and keep house’. Thus, AMS broadly measures gender attitudes but does not directly focus on
ideologies that concern men and masculinities. A four-point Likert scale ranging from strongly agree to
strongly disagree is used to evaluate men’s role in contrast to women’s role in society. The reliability analysis
was carried out on both men (n = 245) and women (n = 361) separately. Internal consistency reveals an
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Name of the scale
and authors

Number of
items

Subscales

Macho Scale:
Bunting and
Reeves
developed this
scale in 1983

15

None

Attitudes Toward
Men Scale (AMS)
Iazzo (1983)

32

4

Brannon
Masculinity Scale
(BMS)
Brannon and Juni
(1985)

110

7

Male Role Norms
Scale (MRNS)
Thompson and
Pleck (1986)

28

3

Stereotypes about
Male Sexuality

60

10

Short descriptions of the scales
alpha of 0.89 for men and 0.86 for women and test–retest reliabilities of 0.94 for men and 0.90 for women
Bunting and Reeves developed this scale in 1983 and also named it the Macho Scale. While developing this
scale, Bunting and Reeves (1983) aimed to adapt of views of some previous authors who had conceptualised
the extreme forms of masculine behaviour as an extreme form of masculinity, or hyper-masculinity or as a
pathological behaviour (Broude, 1990; Glass, 1984, as cited in Thompson Jr et al., 1992). The purpose of this
scale is to operationalise a hyper-masculinity ideology; therefore, it included both prescriptive and descriptive
beliefs about men. This scale consists of 15 items and is intended only for males (e.g. ‘it irritates me to see a
man acting in a way to get sympathy’) and probably unmarried respondents (e.g. ‘I try not to date a female
that is taller than I’), which was stated as a limitation of this scale. This scale assesses attitudes about
masculinity and attitudes towards women in general. The reliability analysis was carried out only on men (n =
197) and shows good evidence of reliability (alpha coefficient 0.79)
This scale was developed by Iazzo in 1983 and it is different from the AMS mentioned above. Unlike the
previous AMS scale, this scale was designed to determine the attitudes that women have towards men,
whereas the previous AMS was designed to measure public attitudes regarding the roles and status of men in
society in general. For example, ‘most fathers want very much to be close to their children’ encompasses the
major domain of marriage and parenthood. Similarly, items such as ‘the male body is visually unappealing’
and ‘a man’s independence is to be admired’ determine men’s physical and personality attributes. This 32item scale used a four-point Likert scale agree–disagree format and was validated on women only (n = 104).
The full scale shows good reliability (alpha coefficient = 0.79) and does not relate with the Crowne–Marlowe
Social Desirability scale (r = 02)
BMS was developed by Brannon and Juni in 1985 to measure individuals’ approval of the norms and values
that define men’s role. This scale involves 110 items and is conceptualised into four themes of masculinities:
‘no sissy stuffs’, ‘concealing emotions’, ‘being breadwinner’ and ‘being admired and respected’. A seven-point
Likert scale ranging from strongly disagree to strongly agree was used in this study. The scale was
administered among 864 men and women for reliability analysis and internal consistency was high with an
alpha of 0.95. The strength of this scale is the scope of masculine standards included and attempts used to
assess attitudes towards the social expectations that men face without direct comparison to women, ‘a model
of masculinity that defines the male role as distinct from female role’. However, this scale provides little
information regarding attitudes towards male privilege, men’s rights and men’s sexuality
Thompson and Pleck developed MRNS in 1986. Masculine ideology proposed by Brannon forms the basis of
this scale and it was derived by a factor analysis of 58 items of the BMS. This scale constitutes 28 items and
a seven-point Likert scale is used to measure the responses ranging from very strongly disagree to very
strongly agree and restricts basic dimensions of men’s role into ‘toughness norms’, ‘status norms’ and ‘antifemininity norms’. The scale was administered among 1510 college men and women and found a high
coefficient alpha of 0.86
This scale was developed by Snell, Belk and Hawkins in 1986. The purpose of this scale is to index attitudes
towards 10 stereotypes about male sexuality such as ‘men should not have certain feelings’, ‘sex equal
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Name of the scale
and authors
Scale (SAMSS)

Number of
items

Subscales

Snell, Belk and
Hawkins (1986)

Male Role Norms
Inventory (MRNI)

58

7

8

None

29

2

Hyper masculinity
Inventory (HMI):
Mosher, Sirkin
and Tomkins,
1988.

30

3

Masculine Role
Inventory (MRI):
Snell, 1986

30

4

Levant, Hirsch,
Celentano &
Cozza, 1992

Male Role
Attitudes Scale
(MRAS)
Pleck, Sonenstein
and Ku
Traditional –
Liberated Content
Scale (TLCS)
Fiebert, 1983

Short descriptions of the scales
performance’, ‘sex equals intercourse’, and ‘men are always ready for sex’. An evaluation of each stereotype
was done with six declarative statements about men (e.g. ‘lack of an erection will always spoil sex for a man’
or ‘most men don’t want to assume a passive role in sex’). The 60 items contained in this scale use a fivepoint Likert scale with responses ranging from agree to disagree with an alpha coefficient score of 0.80. On
average, the alpha coefficient was 0.80 (range 0.63 to 0.93) after validating in a sample of 112 college
students. The strength of this scale is that it expands the scope of attitudes towards masculinity to include
sexual behaviour
MRNI scale was developed by Levant et al. in 1992. In this scale, 58 normative and non-traditional
statements about the male role are used. A seven-point Likert scale is used to measure the responses
ranging from agree to disagree. The scale was validated among 287 university students (both men and
female). The coefficient alpha for this complete scale was 0.93. Initially, the authors theorised seven
normative standards such as avoidance of femininity, homophobia, achievements/status, attitudes towards
sex, restrictive emotionality, self-reliance and aggression. However, confirmatory factor analysis indicated that
MRNI consists of three rather than seven male role dimensions. The strength of this scale is the broadening
of the scope of masculinity norms to include sexuality
MRAS was developed by Pleck, Sonenstein and Ku and it consists of eight items. The coefficient alpha for
this scale is rather low, 0.56. MRAS uses only those items that are concerned with the importance of men
fulfilling masculine standards (e.g. ‘a guy will lose respect if he talks about his problems’). The major strength
of MRAS is its discriminant validity in relation to gender attitudes more generally. Further, the small number of
items in the scale allows for the more efficient use of this scale, although the internal reliability of MRAS is
lower than any other scale mentioned above
This scale was developed by Fiebert in 1983. The purpose of this scale is to determine men’s behaviour and
feelings in four social relations: relationship with other men (particularly with friendship with same-sex
attracted men), relationship women (e.g. ‘I would be flattered if a woman asked me out for a date’),
relationships with children, and involvement at work (e.g. ‘lack of job success does not mean a man is failure
in life’). A seven-point Likert scale is used to measure responses from very strongly agree to very strongly
disagree. The scale was administered to 277 men. The alpha coefficient was not reported but the test–retest
reliability of the 29-item scale is 0.85
Mosher, Sirkin and Tomkins developed HMI scale in 1988. HMI measures three components of macho
personality construct: ‘calloused sex attitude’, ‘violence as manly’ and ‘danger as exciting’. Ten items for each
dimension constitute this 30-item scale. The alpha coefficient for the complete scale was found to be 0.89
when the scale was administered to 135 men. The major strength of HMI is its focus on hyper-masculinity,
which is linked to distal societal norms to individual behaviour. However, some of the items of the scale
expressed macho personality in homophobic terms, therefore it restricts its use to heterosexuals
MRI scale was developed by Snell in 1986. It was designed to measure men’s compliance with three
standards of masculinity. Initially, this scale contained 30 items but a factor analysis reduced this number to
25 for three hypothetical dimensions of the traditional male’s experiences such as success preoccupation,
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Name of the scale
and authors

Number of
items

Subscales

Gender-Role
Conflict Scale – I
(GRCS-I)
O’Neil et al,1986

37

4

Gender-Role
Conflict Scale – II
(GRCS – II)
O’Neil et al,1986

16

4

Masculine Gender
Role Stress Scale
(MGRS)
Eisler and
Skidmore, 1987

40

5

Short descriptions of the scales
restrictive emotionality and inhibited affection. Five items make up the success preoccupation subscale, 13
items represents restrictive emotionality, and seven items represents inhibited affection subscales with alphas
ranging from 0.71 to 0.88
This scale was developed by O’Neil and his colleagues in 1986. This form of conflict is defined as a
psychological state arising from the contradictory and unrealistic messages with in the standards of
masculinity. This scale consists of 37 items and uses a six-point Likert scale to measure responses from
strongly agree to strongly disagree. GRCS–I was developed as an inventory of men’s reactions to the gender
expectations such as men’s concerns with power, success and competition (13 items, e.g. ‘moving up in the
career ladder is important to me’ alpha = 0.85), restrictive emotionality (10 items, e.g. ‘telling my partner my
feelings about him/her during sex is difficult for me’, alpha = 0.82) restrictive affectionate behaviour between
men (8 items, e.g. ‘hugging other men is difficult for me’ alpha = 83) and the conflicts between work and
family relations (six items, e.g. ‘my work or study keep me from my family or leisure more than I would like’
alpha = 0.72)
This measures men’s comfort and conflict in a few concrete situations. Responses are evaluated using a fourpoint Likert scale ranging from very much conflict/very uncomfortable to no conflict/very comfortable (O’Neil et
al., 1986). There is also a Gender-Role Conflict Scale–Adolescent Version (GRCS–A), which is a useful
multifactorial instrument; it focuses more specifically on the conflict and stress associated with conformity to
male roles rather than on assessing the degree to which one endorses or rejects traditional male roles
MGRS scale was developed by Eisler and Skidmore in 1987 to measure the way individuals appraise five
types of situations that are common to men’s lives, but hypothetically more stressful than the women’s lives.
For example, the situations that relate to ‘physical inadequacy’, that ‘threaten a man’s intellectual
inadequacy’, or ‘performance failure in work and sex’ etc. This scale contains 40 items and uses a sevenpoint Likert scale and responses range from not stressful at all to extremely stressful. Test–retest reliability is
0.93 for this scale
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Appendix 2: Factor Analysis of the AMIRS
The AMIRS construct involves both normative and personalised humanistic
behaviour. Some of the 12 statements of the AMIRS reflect normative behaviour of
hegemonic masculinity, and some are personalised in nature. Statements that suggest
the normative traits of hegemonic masculinity include: ‘It is important for a guy to act
like nothing is wrong, even when something is bothering him’; ‘If a guy tells people his
worries, he will look weak’; ‘In a good dating relationship, the guy gets his way most of
the time’; ‘It is important for a guy to go after what he wants, even if it means hurting
other people’s feelings’; and ‘A guy never needs to hit another guy to get respect’.
Normative ideologies require men to maintain the appearance of having power and
privilege; for instance, through displays of dominance and stoicism over peers or
partners in the milieu of relationships (Chu et al., 2005).
Conversely, items that appeared to be descriptive in nature include: ‘It is
important for a guy to act like he is sexually active, even if he is not’; ‘It is embarrassing
for a guy when he needs to ask for help’; and ‘It is important for a guy to talk about his
feelings, even if people might laugh at him’. Similarly, it is also seen that some items of
the scales are personalised in nature, such as: ‘I can respect a guy who backs down
from a fight’; ‘It is okay for a guy to say no to sex’; and ‘I would be friends with a guy
who is gay’.
Thus, it is useful to investigate whether the 12 statements would form a smaller
set of factors—normative and personalised—that may cause or in some way influence
the respondents’ characteristics to construct social norms of hegemonic masculinity
within the context of interpersonal relationships. Therefore, exploratory factor analysis
was performed to investigate potential differences in the 12 statements in the scale by
principle component extraction.
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Steps involved in factor analysis.
Step 1
To verify that the data is suitable for factor analysis, the KMO value should be
0.6 or above and the Barlett’s Test of Sphericity value should be significant (0.05 or
smaller). In this example, the KMO value is 0.818, and Bartlett’s test result is significant
(p = <.001). Moreover, it is also seen in the Correlation Matrix table that the
correlations between six items 12b, 12e, 12g, 12h, 12i and 12k, exhibit correlation
coefficients r = 0.3 or more. Therefore, we can conclude that factor analysis is
appropriate for the Adolescents Masculinity and Ideology in Relationship Scale
(AMIRS).
Step 2
I used the Kaiser criterion to determine how many components (factors) to
‘extract’. In this case, I have included the items that have an eigenvalue of 1 or more.
From the Total Variance Explained table, it was seen that only the first three items
recorded eigenvalues above 1 (3.56, 1.74 and 1.05). These three items explain 53.08%
of the variance.
Step 3
From the screeplot, it is observed that Items 1 and 2 explain or capture much
more of the variance than the remaining component. Therefore, I have extracted these
two items.
Step 4
The third way of determining the number of factors to retain is parallel analysis.
For this procedure, I used the list of initial eigenvalues provided in the Total Variance
Explained table and random eigenvalue calculated from the programme called Monte
Carlo PCA for Parallel Analysis. After systematic comparison of the initial eigenvalue
that I obtained in SPSS with the corresponding first value from the random result
generated by parallel analysis, it was seen that the initial eigenvalues of Component
number 1 and 2 were larger than the criterion value from the parallel analysis. The
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results of parallel analysis support my decision from the screeplot to retain only two
factors for further investigation.
Component
number
1
2
3
4
5

