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An essential strategy to reduce rates of sexually transmitted
infections (STIs) and unwanted pregnancies is to provide
adolescents with sexual and reproductive health (SRH) edu-

cation, identified by the international community as a critical inter-
vention to decrease the global burden of disease and promote
gender equity.1,2 The Canadian Guidelines for Sexual Health Educa-
tion3 (hereafter referred to as Guidelines) use an evidence-based
approach to guide SRH educators and health professionals in the
development and evaluation of effective programs for SRH educa-
tion and promotion. Ontario secondary school students receive
SRH education in health and physical education (HPE) and to a
lesser extent, science classes. Students are required to take at least
one HPE credit, however there is significant HPE attrition following
grade nine.4 SRH, as described by the Ontario Health and Physical
Education Curriculum, is incorporated within the “health strand”
and emphasizes healthy sexuality, informed decision-making, preg-
nancy and STI prevention and SRH community services.5

Health promotion is evidence-based, grounded upon targeted
needs assessments and includes educational supports and local col-
laborations responsive to specific geographical and cultural con-
texts.3,6-8 SRH education, framed by the Guidelines,3 represents a
viable, publicly-funded option for SRH promotion. A qualitative
approach was used to evaluate secondary schools’ ability to deliv-
er relevant SRH education and to determine whether SRH education
in Canada’s National Capital region meets the standards of health
promotion.3,6-8 SRH educators and former students within the 
publicly-funded Catholic and secular (“public”) schools were asked
to describe SRH education, best practices and critical gaps.

METHODS

The extent to which the principles, strategies and theoretical foun-
dation (Information, Motivation, Behavioural Skills (IMB) model;9,10

Figure 1) described by the Guidelines3 were reflected in SRH educa-
tion was assessed by semi-structured interviews with 44 SRH edu-
cators: 15 public school teachers, 15 Catholic school teachers and
14 referent health partners and 31 former secondary-school stu-
dents. The IMB model posits that SRH is determined by knowledge
of the risks and consequences of sexual activity, motivation to
reduce risks and behavioural skills to negotiate safe sexual activity or
abstinence.9,10

Recruitment
Secondary schools were recruited from Ottawa, Canada’s multiple
publicly-funded school boards (“public”/Catholic, English/French)

Sexual and Reproductive Health Education: Contrasting Teachers’,
Health Partners’ and Former Students’ Perspectives

Karen P. Phillips, PhD,1,2 Andrea Martinez, PhD3,4

ABSTRACT

Context: National guidelines recommend that Canadian sexual and reproductive health (SRH) education promote access to SRH services and
effectively target SRH information to adolescents prior to their leaving secondary school. Within the context of rapidly changing health technologies
(HPV vaccine, contraception innovations), SRH education can be an essential health promotion strategy targeting Canada’s youth. SRH education in
publicly funded Catholic and secular (“public”) secondary schools in the National Capital Region, Canada was evaluated to determine whether it meets
the standards of health promotion.

Methods: SRH strategies were collected by semi-structured interviews with 44 SRH educators: 15 public school teachers, 15 Catholic school teachers
and 14 referent health partners and 31 young adults. Interview transcripts were subjected to deductive content analysis using the Information,
Motivation, Behavioural Skills (IMB) model.

Results: Student uptake of SRH classroom themes (reproductive anatomy, contraceptive/condom use and risk prevention) was fairly consistent with
teacher self-report. Students were encouraged to abstain from sexual activity by both public and Catholic teachers. SRH skill-building activities included
relationship scenarios and facilitated access to SRH services by teachers from both Catholic and public schools, however only public schools provided
condom demonstrations. Students recommended a more sex-positive education as sex was presented as an inherently negative and risky activity.

Conclusions: SRH education, framed by the IMB model and in the context of school–community health partnerships, is an effective tool for health
promotion. Knowledge transfer of biomedical SRH information is effective; however improvements can be made in the promotion of SRH self-efficacy.