Actual eigenvalue from
principle component
analysis
3.569
1.745
1.055
0.873
0.791

Criterion value from
parallel analysis
1.2975
1.2178
1.1597
1.1049
1.0574

Decision

Accept
Accept
Reject
Reject
Reject

Step 5
The Component Matrix shows the unrotated loadings of each of the items on
the three components. It can be seen that most of the items load quite strongly (above
0.4) on the first two components. Only a few items load on Component 3 with only one
item loaded above 0.4. This suggests that a two-factor solution is likely to be more
appropriate.
Step 6
Before I made a final decision concerning the number of factors, I also
examined the rotated three-factor solution in the Pattern Matrix table. It shows that the
item loadings on the three factors, with seven items loading above 0.3 on Component
1, four items loading on Component 2 and only one item loading on Component 3. It is
preferable to have three or more items loading on each component, thus this solution is
not ideal, further supporting the decision to retain only two factors.
Results.
It is shown in the Total Variance Explained table that for the two-factor solution
only 44.3% of the variance is explained, compared with over 53% explained by the
four-factor solution.
The Correlation Matrix shows that the strength of the relationship between the
two factors is –0.192, which indicates that the correlation between the two components
is quite low (less than 0.3). The Pattern Matrix table shows the factor loadings of each
of the items. The main loadings on Component 1 are items 12i, 12 g, 12b and 12a.
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Similarly, the main loadings on Component 2 are 12c, 12j and 12d. The Structure
Matrix provides correlation between variables and factors.
The table labelled ‘Communalities’ gives information on how much variance is
in each item in the scale. Low values (e.g. less than 0.3) indicate that the item does not
fit well with other items in its component. In this case, it has been seen that item 12 f
and 12 l have lowest communality value, that is, 0.37 and 0.24 respectively.
The 12 items of the AMIRS were subjected to principle component analysis
(PCA) using SPSS Version 18. Prior to performing PCA, the suitability of the data for
factor analysis was assessed. Inspection of the Correlation Matrix revealed the
presence of many coefficients of 0.3 and above. The Kaiser-Mayer-Oklin value was
0.82, exceeding the recommended value of 0.6 (Kaiser, 1970, 1974) and Bartett’s Test
of Sphericity (Bartlett, 1954) reached statistical significance, supporting the factorability
of the Correlation Matrix.
PCA revealed the presence of three items with eigenvalues exceeding 1,
explaining 29.74%, 14.54% and 8.79% of the variance respectively. An inspection of
the screeplot revealed a clear break after the second component for further
investigation. This was supported by the results of parallel analysis, which showed only
two components with eigenvalues exceeding the corresponding criterion values for
randomly generated data matrix of the same size (12 × 396 respondents).
The two-component solution explained 44.3% of the variance, with Component
1 contributing 29.74% and Component 2 contributing 14.54%. To aid in the
interpretation of these two components, oblimin rotation was performed. The rotated
solution revealed the presence of a simple structure (Thurstone, 1947, as cited in
Pallant, 2007), with both components showing a number of strong loadings7 and all
variables loading substantially on only one component.

7

Comrey (1973) suggested that loadings in excess of 0.71 (50% variance) are considered
excellent, 0.63 (40%) very good, 0.55 (30%) good, 0.45 (20%) fair, and 0.32 (10% of variance)
poor (Tabachnick & Fidell, 2007; page 411).
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Pattern and Structural Matrix for PCA with oblimin rotation of two-factor solution of AMIRS items.
Item
Item12:i. It is important for a guy to act like he is sexually
active even if he is not
Item 12: g. If a guy tells people his worries, he will look
weak
Item 12: b. In a good dating relationship, the guy gets his
way most of the time
Item 12: a. It is important for a guy to act like nothing is
wrong, even when something is bothering him
Item 12: h. It is important for a guy to go after what he
wants, even if it means hurting other people’s feelings
Item 12: k. It is embarrassing for a guy when he needs to
ask for help
Item 12: e. Guys should not let it show when their feelings
are hurt
Item 12: c. I can respect a guy who backs down from a
physical fight
Item 12: j. I would be friends with a guy who is gay
Item 12: d. It’s okay for a guy to say no to sex
Item 12: l. It is important for a guy to talk about his feelings,
even if people might laugh at him
Item 12: f. A guy never needs to hit another guy to get
respect

Pattern coefficients
Component 1 Component 2

Structural coefficients
Component 1 Component 2

Communalities

.757

–0.036

.764

–0.182

.586

.733

–0.104

.753

–0.245

.577

.733

.037

.726

–0.104

.528

.708

–0.014

.710

–0.150

.505

.674

.102

.654

–0.027

.438

.655

.056

.644

–0.070

.417

.584

–0.095

.602

–0.207

.371

.062

.738

–0.080

.726

.531

.036
-.110

.667
.630

–0.092
–0.231

.660
.651

.436
.436

.018

.493

–0.126

.498

.240

-.031

.492

–0.076

.490

.249
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The original AMIRS measure was a single construct that was uni-dimensional,
which was confirmed by the author on the basis of scree test and the Kaiser criterion.
The original authors found factor loadings for the AMIRS as a single factor solution,
explained by only 18.3% of the overall variance. However, they also found that some of
the items had relatively high loadings. The authors’ attempt at a two-factor solution was
not statistically significant nor found to be conceptually meaningful (Chu et al., 2005).
Conversely, we found that in two-factor main loadings on Component 1 were
items 12i, 12 g, 12b, 12a, 12h, 12k and 12e, which are considered certain norms of
traditional masculinity. As we can see, the items (12g, 12a and 12k) in Component 1
exhibit ‘stoicism’, for example, ‘if a guy tells people his worries, he will look weak’ or
‘act like nothing is wrong, even when something is bothering him’. Similarly, other items
(12i, 12b, 12h and 12e) reflect ‘supremacy’ and ‘dominance’ in a relationship, for
example, ‘in a good dating relationship, the guy gets his way most of the time’ or ‘it is
important for a guy to go after what he wants, even if it means hurting other people’s
feelings’ and item 12i concerns the significance of portraying young men as sexually
active.
In Component 2, the items that had a main loading (12c, 12j, 12d) were
personalised in nature, for example, ‘I can respect a guy who backs down from a
physical fight’, ‘I would be friends with a guy who is gay’ and ‘it’s okay for a guy to say
no to sex’. These items clarify young men’s own perspectives on these elements of
masculinity ideology.
The differences could be due to relative low sample size (n = 246) in the original
study compared to our study (n = 396). Some authors suggested the importance of an
adequate sample size (at least 300) for factor analysis (Tabachnick & Fidell 2007, cited
in Pallant, 2007). In addition to sample size, other factors also direct two-factor analysis
in our study such as age, ethnicity and the perspective of the participants. The author’s
sample was drawn from 7th grade, 8th grade, and high school young men with an age
range from 10 to 18 years (M = 14.17), and of mixed Caucasian, African American, and
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Asian-American ethnicity. In contrast, our participants studied in TAFE institutes with
the majority having a level of education that was more than Year 10; the average age
was 19.75 years, and participants were largely Caucasian, Australian born, living in
regional and rural Australia. Although contextually our study sample is different,
conducted on young Australian rural and regional men, our results show a similar
internal consistency with the original study and a higher Cronbach’s alpha.
We can conclude that this analysis established factorial validity of the items in
the AMIRS and directed two distinct (normative and personalised) norms about
traditional masculinity. However, these two masculine norms are socially constructed,
which may cause or in some way influence the participants’ response to the AMIRS
construct within the context of interpersonal relationships.
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Appendix 3: Survey—Participants Information
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Appendix 4: Online Survey Download
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Appendix 5: Survey on Health Sex and Rural Young Men in Australia

Survey on Health, Sex and Rural Young Men in
Australia
Created: August 12 2009, 8:27 PM
Last Modified: August 16 2010, 7:12 PM
Design Theme: Basic Yellow
Language: English
Button Options: Custom: Start Survey: "Start Survey!" Submit: "Submit"
Disable Browser “Back” Button: False



Young Men, Sex and Health Survey

Page 1 - Heading

A. Social and demographic information
(click to return to the participant information)

Page 1 - Question 1 - Open Ended - One Line

[Mandatory]

Please enter your postcode

Page 1 - Question 2 - Choice - One Answer (Bullets)

[Mandatory]

Name of your TAFE






1. University of Ballarat - TAFE Division
2. TAFE NSW Riverina Institute
3. Wodonga Institute of TAFE
4. Goulburn Ovens Institute of TAFE

Page 1 - Question 3 - Open Ended - One Line

Which course are you studying in the TAFE?

Page 1 - Question 4 - Open Ended - One Line

How old are you? (please mention your age in completed years e.g. 16, 18 or 21)

Page 1 - Question 5 - Choice - One Answer (Bullets)

Are you of Aboriginal or Torres Strait Islander origin?






1. Yes, Aboriginal
2. Yes, Torres Strait Islander
3. Both Aboriginal and Torres Strait Islander
4. Neither Aboriginal or Torres Strait Islander

413

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Page 1 - Question 6 - Choice - One Answer (Bullets)

What is the highest level of education that you have completed?








1. Less than year 10
2. Year 10
3. Year 11
4. Year 12
5. Higher than Year 12
Other, please specify

Page 1 - Question 7 - Choice - One Answer (Bullets)

Are you currently employed?

 1. Yes, full time
 2. Yes, part time
 3. Not employed
Page 1 - Question 8 - Choice - One Answer (Bullets)

Are you in a relationship?






1. Yes, with a woman
2. Yes, with a man
3. Not in a relationship
Other, please specify

Page 1 - Question 9 - Choice - One Answer (Bullets)

If you are in a relationship, how long have you been this relationship? (If you have more than
one partner, tell us about your longest relationship)







1. Less than six months
2. 6-11 months
3. 1 – 2 years
4. 2 – 5 years
5. More than five years

Page 1 - Question 10 - Choice - Multiple Answers (Bullets)

Who lives with you (please tick all that apply)?









1. Parent(s)/caregiver/guardian
2. Alone
3. Friend (s)
4. Partner
5. Housemate(s)
6. Other relative(s)
Other, please specify
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Page 1 - Question 11 - Choice - One Answer (Bullets)

Where do you live?











1. In a hostel
2. Renting on my own
3. Living in a house I own
4. In a local council's crisis accomodation
5. Shared accomodation with family members
6. Shared accomodation with friends
7. Shared accomodation with partner
8. Shared accomodation with housemate(s)
Other, please specify

Page 1 - Heading

you are on page 1 of 23

Page 2 - Heading

B. Following questions are related to your thoughts about young men (click to return to the
participant information)

Page 2 - Question 12 - Rating Scale - Matrix

Please give your thoughts about being a young man. Please click on one button against each
question.

a. It is important for a guy to act like
nothing is wrong, even when
something is bothering him
b. In a good dating relationship, the
guy gets his way most of the time
c. I can respect a guy who backs down
from a physical fight
d. It’s okay for a guy to say no to sex
e. Guys should not let it show when
their feelings are hurt
f. A guy never needs to hit another
guy to get respect
g. If a guy tells people his worries, he
will look weak
h. It is important for a guy to go after
what he wants, even if it means hurting
other people’s feelings
i. It is important for a guy to act like
he is sexually active even if he is not
j. I would be friends with a guy who is
gay
k. It is embarrassing for a guy when he
needs to ask for help
l. It is important for a guy to talk about

Strongly
disagree

Disagree
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his feelings, even if people might
laugh at him
Page 2 - Heading

you are on page 2 of 23

Page 3 - Heading

C. Knowledge about sexually transmissible infections (STIs) (click to return to the participant
information)

Page 3 - Question 13 - Rating Scale - Matrix

The follwoing questions are about your knowledge of sexually transmissible infections (Sexually
transmissible infections are the infections which can be transmitted through sexual contacts eg.
chlamydia, gonorrhoea, HIV, genital warts etc) (1 = true, 2 = false and 3 = I am not sure)
True

a. A man can have a sexually
transmissible infection without any
obvious symptoms
b. Chlamydia is a sexually
transmissible infection that only
affects women
c. Gonorrhoea can be transmitted
during oral sex
d. Genital warts can only be
transmitted by intercourse
e. HIV can only be transmitted through
sexual intercourse
f. A simple urine test is enough to
diagnose chlamydial infection
g. Apart from HIV, all sexually
transmissible infections can be cured
g. People who always use condoms are
safe from all sexually transmissible
infections

False

I am not sure

















































Page 3 - Heading

you are on page 3 of 23

Page 4 - Heading

D. Following questions are related to your sexual behaviour and feelings (click to return to the
participant information)

Page 4 - Question 14 - Choice - One Answer (Bullets)

Which of these statements best describes your sexual feelings and behaviour

 1. I am attracted only to people of the opposite sex
 2. I am attracted to people of both sexes
 3. I am attracted only to people of my own sex
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 4. Not sure
Page 4 - Question 15 - Choice - One Answer (Bullets)

In the past 12 months have you received or given oral sex to a other person?

 1. Yes
 2. No
Page 4 - Question 16 - Choice - One Answer (Bullets)

[Mandatory]

How old are you when you first had penetrative sex (vaginal or anal)?







1. 13 years or under
2. 14 years - 16 years
3. 17 - 18 years
4. Above 18 years
5. Never had penetrative sex before [Skip to 8]

Page 4 - Heading

you are on page 4 of 23

Page 5 - Heading

(click to return to the participant information)

Page 5 - Question 17 - Choice - One Answer (Bullets)

[Mandatory]

In the past 12 months have you had penetrative sex (vaginal or anal)?

 1. Yes
 2. No [Skip to 8]
Page 5 - Heading

you are on page 5 of 23

Page 6 - Heading

(click to return to the participant information)

Page 6 - Question 18 - Open Ended - One or More Lines with Prompt

If yes, then with how many people have you had penetrative sex with in the past 12 months?

 Number of male
 Number of female
Page 6 - Question 19 - Choice - One Answer (Bullets)

[Mandatory]

How often did you use condom when you had penetrative sex in the past 12 months?






1. Every time I had sexual intercourse [Skip to 8]
2. Most of the time [Skip to 7]
3. A few times [Skip to 7]
4. Did not use condoms in the past 12 months [Skip to 7]

417

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Page 6 - Heading

you are on page 6 of 23

Page 7 - Heading

(click to return to the participant information)

Page 7 - Question 20 - Choice - Multiple Answers (Bullets)

If you did not use a condom the last time you had penetrative sex, what was the reason?
(Please tick all that apply)













1. My partner was on contraception/pill
2. Sex just happened
3. I trusted my partner
4. I do not like using condoms
5. My partner does not like using condoms
6. I forgot
7. I did not know where to get a condom
8. I felt embarrassed buying a condom
9. I was too drunk
10. I was too high
Other, please specify

Page 7 - Heading

you are on page 7of 23

Page 8 - Heading

D. Following questions are related to your health, sexual health and your capacity and interest
in accessing health care information and services (click to return to the participant information)

Page 8 - Question 21 - Choice - One Answer (Bullets)

In general, would you say your health is?







1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent

Page 8 - Question 22 - Choice - One Answer (Bullets)

How likely do you think it is that you will get a sexually transmissible infection (STI)?







1. Never
2. Very unlikely
3. Unlikely
4. Likely
5. Very likely
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Page 8 - Question 23 - Choice - One Answer (Bullets)

How confident are you about visiting and talking to a health service provider if you have a
problem with sexually transmissible infections, or any concern regarding your sexual health?







1. Very confident
2. Confident
3. A little confident
4. Not very confident
5. Not at all confident

Page 8 - Question 24 - Rating Scale - Matrix

Imagine you went to a health services provider (e.g. GP, community health nurse, health
clinic etc) for your sexual heath concerns. How confident are you that you could discuss any
concern you had about your sexual health?
Very
confident




a. If the health service provider is male
b. If the health service provider is
female

Confident




A little
confident




Not very
confident




Page 8 - Heading

you are on page 8 of 23

Page 9 - Heading

(click to return to the participant information)

Page 9 - Question 25 - Choice - Multiple Answers (Bullets)

Please mark all of the sources of information below that you have ever used for advice about
sexual health? (please tick all that apply)


















1. Friends
2. General Practitioners (GP)
3. Community Health Nurse
4. Youth Workers
5. Health Magazines
6. Internet websites
7. Internet chat rooms
8. Media (radio, TV, newspaper)
9. Father
10. Mother
11. Brother
12. Sister
13. Relative
14. School teacher
15. Never sought advice
Other source of information (please specify)

419

Not at all
confident




YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Page 9 - Question 26 - Choice - Multiple Answers (Bullets)

Please mark all of the sources of information below that you would trust for advice about sexual
health? (please tick all that apply)


















1. Friends
2. General Practitioners (GP)
3. Community Health Nurse
4. Youth Workers
5. Health Magazines
6. Internet websites
7. Internet chat rooms
8. Media (radio, TV, newspaper)
9. Father
10. Mother
11. Brother
12. Sister
13. Relative
14. School teacher
15. Never sought advice
Other source of information (please specify)

Page 9 - Question 27 - Rating Scale - Matrix

In your opinion, how difficult to overcome are the following obstacles/barriers to someone of
your age getting service/treatment for STIs and/or sexual health?
Very
difficult

a. Travel distance to the nearest health
service centre
b. Cost for STI and sexual health
services
c. Anonymity i.e.possiblity that others
would find out that you had visited a
STI health service
d Getting parental permission/support
e. Getting own Medicare Card or
Healthcare Card
f. Appropriate STI or sexual health
services options in your area
g. Finding treatment or service
providers who understand young men
h. Finding treatment that is at a
convenient time
i. Privacy and confidentiality possibility of being removed from
home if parents knew that you had
visited a in health centre for sexual
health services



Somewhat
difficult



Not very
difficult

Not at all
difficult





Not
sure
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Page 9 - Heading

you are on page 9 of 23

Page 10 - Heading

E. Following questions are related to the availability of health services, sexual health
services and their utilisation by you (click to return to the participant information)

Page 10 - Question 28 - Choice - Multiple Answers (Bullets)

[Mandatory]

What health services are available in your area? (please tick that all apply)













1.Community health service
2.Hospital
3.General Practitioner
4.Youth Centre/Services
5.Sexual Health Clinic
6. Mother and child health centre/clinic
7.Family Planing Clinic
8.Aboriginal Health Clinic
9.Uniting care or church based services
10. I do not know [Skip to 12]
Other health services (please specify)

Page 10 - Heading

you are on page 10 of 23

Page 11 - Heading

(click to return to the participant information)

Page 11 - Question 29 - Choice - One Answer (Bullets)

[Mandatory]

Which health services is nearest to your home? (please tick one)













1. Community health service
2. Hospital
3. General Practitioner
4. Youth Centre/Services
5. Sexual Health Clinic
6. Mother and child health centre/clinic
7. Family Planing Clinic
8. Aboriginal Health Clinic
9. Uniting care or church based services
10. I do not know
Other health services, please specify

Page 11 - Heading

you are on page 11 of 23
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Page 12 - Heading

(click to return to the participant information)

Page 12 - Question 30 - Choice - One Answer (Bullets)

[Mandatory]

How often have you visited a health service provider for your own health in the past 12 months?







1. Once [Skip to 13]
2. Twice [Skip to 13]
3. Three times [Skip to 13]
4. Four or more [Skip to 13]
5. Have not visited a health service provider for own health in the past 12 months [Skip
to 14]

Page 12 - Heading

you are on page 12 of 23

Page 13 - Heading

(click to return to the participant information)

Page 13 - Question 31 - Choice - Multiple Answers (Bullets)

[Mandatory]

What type of health service provider have you visited in the past 12 months (please tick all that
apply)?