Key words: Health; sex education; sexual and reproductive health; IMB model; health promotion

La traduction du résumé se trouve à la fin de l’article. Can J Public Health 2010;101(5):374-79.

Author Affiliations

1. Interdisciplinary School of Health Sciences, Faculty of Health Sciences, University
of Ottawa, Ottawa, ON

2. Institute of Population Health, University of Ottawa, Ottawa, ON
3. Institute of Women’s Studies, University of Ottawa, Ottawa, ON
4. School of International Development and Global Studies, Faculty of Social Sciences,

University of Ottawa, Ottawa, ON
Correspondence: Dr. Karen P. Phillips, Associate Professor, Interdisciplinary School
of Health Sciences, Faculty of Health Sciences, University of Ottawa, 43 Templeton
Street, Room 215, Ottawa, ON  K1N 6N5, Tel: 613-562-5800, ext. 8678, Fax: 613-
562-5632, E-mail: Karen.Phillips@uottawa.ca
Acknowledgements: This project was funded by a grant from the Canadian Social
Sciences, Humanities Research Council (SSHRC). We are profoundly indebted to the
participants who volunteered their time to be interviewed for this project. We also
thank Laurence Clennett-Sirois, Megan Reid, Brittany Piovesan, Joëlle Michaud and
Julia Williams for their invaluable research assistance.
Conflict of Interest: None to declare.

QUALITATIVE RESEARCH



from which SRH educators (science and HPE teachers) were recruit-
ed (January-June 2006) (Figure 2). Participating teachers identified
health partners, who joined the study (June-December 2006).
Undergraduate students who had attended secondary school with-
in the National Capital Region were recruited from a local univer-
sity (March-December 2007).

Participants
Almost equivalent numbers of male and female public school
teachers participated, with the majority identifying SRH-specific
training. Catholic school teachers were mostly male with little SRH-
specific training.4 Twelve women and two men represented public
health agencies, a women’s SRH health centre, a medical student
community partnership program and a domestic violence centre.
Most health partners had demonstrated expertise in the field of
SRH. Young adults (aged 18-24), predominantly heterosexual
(26/31), Caucasian (26/31) and female (25/31), had previously
attended English or French private (5/31), public (12/31) or
Catholic schools (14/31) within the catchment region. The aver-
age age of sexual debut of students who attended public school was
17.4 years compared with 16.7 years for former Catholic students.

Ethics
Approval was granted by the University of Ottawa Ethics Review
Board and by each participating school board. Participants signed
informed consents which explained mechanisms of confidentiali-
ty and enabled withdrawal from the study if desired.

Data collection
Semi-structured interviews (1-1.5 hours) were conducted in Eng-
lish or French and were recorded through audio tape as well as writ-
ten notes taken by trained interviewers. SRH teachers and health
partners described their role in the SRH curriculum, integration of
health services, factors affecting sexual activity, abstinence and SRH
services. University students reflected on their previous secondary
school sex education.

Data analysis
The IMB model9,10 was elaborated to articulate the Guidelines’ rec-
ommendations3 for SRH education and promotion (Figure 1) with
deductive analysis used to analyze participant responses. Two inves-
tigators coded transcript data independently within these IMB cat-
egories with subthemes emerging inductively. Major subthemes
were agreed upon by consensus and/or if the frequency of the sub-
theme exceeded 50% within a respondent group.

RESULTS

Classroom SRH information: “Mostly we talked about
kind of STIs” – student
SRH informants described major themes covered in SRH education
(Table 1). A female public school teacher emphasized “plumbing-
male/female..also STIs, birth control, rights and responsibilities, sexual
involvements and the range of activities this covers ..kissing, fondling,
sex, oral sex…”. University students asked to reflect on their prior
secondary school sex education perceived this emphasis on risk
reduction and basic reproductive anatomy (Table 2). “Most of the
time they stressed the use of condoms, especially against STDs,” report-
ed a young man who had attended Catholic school.