1. Community health service [Skip to 15]
2. Hospital [Skip to 15]
3. General Practitioner [Skip to 15]
4. Youth Centre/Services [Skip to 15]
5. Sexual Health Clinic [Skip to 15]
6. Mother and child health centre/clinic [Skip to 15]
7. Family Planing Clinic [Skip to 15]
8. Aboriginal Health Clinic [Skip to 15]
9. Uniting care or church based services [Skip to 15]
Other health services, please specify

Page 13 - Question 32 - Rating Scale - Matrix

Please tell us about your experience at the health service provider. (If multiple visits in the past
12 months then tell us about your last visit)

a. Waiting time was acceptable
b. Opening hour(s) suited you
c. Reception staff were friendly
d. You are confident that the health
service provider will not disclose your
visit to your parent/ carer / guardian
e. You understood the information
and/or treatment you were given
f. The provider listened carefully in a
non-judgmental way to what you said

Strongly
disagree

Disagree
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Not sure
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g. The health service was satisfactory







Page 13 - Question 33 - Choice - One Answer (Bullets)


[Mandatory]

The last time you visited a health service, was there any out of pocket expenses?

 1. It was free [Skip to 15]
 2. Bulk billed (Medicare/Health Care Card) [Skip to 15]
 3. Some out-of-pocket expenses [Skip to 15]
Page 13 - Heading

you are on page 13 of 23

Page 14 - Heading

(click to return to the participant information)

Page 14 - Question 34 - Choice - Multiple Answers (Bullets)

Was there a reason for not visiting a health provider in the past 12 months then what was the
reason? (please tick all that apply)














1. I did not have any health related problems in the past 12 month
2. My health problem was in a tolarable level so I did not need to see a health provider
3. I did not know where to go
4. Distance was too great
5. The cost of the services were too expensive
6. Opening hours of the health facilities did not suit me
7. There was no anonymity or privacy in the health service centres
8. Health provider/s are not friendly
9. I was afraid that they would tell my parent/caregiver/guardian (privacy and
confidentiality will not be maintained)
10. I do not know how to use Medicare/ Healthcare Card
11. I thought the health provider would not see me without my
parent/caregiver/guardian as I am young
Other, please specify

Page 14 - Heading

you are in page 14 of 23

Page 15 - Heading

(click to return to the participant information)

Page 15 - Question 35 - Choice - One Answer (Bullets)

[Mandatory]

Have you ever discussed sex and/or sexually transmissible infections with any health service
provider?

 1. Yes
 2. No
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Page 15 - Question 36 - Choice - One Answer (Bullets)

[Mandatory]

Have you ever had a check-up/test for a sexually transmissible infection with a health service
provider?

 1. Yes [Skip to 16]
 2. No [Skip to 17]
Page 15 - Heading

you are on page 15 of 23

Page 16 - Heading

(click to return to the participant information)

Page 16 - Question 37 - Choice - One Answer (Bullets)

Where did you have this check up / test? (if multiple check-ups then tell about where did you
have your last check up/test)












1. At a GP, my usual doctor
2. At a GP, not my usual doctor
3. At a sexual health clinic/STI clinic
4. Hospital
5. At an HIV clinic
6. At a pathological laboratory
7. Family Planning Clinic
8. Aboriginal Health Clinic
9. Uniting Care
Other, please specify

Page 16 - Question 38 - Choice - Multiple Answers (Bullets)

Why did you get tested for a sexually transmissible infection? (tick all that apply)












1. I had burning sensation when urinating
2. I had discharge from my penis
3. I had a lump in my groin
4. I had unprotected sex
5. My partner had a sexually transmissible infection
6. My friend/partner advised me
7. GP / health service provider advised me
8. My parent/carergiver/guardian advised me.
9. My brother/sister advised me
Other, please specify

Page 16 - Question 39 - Choice - Multiple Answers (Bullets)

Which infection(s) were you diagnosed with? (pl tick all that apply)

 1. The result was not positive for any STIs
 2. Gonorrhoea
 3. Syphilis
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4. Chlamydia
5. Genital warts
6. Pubic lice
7. Herpes
8. HIV
9. Do not know / can’t remember
Other, please specify

Page 16 - Heading

you are on page 16 of 23

Page 17 - Heading

(click to return to the participant information)

Page 17 - Question 40 - Choice - One Answer (Bullets)

[Mandatory]

Have you considered or would you consider travelling to the city (Melbourne / Sydney) for your
STIs / sexual health services?

 1. Yes [Skip to 18]
 2. No [Skip to 19]
Page 17 - Heading

you are on page 17 of 23

Page 18 - Heading

(click to return to the participant information)

Page 18 - Question 41 - Choice - Multiple Answers (Bullets)

If yes, why? (pl tick all that apply)






1. For better quality services
2. For anonymity, privacy and confidentiality
3. Limited services are available in the place where I live
Other, please specify

Page 18 - Heading

you are on page 18 of 23

Page 19 - Heading

F. Following questions are related to drug and alcohol use (click to return to the participant
information)
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Page 19 - Question 42 - Choice - One Answer (Bullets)

[Mandatory]

Do you drink alcohol?

 1. Yes [Skip to 20]
 2. No [Skip to 21]
Page 19 - Heading

you are on page 19 of 23

Page 20 - Heading

(click to return to the participant information)

Page 20 - Question 43 - Choice - One Answer (Bullets)

On a day that you have an alcoholic drink, how many standard drinks do you usually have? (a
standard drink is a small glass of wine or middy of beer, a nip of sprits or a mixed drink)








1. 1 - 2 drinks
2. 3 - 4 drinks
3. 5 - 6 drinks
4. 7 - 8 drinks
5. 9 -12 drinks
6. 13 or more drinks

Page 20 - Question 44 - Choice - One Answer (Bullets)

[Mandatory]

Think back over the last four weeks, how many times have you had five or more alcoholic drinks
on any one occasion?







1. Once
2. Twice
3. 3 - 6 times
4. 7 - 9 times
5. 10 or more times

Page 20 - Question 45 - Choice - One Answer (Bullets)

In the past 12 months, have you had sex with someone you normally wouldn’t have because
you were too drunk at the time?






1. No
2. Once
3. A few times
4. Often

Page 20 - Question 46 - Rating Scale - Matrix

Are you aware of any of the following types of services/treatment for alcohol related problems?
(1= yes, 2= no)

a. Therapy / Counseling for drug and
alcohol related problems
b. Detoxification (Detox)/Withdrawal
426

Yes

No
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management centre
c. Drug and alcohol services from your
nearest community health centre
d. On-line support group
e. Youth support group
(e.g.Connectingcare, Uniting care,
YacVic, 24 hr telephone hotline
services)
f. Rehabilitation centres (Rehab)















Page 20 - Question 47 - Choice - One Answer (Bullets)

Have you consulted with or accessed to any of the above services for your alcohol related
problem in the last 12 months?






1.No
2 Once or twice
3. A few times
4. Often

Page 20 - Heading

you are on page 20 of 23

Page 21 - Heading

(click to return to the participant information)

Page 21 - Question 48 - Choice - One Answer (Bullets)

[Mandatory]

Have you ever used drug(s)?

 1. Yes [Skip to 22]
 2. No [Skip to 23]
Page 21 - Heading

you are on page 21 of 23

Page 22 - Heading

(click to return to the participant information)

Page 22 - Question 49 - Choice - Multiple Answers (Bullets)

Which drug(s) have you used in the past 12 months?










1.Marijuana/Cannabis
2. Inhalants (glue, aerosol sprays, butane gas, some cleaning fluids, petrol)
3. LSD
4. Cocaine
5. Heroin
6. Ice
7. Ecstasy
8. Speed/other amphetamines
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 Other drug, please specify

Page 22 - Question 50 - Choice - One Answer (Bullets)

Haw many times, have you used drugs in the past 12 months?








Once ot twice
3 - 5 times
6 - 9 times
10 - 19 times
20 - 39 times
40 or more times

Page 22 - Question 51 - Choice - One Answer (Bullets)

[Mandatory]

During the past 12 months, have you injected drugs for non-medical purpose?

 1. Yes
 2. No
Page 22 - Question 52 - Choice - One Answer (Bullets)

In the past 12 months, have you had sex with someone you normally wouldn’t have because
you were too high at the time?






1. No
2. Once
3. A few times
4. Often

Page 22 - Question 53 - Rating Scale - Matrix

Are you aware of any of the following types of services/treatment for your drug related
problems? (1= yes, 2= no)

a. Therapy / Counseling for drug and
alcohol related problems
b. Detoxification (Detox)/Withdrawal
management centre
c. Drug and alcohol services from your
nearest community health centre
d. On-line support group
e. Youth support group
(e.g.Connectingcare, Uniting care,
YacVic, 24 hr telephone hotline
services)
f. Rehabilitation centres (Rehab)

Yes

No























Page 22 - Question 54 - Choice - One Answer (Bullets)

Have you consulted with or accessed to any of the above services for your drug related problem
in the last 12 months?

 1.No
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 2 Once or twice
 3. A few times
 4. Often
Page 22 - Heading

you are on page 22 of 23

Page 23 - Heading

G. Your opinion on some other issues (click to return to the participant information)

Page 23 - Question 55 - Choice - One Answer (Bullets)

Do you know what is the legal age of having sex or giving sexual consent in your state (Victoria
or NSW)?

 1. Do not know
 2. Yes, please specify in complete years

Page 23 - Question 56 - Choice - One Answer (Bullets)

Do you know at what age you can have your own Medicare card or Healthcare Card?

 1. Do not know
 2. Yes, Please specify in complete years

Page 23 - Question 57 - Choice - One Answer (Bullets)

Do you know the legal age for giving consent for medical treatment?

 1. Do not know
 2. Yes, Please specify in complete years

Page 23 - Question 58 - Choice - One Answer (Bullets)

Do you know the legal age for purchasing alcohol in your state (Victoria or NSW)?

 1. Do not know
 2. Yes, please specify in complete years

Page 23 - Question 59 - Choice - One Answer (Bullets)

Do you know if young people have the same right to confidentiality and privacy in medical
care as adults?

 1. Do not know
 2. Yes
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Page 23 - Question 60 - Open Ended - Comments Box

AND FINALLY,
Would you like to tell us any additional information about on sexual health services and alcohol
and drug issues/services for young men in your area?

Page 23 - Heading

you are on page 23 of 24

Page 24 - Question 61 - Open Ended - One Line

Please enter your Student ID if you wish to enter in a raffle draw for your chance to win a Wii
Console.
Participants from the TAFE NSW Riverina Institute, please email to
RIFeedback@tafensw.edu.au if you wish to enter into the raffle draw.
Your student ID/email account will not be matched to the information you have provided in the
survey. Student ID/email account will be only used to identify the winner in the raffle draw.
All participants need to click on submit to end the survey regardless you want to enter student
ID or sending an email (Riverina Institute only)

Thank You Page

Thank you very much for your time and completing this survey.

Screen Out Page

(Standard - Zoomerang branding)

Over Quota Page

(Standard - Zoomerang branding)

Survey Closed Page

(Standard - Zoomerang branding)
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Appendix 6: Participants Information—Frequently Asked Questions
Appendix I: Invitation Letter

Project Title: Access to sexual health services and associated risk behaviours of rural
and regional young men in Australia
Dear Student,
You are invited to take part in this survey because you are a man, aged between 16 to 25 years
and living in rural or regional areas of Victoria/southern NSW. Participation to this research is
voluntary. If you do not wish to take part you are not obliged to. Your decision to participate will
in no way prejudice your academic standing or relationship with the TAFE system. You are free
to withdraw your participation at any stage while filling the survey questionnaire.
This survey is run by the ARCSHS, an independent research unit within the Faculty of Health
Sciences in La Trobe University. The purpose of this survey is to better understand the
requirements of sexual health services for young men in rural and regional areas. This study is
funded by La Trobe University Post Graduate Research Scholarships.
All students who participate in this survey have the option to be entered into a raffle draw for
their chances win a -

Wii
The survey is completely anonymous. Please also note that all feedback obtained in this survey
will be used for the purposes of this research only and under no circumstance will the
information provided be passed onto a third party. Only student ID will be asked to provide,
which will be used to contact the winner of the raffle draw. La Trobe University's privacy
statement can be viewed at http://www.latrobe.edu.au/privacy/privacy-statement.html
The detailed Participants Information about the survey is given below in the form of Frequently
Asked Questions (FAQs). Its purpose is to explain to you as clearly as possible all the
procedures involved in this project before you decide whether or not to take part in it. If you are
under 18 years of age we ask that you discuss your participation with your parents/carer, and
seek permission to take part in this research.
Sincerely,
Professor Anthony Smith, Deputy Director, Australian Research Centre in Sex, Health and
Society, La Trobe University and Principle Investigator and Supervisor
Professor Marian Pitts, Australian Research Centre in Sex, Health and Society, La Trobe
University and Co- supervisor
Biswajit Banik, PhD Candidate, Australian Research Centre in Sex, Health and Society, La
Trobe University and Researcher

431

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

215 Franklin Street
Melbourne
Victoria 3000
Australia
T +61 3 9285 5382
F +61 3 9285 5220
School of Health Research
Faculty of Health Sciences

Appendix II: Participants Information (Frequently Asked Questions)
1. Project explanation
This is a comprehensive study which enquires about access to sexual health services and
associated risk behaviours of young men aged 16 to 25, living in rural and regional areas of
Victoria and southern NSW.
There are two stages of this research. The first stage of the research involved a cross sectional
online survey among TAFE students using a structured questionnaire which included variables
related to demography, sexual activity, knowledge of STIs, alcohol and drug use, sexual health
issues and access to health services. The analysis of the survey findings found the factors such
as respondents’ demographic variables, previous STIs, STI knowledge and engagement with
masculinity, were associated with accessing health care services. The first stage of the study
has been completed.
The second stage of the research involves key informant interviews. The themes of the
interviews have been generated from the findings of the survey. This will allow the researchers
to obtain expert or specialised perspectives from the key informants on the scope and
challenges associated in involving young men in sexual health services in rural and regional
settings. Researchers are now seeking key informants participation in this research for this
second stage only.
2. Who can participate?
Key informants will be selected on the basis that they are either a provider of sexual health
services, an advocate for sexual health in the community and / or are involved in decision
making about the incorporation of youth-friendly sexual health services. Interviews will be
conducted with following key informants –


Service providers - General practitioners, community health nurse, sexual health
practice nurse, youth service coordinators / workers, drug and alcohol workers (1x3
interviews from Ballarat, Greater Shepparton and Albury-Wodonga)



Executive Officers/Project Managers of Central Highlands PCP for Ballarat, Goulburn
Valley PCP for Greater Shepparton and Southern Area Health Services for Albury.

3. Is there any benefit for participating?
There is no direct benefits, financial or any other kind of benefit to the key informants, however
participation will provide opportunities for the key informants to reflect on their own views on the
young men’s need for sexual health, drug and alcohol related support services, barriers that
exist in accessing these health services in rural and regional Australia and how these
professionals can be better equipped to deliver sexual health services to the rural and regional
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young men.
4. How and where key informants interviews will be arranged?
Key informants will be contacted via email/telephone. Interviews may take place at the General
Practices, Community Health Centres, Practice Nurse Clinics and Offices of Primary Care
Partnerships/Area Health Services located in Ballarat, Greater Shepparton and Albury.
5. How long does it take to complete the interview?
Interview will take about 30 to 45 minutes.
6. Can key informants get access to the interviews?
Yes, all key informants will be given a choice to view the transcribed data for their comments
before findings are to be incorporated into the PhD thesis.
7. What ethics approval has been gained?
This research project has been approved by the La Trobe University Human Ethics Committee.
In accordance with this approval, confidentiality will be maintained.
8. How is privacy and confidentiality assured?
Key informants will be given a choice whether they wish their name and position to appear in
the report or to choose a pseudonym. If the key informants would have chosen pseudonyms,
they will be used and details linking key informants to pseudonyms will be kept in a separate file
from both contact details and transcripts. La Trobe University's privacy statement can be viewed
at http://www.latrobe.edu.au/privacy/privacy-statement.html

9. How you can withdraw your consent?
You have the right to withdraw from active participation in this project at anytime and,
further, to demand that data arising from your participation are not used in the research
project provided that this right is exercised within four weeks of the completion of your
participation in the project. You are asked to complete the “Withdrawal of Consent Form” or
to notify the investigator by e-mail or telephone that you wish to withdraw your consent for
your data to be used in this research project. Contact information of the researchers can
be found in the invitation letter.
10. How your information is kept secure?
The interviews will be tape recorded, transcribed and coded. Coding process will generate a
description of issues as well as categories or themes for analysis. All digital recordings,
transcripts and analysis will be password protected with only the researchers knowing the
password.
11. How will this information be used?
Each interview will be summarized and make comparison of responses from different key
informants on the basis of categories or themes. The findings will be presented in text form with
“verbatim quotations” for illustration. The interview findings will be analysed in groups and
appear in a PhD thesis, and may be published or presented at conferences. Group findings,
where appropriate may be used to inform future policies and design of services to better meet
rural and regional young men’s sexual health needs. There will be no identifiable information.
12. How further information can be obtained about the interview findings?
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When the study is completed, a report will be placed on the ARCSHS website which will provide
summaries of the survey data as it comes to hand and will provide access to report/s online as
they are produced by the La Trobe University Website, www.latrobe.edu.au/arcshs. If you have
any further questions about the study please contact any of the researchers. Contact
information of the researchers can be found in the invitation letter.

434

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

13. Are there any concerns/risks in participating to this research?
This research may be categorized as no/minimum risks as no personal questions will be asked
during the interview process. The key informants will be interviewed to their professional
capacity and only related to the sexual health service provision, youth-friendly service indicators
and position of sexual health in the primary health and rural health system for young men. The
key informants will not have to answer any questions that they feel uncomfortable and might
have any implications in their professional roles.

If there is any complaints or queries that above researchers are unable to answer, please
contact Barbara Doherty, Administrative Officer-Research Ethics/UHEC Secretary, Research
Ethics and Integrity Unit, Research Services, La Trobe University, Bundoora 3086 T: 03
9479 1443,
F:
03 9479
1464,
E:
mailto:lhumanethics@latrobe.edu.auhumanethics@latrobe.edu.au
W: http://www.latrobe.edu.au/research-services/ethics/”

email:
web:

arcshs@latrobe.edu.au
www.latrobe.edu.au/arcshs

435

YOUNG MEN’S ACCESS TO SEXUAL HEALTH SERVICES AND RISK BEHAVIOUR

Appendix 7: Survey Questionnaire—Paper Based

Project Title: Access to sexual health services and associated risk behaviours of
rural and regional young men in Australia
Dear Student,
You are invited to take part in this survey because you are a man, aged between 16 to 25 years
and living in rural or regional areas of Victoria/southern NSW. Participation to this research is
voluntary. If you do not wish to take part you are not obliged to. Your decision to participate will
in no way prejudice your academic standing or relationship with the TAFE system. You are free
to withdraw your participation at any stage while filling the survey questionnaire.
This survey is run by the ARCSHS, an independent research unit within the Faculty of Health
Sciences in La Trobe University, in conjunction with the University of Ballarat - TAFE Division,
TAFE NSW Riverina Institute, Wodonga Institute of TAFE and Goulburn Ovens Institute of
TAFE. The purpose of this survey is to better understand the requirements of sexual health
services for young men in rural and regional areas. This study is funded by La Trobe University
Post Graduate Research Scholarships.
All students who participate in this survey have the option to be entered into a raffle draw for
their chances win a Wii
The survey is completely anonymous. Please do not write your name or any contact details
anywhere in the questionnaire. Also note that all feedback obtained in this survey will be used
for the purposes of this research only and under no circumstances will the information provided
be passed onto a third party. The only identifying information you will be asked to provide is
your student ID. This will be used only to contact the winner of the raffle draw. La Trobe
University's privacy statement can be viewed at http://www.latrobe.edu.au/privacy/privacystatement.html

Sincerely,
Professor Anthony Smith, Deputy Director, Australian Research Centre in Sex, Health and
Society, La Trobe University and Principle Investigator and Supervisor
Professor Marian Pitts, Australian Research Centre in Sex, Health and Society, La Trobe
University and Co- supervisor
Biswajit Banik, PhD Candidate, Australian Research Centre in Sex, Health and Society, La
Trobe University and Researcher

If you agree to participate in this survey please tick (√) in the box below and proceed –

I agree and give my consent
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A. Social and demographic information
Question 1 – Please enter your postcode
Question 2 – Name of your TAFE (please tick one)






1. University of Ballarat - TAFE Division
2. TAFE NSW Riverina Institute
3. Wodonga Institute of TAFE
4. Goulburn Ovens Institute of TAFE

Question 3 – Which course are you studying in the TAFE?

______________________________________________________________________
Question 4 - How old are you? (please mention your age in completed years e.g. 16, 18 or 21
etc)

Question 5 - Are you of Aboriginal or Torres Strait Islander origin? (please tick one)
 1. Yes, Aboriginal
 2. Yes, Torres Strait Islander
 3. Both Aboriginal and Torres Strait Islander
 4. Neither Aboriginal or Torres Strait Islander
Question 6 - What is the highest level of education that you have completed?








1. Less than year 10
2. Year 10
3. Year 11
4. Year 12
5. Higher than Year 12
Other, please specify ____________________________________

Question 7 - Are you currently employed?

 1. Yes, full time
 2. Yes, part time
 3. Not employed
Question 8 - Are you in a relationship?






1. Yes, with a woman
2. Yes, with a man
3. Not in a relationship (SKIP Question 9 and go to the question 10)
Other, please specify _____________________________________________

Question 9 - If you are in a relationship, how long have you been this relationship? (If you have
more than one partner, tell us about your longest relationship)






1. Less than six months
2. 6-11 months
3. 1 – 2 years
4. 2 – 5 years
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 5. More than five years
Question 10 - Who lives with you? (please tick all that apply)









1. Parent(s)/caregiver/guardian
2. Alone
3. Friend (s)
4. Partner
5. Housemate(s)
6. Other relative(s)
Other, please specify ________________________________________

Question 11 - Where do you live?