Very few public teachers (1/15) and health partners (1/14) dis-
cussed the importance of self-examination (breast or testicular) and
PAP tests. Explains a female public school teacher, “Girls are fearful
of PAP and not as comfortable with body. Many have never seen their
internal genitals and are uncomfortable with the concept of PAP exams.”
This view was echoed by one health partner who tells her students,
“If you don’t know where your vagina is you can’t protect it.” No teach-
ers from Catholic schools discussed these issues.

Classroom SRH motivation: “I promote abstinence,
abstinence, abstinence” – teacher
All SRH informants emphasized the negative consequences of sex-
ual activity to motivate students to consider contraceptives/pro-
phylactics (Table 1). Female Catholic teacher: “…when one speaks of
contraceptive methods, it’s always in terms of protection against preg-
nancy and also the protection of STIs… you have to talk about the respon-
sibility.” Students generally reported risk messaging in SRH
education (Table 2). A young woman who attended Catholic school
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Figure 1. Information, Motivation, Behavioural Skills Model

Notes: We have elaborated the IMB model9,10 to articulate the Canadian
Guidelines for Sexual Health Education recommendations3 related to SRH risk
reduction. Information regarding the mechanisms of action and efficacy of
contraceptives/prophylactics and SRH services should be provided with
motivating strategies used to ensure risk reduction. Finally, behavioural skills
enable adolescents to negotiate sex in their relationships and to obtain and
use contraceptives/prophylactics and SRH services effectively.

Figure 2. Study sample



recalls her teacher explaining: “If you do have sex, use contraception
and know how to protect yourself, and then be educated. And informed
about the dangers and risks. And not just the risks, what might happen
if you were to get a disease or get pregnant?”

Abstinence was actively encouraged by most Catholic school
teachers (12/15) and public school teachers (13/15) but by very few
health partners (2/14). “My role is to emphasize consequences of sex-
ual activity, until teens understand consequences they should abstain…,”
explains one male public school teacher. One female Catholic
teacher emphasizes, “In the Catholic curriculum there is abstinence…
it gives us the same definition used by the Church.” Students who
attended Catholic schools perceived abstinence to be encouraged
(10/14) compared with students who attended public school (4/12)

or private school (1/5). “Emphasis was really placed on diseases. Noth-
ing else. It was always the negative effects… We must practice absti-
nence. Above all it is a Catholic school which could not advocate intimate
relationship activities,” recalls a female student who attended
Catholic school.

Classroom SRH behavioural skills: “We were a Catholic
school, so we didn’t really have a basket of condoms or
anything like that lying around” – student
There were marked differences in the strategies used to improve
adolescent self-efficacy in the acquisition and use of contracep-
tives/prophylactics and the access of SRH health services (Table 1).
Interactive activities were implemented by public teachers and
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Table 1. Major SRH Themes Promoted by Ottawa SRH Educators

Informants Information Motivation Behaviour

Public school Reproductive anatomy Consequences of sexual activity How to choose doctor, clinic, SRH service
educators Fertilization Abstinence guarantees no risks How to use condoms

Pregnancy, infertility STIs – consequence of sexual activity How to access emergency contraception
Contraception-condoms Abortion – consequence of sexual activity How to acquire contraception/condoms
STIs Pregnancy – consequence of sexual activity How to access abortion
Puberty Sex reserved for committed relationships How to be abstinent
Relationships

Catholic school Reproductive anatomy Catholic school values How to talk to partner
educators Fertilization Consequences of sexual activity How to access SRH service

Pregnancy, infertility Abstinence guarantees no risks How to access emergency contraception
Contraception-condoms STIs – consequence of sexual activity How to access abortion
STIs Abortion – consequence of sexual activity
Puberty Pregnancy – consequence of sexual activity
Relationships

Health partners Reproductive anatomy STIs – consequence of sexual activity How to use condoms, other contraception
Fertilization Abstinence guarantees no risks Where to obtain confidential SRH services
Pregnancy, infertility Pregnancy – consequence of sexual activity How to acquire contraception/condoms
Contraception-condoms Confidentiality of SRH services How to access emergency contraception
STIs How to access abortion
Puberty How to negotiate within relationships
Relationships How to be abstinent
Efficacy of contraceptives Familiarity with own body/genitals
Terms for sex Prenatal care
Terms for genitalia
STI testing