1. In a hostel
2. Renting on my own
3. Living in a house I own
4. In a local council's crisis accommodation
5. Shared accommodation with family members
6. Shared accommodation with friends
7. Shared accommodation with partner
8. Shared accommodation with housemate(s)
Other, please specify
________________________________________________

B. Following questions are related to your thoughts about young men
Question 12 - Please give your thoughts about being a young man. Please tick on one button
against each question

Strongly
disagree

Disagree

Agree

Strongly
agree

a. It is important for a guy act like nothing is
wrong, even when something is bothering him









b. In a good dating relationship, the guy gets
his way most of the time









c. I can respect a guy who backs down from a
fight









d. It’s okay for a guy to say no to sex









e. Guys should not let it show when their
feelings are hurt









f. A guy never needs to hit another guy to get
respect









g. If a guy tells people his worries, he will look
weak









h. It is important for a guy to go after what he
wants, even if it means hurting other people’s
feelings









i. It is important for guy to act like he is sexually
active even if he is not









j. I would be friends with a guy who is gay
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Strongly
disagree

Disagree

Agree

Strongly
agree

k. It is embarrassing for a guy when he needs
to ask for help









l. It is important for a guy to talk about his
feelings, even if people might laugh at him









C. Knowledge about sexually transmissible infections (STIs)
Question 13 - The following questions are about your knowledge of sexually transmissible
infections (Sexually transmissible infections are the infections which can be transmitted through
sexual contacts eg. chlamydia, gonorrhoea, HIV, genital warts etc) (1 = true, 2 = false and 3 = I
am not sure)

a. A man can have a sexually
transmissible infection without any
obvious symptoms
b. Chlamydia is a sexually
transmissible infection that only
affects women
c. Gonorrhoea can be transmitted
during oral sex
d. Genital Warts can only be
transmitted by intercourse
e. HIV can only be transmitted
through sexual intercourse
f. A simple urine test is enough to
diagnose chlamydia infection
g. Apart from HIV, all sexually
transmissible infections can be cured
h. People who always use condoms
are safe from all sexually
transmissible infections

True

False

I am not
sure





































D. Following questions are related to your sexual behaviour and feelings
Question 14 - Which of these statements best describes your sexual feelings and behaviour?






1. I am attracted only to people of the opposite sex
2. I am attracted to people of both sexes
3. I am attracted only to people of my own sex
4. Not sure

Question 15 - In the past 12 months have you received or given oral sex to a other person

 1. Yes
 2. No
Question 16 - How old are you when you first had penetrative sex (vaginal or anal)?







1. 13 years or under
2. 14 years - 16 years
3. 17 - 18 years
4. Above 18 years
5. Never had penetrative sex before (SKIP Questions 17 to 20 and go to the
question 21)
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Question 17 - In the past 12 months have you had penetrative sex (vaginal or anal)?

 1. Yes
 2. No (SKIP Questions 18 to 20 and go to the question 21)
Question 18 - If yes, then with how many people have you had penetrative sex with in the past
12 months?
Number of male(s)
Number of female(s)
Question 19 - How often did you use condom when you had penetrative sex in the past 12
months?

 1. Every time I had sexual intercourse (SKIP Questions 20 and go to the
question 21)

 2. Most of the time
 3. A few times
 4. Did not use condoms in the past 12 months
Question 20 - If you did not use a condom the last time you had penetrative sex, what was the
reason? (Please tick all that apply)













1. My partner was on contraception/pill
2. Sex just happened
3. I trusted my partner
4. I do not like using condoms
5. My partner does not like using condoms
6. I forgot
7. I did not know where to get a condom
8. I felt embarrassed buying a condom
9. I was too drunk
10. I was too high
Other, please specify
__________________________________

E. Following questions are related to your health, sexual health and your
capacity and interest in accessing health care information and services
Question 21 - In general, would you say your health is?







1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent

Question 22 - How likely do you think it is that you will get a sexually transmissible infection
(STI)?







1. Never
2. Very unlikely
3. Unlikely
4. Likely
5. Very likely

Question 23 - How confident are you about visiting and talking to a health service provider if you
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have a problem with sexually transmissible infections, or any concern regarding your sexual
health?







1. Very confident
2. Confident
3. A little confident
4. Not very confident
5. Not at all confident

Question 24 - Imagine you went to a health services provider (e.g. GP, community health nurse,
health clinic etc) for your sexual heath concerns. How confident are you that you could discuss
any concern you had about your sexual health?
Very
confident

Confident

A little
confident

Not very
confident

Not at all
confident

a. If the health service
provider is male











b. If the health service
provider is female











Question 25 - Please mark all of the sources of information below that you have ever used for
advice about sexual health? (please tick all that apply )
 1. Friends
 2. General Practitioners (GP)
 3. Community Health Nurse
 4. Youth Workers
 5. Health Magazines
 6. Internet websites
 7. Internet chat rooms
 8. Media (radio, TV, newspaper)
 9. Father
 10. Mother
 11. Brother
 12. Sister
 13. Relative
 14. School teacher
 15. Never sought advice
 Other source of information (please specify) _______________________
Question 26 - Please mark all of the sources of information below that you would trust for
advice about sexual health? (please tick all that apply)













1. Friends
2. General Practitioners (GP)
3. Community Health Nurse
4. Youth Workers
5. Health Magazines
6. Internet websites
7. Internet chat rooms
8. Media (radio, TV, newspaper)
9. Father
10. Mother
11. Brother
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12. Sister
13. Relative
14. School teacher
15. Never sought advice
Other source of information (please specify)
___________________________________

Question 27 - In your opinion, how difficult to overcome are the following obstacles/barriers to
someone of your age getting service/treatment for STIs and/or sexual health?
Very
difficult
a. Travel distance to the
nearest health service centre
b. Cost for STI and sexual
health services
c. Anonymity i.e. possibility
that others would find out that
you had visited a STI health
service
d. Getting parental
permission/support
e. Getting own Medicare Card
or Healthcare Card
f. Finding out an appropriate
STI or sexual health
services options in your area
g. Difficulty finding treatment or
service providers who
understand young men
h. Finding treatment that is at a
convenient time
i. Maintaining privacy and
confidentiality or possibility of
being removed from home if
parents knew that you had
visited a in health centre for
sexual health services

Somewhat
difficult

Not very
difficult

Not at all
difficult

I am not
sure

















































































F. Following questions are related to the availability of health services,
sexual health services and their utilisation by you
Question 28 - What health services are available in your area? (please tick that all apply )
 1.Community health service
 2.Hospital
 3.General Practitioner
 4.Youth Centre/Services
 5.Sexual Health Clinic
 6. Mother and child health centre/clinic
 7.Family Planning Clinic
 8.Aboriginal Health Clinic
 9.Uniting care or church based services
 10. I do not know (SKIP Question 29 and go to the question 30)
 Other health services (please specify) ______________________________________
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Question 29 - Which health service is nearest to your home? (please tick one)
 1. Community health service
 2. Hospital
 3. General Practitioner
 4. Youth Centre/Services
 5. Sexual Health Clinic
 6. Mother and child health centre/clinic
 7. Family Planning Clinic
 8. Aboriginal Health Clinic
 9. Uniting care or church based services
 10. I do not know
 Other health services, please specify ____________________________________
Question 30 - How often have you visited a health service provider for your own health in the
past 12 months? (please tick one)
 1. Once
 2. Twice
 3. Three times
 4. Four or more
 5. Have not visited a health service provider for own health in the past 12 months
(SKIP Questions 31 to 33 and go to the question 34)
Question 31 - What type of health service provider have you visited in the past 12 months
(please tick all that apply)












1. Community health service
2. Hospital
3. General Practitioner
4. Youth Centre/Services
5. Sexual Health Clinic
6. Mother and child health centre/clinic
7. Family Planning Clinic
8. Aboriginal Health Clinic
9. Uniting care or church based services
Other health services, please specify
___________________________________

Question 32 - Please tell us about your experience at the health service provider. (If multiple
visits in the past 12 months then tell us about your last visit)
Strongly
Disagree
a. Waiting time was
acceptable
b. Opening hour(s) suited you
c. Reception staff were
friendly
d. You are confident that the
health service provider will
not disclose your visit to your
parent/ care-giver / guardian
e. You understood the
information and/or treatment
you were given
f. The provider listened
carefully in a non-judgmental
way to what you said
g. The health service was
satisfactory

Disagree

Agree

Strongly
Agree

I am not sure
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Question 33 - The last time you visited a health service, was there any out of pocket expenses)
 1. It was free
 2. Bulk billed (Medicare/Health Care Card)
 3. Some out-of-pocket expenses

Question 34 - Was there a reason for not visiting a health provider in the past 12 months then
what was the reason? (please tick all that apply)














1. I did not have any health related problems in the past 12 month
2. My health problem was in a tolerable level so I did not need to see a health provider
3. I did not know where to go
4. Distance was too great
5. The cost of the services were too expensive
6. Opening hours of the health facilities did not suit me
7. There was no anonymity or privacy in the health service centres
8. Health provider/s are not friendly
9. I was afraid that they would tell my parent/caregiver/guardian (privacy and
confidentiality will not be maintained)
10. I do not know how to use Medicare/ Healthcare Card
11. I thought the health provider would not see me without my
parent/caregiver/guardian as I am young
Other, please specify __________________________________

Question 35 - Have you ever discussed sex and/or sexually transmissible infections with any
health service provider ?

 1. Yes
 2. No
Question 36 - Have you ever had a check-up/test for a sexually transmissible infection with a
health service provider?

 1. Yes
 2. No (SKIP Questions 37 to 39 and go to the question 40)
Question 37 - Where did you have this check up / test? (if multiple check-ups then tell about
where did you have your last check up/test)












1. At a GP, my usual doctor
2. At a GP, not my usual doctor
3. At a sexual health clinic/STI clinic
4. Hospital
5. At an HIV clinic
6. At a pathological laboratory
7. Family Planning Clinic
8. Aboriginal Health Clinic
9. Uniting Care
Other, please specify __________________________________

Question 38 - Why did you get tested for a sexually transmissible infection? (tick all that apply)
 1. I had burning sensation when urinating
 2. I had discharge from my penis
 3. I had a lump in my groin
 4. I had unprotected sex
 5. My partner had a sexually transmissible infection
 6. My friend/partner advised me
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7. GP / health service provider advised me
8. My parent/caregiver/guardian advised me.
9. My brother/sister advised me
Other, please specify ____________________________________________

Question 39 - Which infection(s) were you diagnosed with? (pl tick all that apply)
 1. The result was not positive for any STIs
 2. Gonorrhoea
 3. Syphilis
 4. Chlamydia
 5. Genital warts
 6. Pubic lice
 7. Herpes
 8. HIV
 9. Do not know / can’t remember
 Other, please specify
____________________________________
Question 40 - Have you considered or would you consider travelling to the city (Melbourne /
Sydney) for your STIs / sexual health services )

 1. Yes
 2. No (SKIP Question 41 and go to the question 42)
Question 41 - If yes, why? (pl tick all that apply)






1. For better quality services
2. For anonymity, privacy and confidentiality
3. Limited services are available in the place where I live
Other, please specify
__________________________________________________________

G. Following questions are related to your drug and alcohol use
Question 42 - Do you drink alcohol?
 1. Yes
 2. No (SKIP Questions 43 to 47 and go to the question 48)
Question 43 – If yes, on a day that you have an alcoholic drink, how many standard drinks do
you usually have? (a standard drink is a small glass of wine or middy of beer, a nip of sprits or a
mixed drink)
 1. 1 - 2 drinks
 2. 3 - 4 drinks
 3. 5 - 6 drinks
 4. 7 - 8 drinks
 5. 9 -12 drinks
 6. 13 or more drinks
Question 44 - Think back over the last four weeks, how many times have you had five or more
alcoholic drinks on any one occasion?
 1. Once
 2. Twice
 3. 3 - 6 times
 4. 7 - 9 times
 5. 10 or more times
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Question 45 - In the past 12 months, have you had sex with someone you normally wouldn’t
have because you were too drunk at the time?
 1. No
 2. Once
 3. A few times
 4. Often
Question 46 - Are you aware of any of the following types of services/treatment for alcohol
related problems? (1= yes, 2= no)
Yes
No
a. Therapy / Counseling for drug and alcohol related
problems
b. Detoxification (Detox)/Withdrawal management
centre
c. Drug and alcohol services from your
nearest community health centre
d. On-line support group
e. Youth support group (e.g. Connectingcare, Uniting
care, YacVic, 24 hr telephone hotline services)
f. Rehabilitation centres (Rehab)















Question 47 - Have you consulted with or accessed to any of the above services for your
alcohol related problem in the last 12 months ?
 1.No
 2 Once or twice
 3. A few times
 4. Often
Question 48 - Have you ever used drug(s)?
 1. Yes
 2. No (SKIP Questions 49 to 54 and go to the question 55)
Question 49 – If yes, which drug(s) have you used in the past 12 months? (please tick all that
apply)
 1.Marijuana/Cannabis
 2. Inhalants (glue, aerosol sprays, butane gas, some cleaning fluids, petrol)
 3. LSD
 4. Cocaine
 5. Heroin
 6. Ice
 7. Ecstasy
 8. Speed/other amphetamines
 Other drug, please specify ____________________________________
Question 50 - How many times, have you used drugs in the past 12 months?
 Once or twice
 3 - 5 times
 6 - 9 times
 10 - 19 times
 20 - 39 times
 40 or more times
Question 51 - During the past 12 months, have you injected drugs for non-medical purpose?
 1. Yes
 2. No
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Question 52 - In the past 12 months, have you had sex with someone you normally wouldn’t
have because you were too high at the time?
 1. No
 2. Once
 3. A few times
 4. Often
Question 53 - Are you aware of any of the following types of services/treatment for your
drug related problems? (1= yes, 2= no)
Yes
No
a. Therapy / Counseling for drug and alcohol related
problems
b. Detoxification (Detox)/Withdrawal management
centre
c. Drug and alcohol services from your
nearest community health centre
d. On-line support group
e. Youth support group (e.g. Connectingcare, Uniting
care, YacVic, 24 hr telephone hotline services)
f. Rehabilitation centres (Rehab)















Question 54 - Have you consulted with or accessed to any of the above services for your drug
related problem in the last 12 month?
 1.No
 2 Once or twice
 3. A few times
 4. Often

H. Your opinion on some other issues
Question 55 - Do you know what is the legal age of having sex or giving sexual consent in your
state (Victoria or NSW)?
 1. Do not know
 2. Yes, please specify in complete years ______________________________
Question 56 - Do you know at what age you can have your own Medicare card or Healthcare
Card?
 1. Do not know
 2. Yes, please specify in complete years _____________________________
Question 57 - Do you know the legal age for giving consent for medical treatment?
 1. Do not know
 2. Yes, please specify in complete years ___________________________
Question 58 - Do you know the legal age for purchasing alcohol in your state (Victoria or NSW )
 1. Do not know
 2. Yes, please specify in complete years __________________________
Question 59 - Do you know if young people have the same right to confidentiality and privacy in
medical care as adults?
 1. Do not know
 2. Yes
Question 60 – AND FINALLY, Would you like to tell us any additional information about on
sexual health services and alcohol and drug issues/services for young men in your area?
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Please enter your Student ID if you wish to enter in a raffle draw for your chance to win a

Wii

Console.
Participants from the TAFE NSW Riverina Institute, please email to
RIFeedback@tafensw.edu.au if you wish to enter into the raffle draw.
Your student ID/email account will not be matched to the information you have provided in the
survey. Student ID/email account will be only used to identify the winner in the raffle draw.

Thank you very much for your time and completing
this survey
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Appendix 8

Melbourne
Victoria 3000
Australia
T +61 3 9285 5382
F +61 3 9285 5220
School of Health Research
Faculty of Health Sciences

A8.1 Key Informant's information form: qualitative

Appendix II: Participants Information (Frequently Asked Questions)
1. Project explanation
This is a comprehensive study which enquires about access to sexual health services and
associated risk behaviours of young men aged 16 to 25, living in rural and regional areas of
Victoria and southern NSW.
There are two stages of this research. The first stage of the research involved a cross sectional
online survey among TAFE students using a structured questionnaire which included variables
related to demography, sexual activity, knowledge of STIs, alcohol and drug use, sexual health
issues and access to health services. The analysis of the survey findings found the factors such
as respondents’ demographic variables, previous STIs, STI knowledge and engagement with
masculinity, were associated with accessing health care services. The first stage of the study
has been completed.
The second stage of the research involves key informant interviews. The themes of the
interviews have been generated from the findings of the survey. This will allow the researchers
to obtain expert or specialised perspectives from the key informants on the scope and
challenges associated in involving young men in sexual health services in rural and regional
settings. Researchers are now seeking key informants participation in this research for this
second stage only.
2. Who can participate?
Key informants will be selected on the basis that they are either a provider of sexual health
services, an advocate for sexual health in the community and / or are involved in decision
making about the incorporation of youth-friendly sexual health services. Interviews will be
conducted with following key informants –
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Service providers - General practitioners, community health nurse, sexual health
practice nurse, youth service coordinators / workers, drug and alcohol workers (1x3
interviews from Ballarat, Greater Shepparton and Albury-Wodonga)



Executive Officers/Project Managers of Central Highlands PCP for Ballarat, Goulburn
Valley PCP for Greater Shepparton and Southern Area Health Services for Albury.

3. Is there any benefit for participating?
There is no direct benefits, financial or any other kind of benefit to the key informants, however
participation will provide opportunities for the key informants to reflect on their own views on the
young men’s need for sexual health, drug and alcohol related support services, barriers that
exist in accessing these health services in rural and regional Australia and how these
professionals can be better equipped to deliver sexual health services to the rural and regional
young men.
4. How and where key informants interviews will be arranged?
Key informants will be contacted via email/telephone. Interviews may take place at the General
Practices, Community Health Centres, Practice Nurse Clinics and Offices of Primary Care
Partnerships/Area Health Services located in Ballarat, Greater Shepparton and Albury.
5. How long does it take to complete the interview?
Interview will take about 30 to 45 minutes.
6. Can key informants get access to the interviews?
Yes, all key informants will be given a choice to view the transcribed data for their comments
before findings are to be incorporated into the PhD thesis.
7. What ethics approval has been gained?
This research project has been approved by the La Trobe University Human Ethics Committee.
In accordance with this approval, confidentiality will be maintained.
8. How is privacy and confidentiality assured?
Key informants will be given a choice whether they wish their name and position to appear in
the report or to choose a pseudonym. If the key informants would have chosen pseudonyms,
they will be used and details linking key informants to pseudonyms will be kept in a separate file
from both contact details and transcripts. La Trobe University's privacy statement can be viewed
at http://www.latrobe.edu.au/privacy/privacy-statement.html
9. How you can withdraw your consent?
You have the right to withdraw from active participation in this project at anytime and,
further, to demand that data arising from your participation are not used in the research
project provided that this right is exercised within four weeks of the completion of your
participation in the project. You are asked to complete the “Withdrawal of Consent Form” or
to notify the investigator by e-mail or telephone that you wish to withdraw your consent for
your data to be used in this research project. Contact information of the researchers can
be found in the invitation letter.
10. How your information is kept secure?
The interviews will be tape recorded, transcribed and coded. Coding process will generate a
description of issues as well as categories or themes for analysis. All digital recordings,
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transcripts and analysis will be password protected with only the researchers knowing the
password.
11. How will this information be used?
Each interview will be summarized and make comparison of responses from different key
informants on the basis of categories or themes. The findings will be presented in text form with
“verbatim quotations” for illustration. The interview findings will be analysed in groups and
appear in a PhD thesis, and may be published or presented at conferences. Group findings,
where appropriate may be used to inform future policies and design of services to better meet
rural and regional young men’s sexual health needs. There will be no identifiable information.
12. How further information can be obtained about the interview findings?
When the study is completed, a report will be placed on the ARCSHS website which will provide
summaries of the survey data as it comes to hand and will provide access to report/s online as
they are produced by the La Trobe University Website, www.latrobe.edu.au/arcshs. If you have
any further questions about the study please contact any of the researchers. Contact
information of the researchers can be found in the invitation letter.
13. Are there any concerns/risks in participating to this research?
This research may be categorized as no/minimum risks as no personal questions will be asked
during the interview process. The key informants will be interviewed to their professional
capacity and only related to the sexual health service provision, youth-friendly service indicators
and position of sexual health in the primary health and rural health system for young men. The
key informants will not have to answer any questions that they feel uncomfortable and might
have any implications in their professional roles.

If there is any complaints or queries that above researchers are unable to answer, please
contact Barbara Doherty, Administrative Officer-Research Ethics/UHEC Secretary, Research
Ethics and Integrity Unit, Research Services, La Trobe University, Bundoora 3086 T: 03
9479 1443,
F:
03 9479
1464,
E:
mailto:lhumanethics@latrobe.edu.auhumanethics@latrobe.edu.au
W: http://www.latrobe.edu.au/research-services/ethics/”
email:
web:

arcshs@latrobe.edu.au
www.latrobe.edu.au/arcshs
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A8.2 Key informant's consent form

Appendix III

Consent Form
Project Title: Access to sexual health services and associated risk
behaviours of rural and regional young men in Australia
I have read and I understand the Frequently Asked Questions in the Participant
Information.