Table 2. University Student’s Perceptions of Secondary School SRH Education

Context Information Motivation Behaviour

Public school Reproductive anatomy Consequences of sexual activity Condom demonstration
Pregnancy Sex is risky
Condoms Abstinence guarantees no risks
STIs Important to be sexually safe
Efficacy of contraceptives Sex is taboo
Sexual assault/harassment Sex reserved for committed relationships
Abortion 

Needs/gaps HPV vaccine information Contraception access
Emotional aspects of sex SRH resources
Love, intimacy and relationship discussions
Sexuality discussions

Catholic school Reproductive anatomy Consequences of sexual activity SRH services access
Pregnancy Important to be abstinent/chaste Condom demonstration
Condoms/contraception Important to be sexually safe SRH pamphlets 
STIs Catholic school values
Abortion Sex reserved for committed relationships
Relationships Sex reserved for marriage

Needs/gaps Non-judgemental SRH information Condom demonstration
Long-term effects of STIs Contraception options
Emotional aspects of sex Case studies, examples
Love, intimacy and relationship discussions SRH resources
Sexuality discussions

Private school Reproductive anatomy Important to be sexually safe Condom demonstration
Condoms Abstinence guarantees no risks
STIs Personal choice 
Efficacy of contraceptives Informed decision-making

Needs/gaps Case studies, examples
Relationships
Sex and gender, women’s bodies



health partners. Describes a male public school teacher, “I use con-
dom Olympics- students have to put condoms on broomball sticks blind-
folded in the dark and see who can put condom on fastest.” Relates a
female health partner, “interactive games work very well. For a con-
dom game there are all of the steps to putting on a condom and they have
to put in order, all stages, and end it by demonstrate putting a condom
on a wooden penis.” A female student enthusiastically recalled these
condom demonstrations at her public school: “She [teacher] talked
about, I don’t know remember how many different kinds of birth con-
trol... And there were various models and there the typical wooden dildo
type things… .” Catholic teachers were largely prohibited from using
such interactive condom demonstrations.

Both public teachers and health partners discussed strategies and
alternative activities to enable students to choose abstinence.
Catholic teachers emphasized partner communication while health
partners described using role playing and skits to practice relation-
ship negotiation. “I asked how many of them are able to talk about sex
with their partner? I have them reflect on how to say no… How to
approach the topic of sex with a partner… I want them to think before
taking a decision,” explains a male Catholic school teacher. Some
public teachers also encouraged personal responsibility. “She [the
teacher] would have talked about that, the idea that if want to stop or
if you don’t want to go there, that no does mean no,” affirms a young
woman who attended public school.

Teachers and health partners were asked to comment how they
facilitate access (i.e., phone numbers, websites, service
providers/organizations) to SRH services (Table 1). Access to con-
traception was facilitated by teachers (public teachers 13/15,
Catholic teachers 14/15) and was also confirmed by former stu-
dents in our sample. “I mention all of the services at the beginning of
the year if they have problems, but it is not only sexual relationship also
relationships at home, physical abuse, sexuality,” describes a male
Catholic school teacher. Both Catholic and public teachers (12/15)
reported facilitation of emergency contraception (EC), however
only 1/12 students who attended public school and 3/14 students
who attended Catholic school recalled EC access. Abortion access
was very congruent with teacher self-report, with 50% of former
Catholic and public school students recalling school-facilitated
access to this SRH service. Former Catholic students generally iden-
tified SRH resource access as a gap (Table 2). Recommends a young
woman who attended Catholic school, “…bring a nurse as a guest to

class. Someone who is more knowledgeable than the teacher or who has
experiences and personal stories of things that adolescents can relate to.”
Health partners discussed SRH services in terms of expectations of
confidentiality, testing procedures and in most cases distributed
prophylactics and contraceptives.

DISCUSSION

SRH education in Canada’s National Capital Region provides effec-
tive promotion of SRH risk reduction through abstinence and use
of condoms (Table 3). Supported by the provincial curriculum5 and
the Guidelines,3 SRH education in this region is consistent with the
IMB model.9,10 Through collaborations with community health
partners, public and rural Catholic schools provide locally relevant
information to mitigate biomedical SRH risks, thereby serving as
effective health promotion programs.3,6-8

SRH is also socially constructed within human rights frameworks;
however gender, sexual identities and cultural dimensions of SRH
are routinely under-represented in class.4,11 Psychosocial and gender
aspects of SRH were not consistently discussed between teachers,
within and between schools.4,11,12 Students’ recollections of SRH
education (Table 2) were remarkably congruent with teachers’
descriptions of classroom content (Table 1), however contraceptive
efficacy, failure rates and contraceptive options were identified as
SRH education gaps. Associations between STIs and long-term con-
sequences such as infertility, pelvic inflammatory disease and cer-
vical cancer13,14 also require greater emphasis. These gaps may be
addressed by in-service SRH teacher training or alternatively,
enhanced community health partnerships, consistent with the
Guidelines.3,12,15

Teachers motivated students to abstain from sexual activity and be
sexually responsible by framing sex as an adult activity requiring a
threshold maturity level, and by emphasizing the negative, risky
consequences of sex (Table 1). Most SRH teachers, but few health
partners, actively encouraged abstinence even while promoting safe
sexual behaviour and condom use (Table 2). Catholic school teach-
ers further identified Catholic doctrine as motivation to abstain
from sexual activity. That most teachers encouraged students to be
abstinent was surprising and is not supported by numerous studies
which report no correlation between abstinence-only programs and
age at first sexual intercourse, frequency of intercourse or number
of sexual partners.16-18
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Table 3. Ottawa Secondary School SRH Education as Health Promotion

Health Promotion Public School Catholic School

Educational supports? YES – curriculum, national guidelines YES – curriculum, national guidelines

Environmental supports? YES – municipal, provincial and federal health promotion YES – municipal, provincial and federal health promotion 
strategies for sexual health strategies for sexual health

Public sexual health clinics in Ottawa Public sexual health clinics in Ottawa

Access to public health nurse in schools Limited access to public health nurses 

Rural access to public health clinics, confidential Rural access to public health clinics, confidential services 
services limited limited

Evidence-based? YES – IMB models- national guidelines YES – IMB models- national guidelines

Curriculum Curriculum

Local collaborations? YES – involvement of guest speakers and public SOMEWHAT – limited involvement of guest speakers and 
health nurses public health nurses used in rural regions

Specific to geographical/cultural context? SOMEWHAT – rural schools cognizant of geographic SOMEWHAT – rural schools cognizant of geographic access 
access issues issues

Sexual and cultural diversity not always reflected in Sexual and cultural diversity not always reflected in sex 
sex education education

Classrooms attempt to reflect Catholic church doctrine



SRH knowledge is essential, but adolescents must also develop
self-efficacy in SRH negotiation and behavioural skills (Figure 1).9,10,18

Public schools, but not Catholic schools, collaborated with health
partners to demonstrate condom acquisition and application (Table
1), which are correlated with reduced embarrassment, self-efficacy
and increased use.19 Both public and Catholic teachers engaged in
relationship scenarios and practiced dialogue to negotiate limits
within sexual relationships. These ‘rehearsals’ emphasize decision-
making, communication and negotiation skills, identified as essen-
tial life skills for health promotion programs.20

SRH services access (contraception, EC, abortion, STI testing) rep-
resent significant challenges for adolescents.2,21,22 Canadian adoles-
cents’ lack of awareness of the scope of SRH services available23,24

can be addressed by bridging local health/community services with
SRH education.12,15,25,26 All public schools and rural but not urban
Catholic schools in this study had a public health nurse on the
premises on a weekly basis to provide SRH instruction and servic-
es.