I freely agree to participate in this project according to the conditions in the Participant
Information Sheet

I understand that my interview will be recorded on a digital voice recorder

I agree to reveal my identity and personal details if information about this project
is published or presented in any public form.
I do not agree to reveal my identity and personal details if information about this
project is published or presented in any public form and the researcher agreed to use a
pseudonym if information about this project is published or presented in any public form

Name
Signature
Position
Date
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Melbourne
Victoria 3000
Australia
T +61 3 9285 5382
F +61 3 9285 5220

email:
web:

School of Health Research
Faculty of Health Sciences
arcshs@latrobe.edu.au
www.latrobe.edu.au/arcshs

A8.3 Invitation letter for key informants: qualitative study
Project Title: Access to sexual health services and associated risk behaviours of rural
and regional young men in Australia

Dear Key Informant,
You are invited to take part in the research study titled ‘Access to sexual health
services and associated risk behaviours of rural and regional young men in
Australia’. Participation in this research is voluntary.
This project is being conducted by the Australian Research Centre in Sex, Health and
Society (ARCSHS), an independent research unit within the Faculty of Health Sciences
in La Trobe University. The purpose of this study is to better understand the
requirements of sexual health services for young men in rural and regional areas. The
study is funded by a La Trobe University Post Graduate Research Scholarship.

Detailed Participant Information is given below in the form of Frequently Asked
Questions (FAQs). Its purpose is to explain to you as clearly as possible all the
procedures involved in this project.
As a provider of sexual health services, advocate for sexual health in the community
and / or as someone involved in decision making on the incorporation of youth-friendly
sexual health services, you can make valuable contribution to young men’s sexual
health by providing important information on the scope and challenges associated in
involving young men in sexual health services in rural and regional settings.
We look forward for your co-operation in this project
Sincerely,
Professor Anthony Smith, Deputy Director, ARCSHS, La Trobe University and Principle
Investigator and Supervisor Email: anthony.smith@latrobe.edu.au Tel: 03-92855304
Professor Marian Pitts, Director, ARCSHS, La Trobe University and Co- supervisor,
Email: m.pitts@latrobe.edu.au Tel: 03- 92855103
Biswajit Banik, PhD Candidate, Australian Research Centre in Sex, Health and Society,
La Trobe University and Researcher, Tel: 03 9285 5397 Mobile: +61 0434511271
Email: bbanik@students.latrobe.edu.au
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Appendix 9: Questionnaire for Key Informants
Questionnaire for health service providers (GP, Practice Nurse, and Community
Health Nurse)
General


What are the common reasons that young men visit this health service?



What kind of young men attend your clinic (socio-economic, class and sexual
identity)



Does this health service welcome young men?



What proportion of young men attends this health service in each month?



What are their usual concerns regarding sexual health?

Perceived barriers - related to access


Do you consider sexual health services for your men as a priority for your
centre?



Being a health service provider, which sexual health issues (STI knowledge,
use of condom, STI testing/treatment etc) would you consider important for the
young men in your region?



Although various research has found some sexual practices that are considered
to put young men at risk in contracting STIs, (such as inconsistent condom use,
male to male sex and having sex with multiple partners over the past 12
months) were high among young men (68% in my survey), however young men
perceived to be high risk for contracting STI is quite low (7.8% in my survey).
Being a sexual health provider, what is your opinion on young men’s sexual risk
taking behaviors?



Studies on young men often mention young men’s lack of interest in visiting
health services for issues around sexual health, STI check-ups and testing.
What is your opinion on these issues and what can be done to increase young
men’s participation in sexual health services?



My survey findings and other empirical research (such as Secondary School
Health Survey 2008) showed that GPs, Community Health Nurses, Youth
Workers were the most trusted sources for sexual health related information,
however, this does not equate when it comes to actual usage of these
providers. What do you perceive are the barriers for service providers in
addressing sexual health needs of young men?



Young men often perceived barriers such as lack of anonymity, privacy and
confidentiality, lack of confidence in talking sexual health matters, and gender of
the provider in rural health services, when it comes to accessing to sexual
health services. In your opinion which of these issues are best addressed in
your health service and how?



What are the strengths and opportunities in place for participation of young men
in your services?

Structural barriers – related to access


Is your health service centre well served by public transport?
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What are the opening hours of your health service?



Do young men need to get an appointment before they visit your health service
or are drop in visits welcomed?



what is the wait for a routine appointment, and an emergency appointment?



Do you have a confidentiality policy for young men?



If yes, how do you assure young men accessing to your health service
regarding confidentiality matters?



Do you have an age limit under which you will not see young men without
parents / guardian / care-giver?



Do young men need a Medicare Card/ Health Care Card?



Does your service help/inform young men (under age 16 years) of their ability to
have their own Medicare Card/Health Care Card?

Availability of STI services


Does your health service have a policy in place to offer all young men a STI
check-up/screening on their first visit?



If yes, what criteria do you use? (such as young men under 25, only if patient
asks, depends on sexual history, only if symptomatic, STI screening guidelines
etc)



Do you promote your health service as a place for STI screening for young men
at risk or asymptomatic?



If yes, how do you promote this service? (word of mouth, flyer, advertising to
local community, leaflets, advertising via GPs etc)



Do you offer any screening tests for homosexual/bi-sexual young men who
present to this health service? (such as for throat/or rectal swabs gonorrhoea,
first void urine test for Chlamydia, tests for HIV, Hepatitis C, Hepatitis B etc)



How are investigations funded (bulk billed, not bulk billed or funded by the
service)



How is treatment funded? (free, Pharmaceutical Benefit Scheme, funded by
the service)



What is the Availability of condoms at your health service? (free, nominal fees,
funded by the service)




Is there any facility for after hours consultation? (Survey participants in my
research said that appropriate opening hours is an issue for accessing sexual
health services in rural and regional areas of Australia)
How do you do referral? (List of providers, services in the region)



Do you have a telephone information line?



If yes, when it is available (working hrs, less than this, 24/7), who staff this
(doctor, nurse, health worker, other)
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Personal capacities on dealing with young men and sexual health


What strategies are needed to improve access to sexual health services for
young men in your locality?



How many hours each week are you employed by the service?



Are you specifically trained in sexual health?



Do you have enough professional development opportunities?



If not, do you have any ideas how this could be improved?



To what extent you feel supported for your professional development on sexual
health matters?

Questionnaire for youth services coordinators/worker
General


What proportion of young men do you deal with each month?



What kind of young men visit you for advice each month? (socio-economic,
class and sexual identity)



What are the common reasons that young men to visit you?



What are their usual concerns regarding sexual health?



Being a youth worker, which sexual health issues (STI knowledge, access to
condom, STI testing/treatment etc) would you consider important for the young
men in your region?

Perceived barriers - related to access


Studies of young men often mention young men’s lack of interest in visiting
health services for issues around sexual health, STI check-ups and testing.
What is your opinion on these issues and what can be done to increase young
men’s participation in sexual health services?



Where do young men receive information on sexual health and STI related
information?



Although various research has found some sexual practices that are considered
to put young men at risk of contracting STIs, (such as inconsistent condom use,
male to male sex and having sex with multiple partners over the past 12
months) were high among young men (68% in my survey), young men
perceived to be of a high risk of contracting STIs is quite low (7.8% in my
survey). Being a youth worker, what is your opinion on young men sexual risk
taking behaviors?



My survey findings and other empirical research (such as Secondary School
Health Survey 2008) showed that GPs, Community Health Nurses, Youth
Workers were the most trusted sources for sexual health related information,
however, this does not equate to actual usage of these providers. What do you
perceive are the barriers for a youth worker in addressing sexual health needs
of young men?



There is evidence that young men are more comfortable with using informal
sources, such as internet, friends and other social networks for sexual health
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matters. In your opinion, how can sexual health information/education can be
given to the young men in a non – confronting ways?
Knowledge and awareness of sexual health


What resources do you use and provide when you discuss sexual health issues
with young men?



What are the areas of sexual health that you feel need more resources and
education (age of sex, safer sex, STI test and treatment, access to condom,
developing gender specific sexual health resource materials, consent issues
etc)



In your opinion what sexual health education do you feel young men require as
minimum?

Related to improve access


Can you provide adequate information on following matters if a young man
visits you for advice?
o

Appropriate and accessible services for sexual health in your locality?
(Yes, no, sometimes)

o

Opening hours of the health service which provides sexual health to
young people/men?

o

Arranging appointments for young men

o

Accompanying them if they are underage/ disengaged????/ homeless

o

Help them obtain their own Medicare Card/Health Care Card?

o

Advocate for protecting the confidentiality and privacy of young men



What mechanisms are in place to promote you service? word of mouth, flyer,
advertising to local community, leaflets, advertising via GPs etc)



Do you offer appropriate information to homosexual/bi-sexual young men on
how they can access STI test/ treatment




Is there any facility for after hours consultation? (Survey participants in my
research said appropriate opening hours is an issue for accessing sexual health
services in rural and regional areas of Australia)
How do you do referrals? (List of providers, services in the region)



Do you have a telephone information line?



If yes, when it is available (working hrs, less than this, 24/7), who staffs this
(doctor, nurse, health worker, other)

Personal capacities on dealing with young men and sexual health


How many hours each week you are employed by the service?



Have you received any training on sexual health matters?



Do you have enough training opportunities?
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If not, do you have any ideas how this could be improved?



To what extent you feel supported for your training on sexual health matters?

Questionnaire for Drug and Alcohol Worker/Co-ordinator
General


What proportion of young men that you deal with in a month has concerns with
drug and alcohol issues?



As a drug and alcohol worker, what is your opinion on young men’s risk taking
behaviors?



What kind of young men visit you for advice each month? (socio-economic,
class and sexual identity)



What are some common concerns regarding drug and alcohol?



What proportion of them do you think are intravenous drug users?



What resources do you use and provide when discussing drug and alcohol
issues with young men?

Related to services


Where do young men receive information on drug and alcohol services?



What types of services do you offer to the young men in your locality for drug
and alcohol related problems?
o

Therapy/ Counselling

o

Detoxification/withdrawal

o

On-line services through support groups

o
o

Rehabilitation
Telephone hot-line (when available (please give their hours of
operation), who staffs this?)
After hours consultation

o

Related to access to drug and alcohol related services


What do you perceive as the barriers for a drug and alcohol worker in
addressing drug and alcohol related service needs of young men in your
locality?



In my research I found that young men were aware of drug and alcohol related
services in their locality however, the rate of accessing those services is
relatively low. What could be the reasons for this under utilization?



What can be done to increase young men’s participation in drug and alcohol
services?



What mechanisms are in place to promote your service? (word of mouth, flyer,
advertising to local community, leaflets, advertising via GPs etc)
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There is evidence that young men are more comfortable with using informal
sources, such as the internet, friends and other social networks, for sensitive
matters. In your opinion, how can drug and alcohol related service information/
education be given to young men in a non – confronting way?

Related to sexual health


Being a youth worker, which other health issues would you consider important
for young men with drug and alcohol problems in your region (STI knowledge,
access to condom, STI testing/treatment etc)?



How do you deal with the situation of a young man with a drug and alcohol
related problem along with other risk behaviours such as unsafe sex, STIs etc?



Are there other forms of professional support / networks you can access for
referring young men for services?

Personal capacities on dealing with young men and their risk behaviours


How many hours each week you are employed by the service?



Have you received any training on how to deal with drug and alcohol issues?



Do you have enough training opportunities?



If not, do you have any ideas on how this could be improved?



To what extent do you feel supported for your training on sexual health
matters?

459