Approximately half of our teachers facilitated access to abortion
while exhibiting discomfort with the subject, suggesting that abor-
tion is still perceived as a taboo. Abortion and other SRH services
must be supported by teachers as legitimate options in order for
adolescents to truly have access to these services;27 an obvious con-
flict with Catholic doctrine. Former Catholic students identified
many barriers to open discussions of sexuality and condom demon-
strations in their schools. The rural Catholic school teachers, how-
ever, promoted SRH services access in spite of the Catholic doctrine,
perhaps cognizant of the limited services, privacy and other SRH
barriers represented in rural communities.28 Ontario’s unique sys-
tem of publicly funded Catholic and secular school boards repre-
sents an ongoing dilemma for many public health strategies,
including the recent introduction and decreased uptake of the
human papilloma virus (HPV) vaccine.29

An important limitation of this study is the influence of Franco-
phone culture on the responses of the Catholic school teachers.
As we were not permitted to access English Catholic schools or
French public schools, some of the findings may be related to cul-
tural differences between these two linguistic communities. Fur-
ther, as only one urban Francophone-Catholic school granted
access to their teachers, our sample of Catholic school teachers rep-
resented predominantly rural schools and therefore, a socio-spatial
limitation.28

Our university student sample was predominantly female, Cau-
casian and heterosexual and so we cannot assess the applicability
of SRH education to racial/ethnic or sexual minorities. These stu-
dents’ uptake of SRH information must be interpreted with cau-
tion, as less academically advantaged students may not have
learned these SRH lessons as readily. Indeed, it is well established
that poor academic performance is associated with reduced SRH,
particularly among girls.30

In conclusion, SRH education in the National Capital Region
does embody many health promotion program ideals, although
gaps exist, particularly in the shaping of adolescent behavioural
and social skills. Schools must also improve the SRH promotion of
students marginalized by sexual identities, race and ethnicity, as
there is little classroom discussion regarding the SRH needs of these
communities.4,11 Delivery limitations, particularly insufficient time
devoted to SRH instruction, prevent significant dialogue between

teachers and adolescents, particularly on complex discussions
around emotional aspects of sexuality and SRH services, both access
and efficacy. Enhanced collaboration between public health pro-
fessionals and teachers is recommended to ensure harmonization
with the Guidelines3 and uptake of advances in health technologies
and SRH services.

REFERENCES
1. World Health Organization, Reproductive Health Programme Development:

Implementing Cairo, Biennial Report 1998–1999. WHO/RHR/00.5.
2. International Conference on Population and Development (ICPD), Summa-

ry of the ICPD programme of action. Chapter IV: Gender equality, equity and
empowerment of women. 1995. Available at: http://www.iisd.ca/cairo/pro-
gram/p04000.html (Accessed December 11, 2009).

3. Health Canada. Canadian Guidelines for Sexual Health Education. 2003. Cat.
No. H39-300/2003E.

4. Martinez A, Phillips KP. Challenging ethno-cultural and sexual inequities: An
intersectional feminist analysis of Ottawa teachers, health partners and uni-
versity students’ views on adolescent sexual and reproductive rights. Can J
Human Sex 2008;17(3):141-59.

5. Ontario Ministry of Education and Training, The Ontario Curriculum, Grades
9 and 10. Health and Physical Education. 1999, Available at:
http://www.edu.gov.on.ca/eng/curriculum/secondary/health.html (Accessed
December 11, 2009).

6. Green LW, Kreuter MW. Health Promotion Planning: An Educational and Eco-
logical Approach, 3rd ed. Mountain View, CA: Mayfield, 1999.

7. Bartholomew LK, Parcel GS, Kok G, Gottlieb N. Intervention Mapping: A Process
for Designing Theory- and Evidence-based Health Education Programs. Mountain
View: Mayfield, 2001.

8. Schaalma HP, Abraham C, Gillmore MR, Kok G. Sex education as health pro-
motion: What does it take? Arch Sex Behavior 2004;33(3):259-69.

9. Fisher JD, Fisher WA, Misovich SJ, Kimble DL, Malloy TE. Changing AIDS risk
behavior: Effects of an intervention emphasizing AIDS risk reduction infor-
mation, motivation, and behavioral skills in a college student population.
Health Psych 1996;15(2):114-23.

10. Fisher JD, Fisher WA, Bryan AD, Misovich SJ. Information motivation-
behavioral skills model-based HIV risk behavior change intervention for
inner-city high school youth. Health Psych 2002;21(2):177-86.

11. Martinez A, Phillips KP. La promotion de l’équité en éducation sexuelle dans
les écoles secondaires de la région de la capitale nationale. Can J Educ
2009;32(1):60-86.

12. Smylie L, Maticka-Tyndale E, Boyd D, Adolescent Sexual Health Planning
Committee. Evaluation of a school-based sex education programme delivered
to Grade Nine students in Canada. Sex Education 2008;8(1):25-46.

13. Sanfilippo JS, Lara-Torre E. Adolescent gynecology. Obstet Gynecol 2009;113(4):935-47.
14. Tarr ME, Gilliam ML. Sexually transmitted infections in adolescent women.

Clin Obstet Gynecol 2008;51(2):306-18.
15. Maticka T. Sexuality and sexual health of Canadian adolescents: Yesterday,

today and tomorrow. Can J Human Sex 2008;17(3):85-95.
16. Kirby D. Understanding what works and what doesn’t in reducing adolescent

sexual risk taking. Fam Plan Perspect 2001;33(6):276-81.
17. Santelli J, Ott MA, Lyon M, Rogers J, Summers D, Schleifer R. Abstinence and

abstinence-only education: A review of U.S. policies and programs. J Adolesc
Health 2006;38:72-81.

18. Hansen L, Mann J, McMahon S, Wong T. Sexual health. BMC Women’s Health
2004;4:S24.

19. Sheeran P, Abraham C, Orbell S. Psychosocial correlates of heterosexual con-
dom use: A meta-analysis. Psychol Bull 1999;125(1):90-132.

20. Kirby D, Short L, Collins J, Rugg D, Kolbe L, Howard M, et al. School-based
programs to reduce sexual risk behaviors: A review of effectiveness. Public
Health Reports 1994;10:339-60.

21. Klein JD, Wilson KM, McNulty M, Kapphahn C, Collins KS. Access to med-
ical care for adolescents: Results from the 1997 Commonwealth Fund Survey
of the health of adolescent girls. J Adolescent Health 1999;25:120-30.

22. McKee MD, Karasz A, Weber CM. Health care seeking among urban minori-
ty adolescent girls: The crisis at sexual debut. Ann Fam Med 2004;2:549-54.

23. DiCenso A, Borthwick VW, Busca CA, Creatura C, Holmes JA, Kalagian WF,
et al. Completing the picture: Adolescents talk about what’s missing in sexu-
al health services. Can J Public Health 2001;92(1):35-38.

24. von Sadovszky V, Kovar CK, Brown C, Armbruster M. The need for sexual
health information: Perceptions and desires of young adults. Am J Maternal
Child Nurs 2006;31(6):373-79.

25. Pollack AE, Balkin M, Edouard L, Cutts F, Broutet N; WHO/UNFPA Working
Group on Sexual and Reproductive Health and HPV Vaccines. Ensuring access
to HPV vaccines through integrated services: A reproductive health perspec-
tive. Bull WHO 2007;85:57-63.

26. Kirby D, Laris B, Rolleri L. Youth Research Working Paper No. 2 Impact of sex
and HIV education programs on sexual behaviours of youth in developing

378 REVUE CANADIENNE DE SANTÉ PUBLIQUE • VOL. 101, NO. 5

SEX EDUCATION AS HEALTH PROMOTION



and developed countries. Washington, DC: Family Health International, 
No. WP05-03. 2005.

27. Rodgers S, Downie J. Abortion: Ensuring access. CMAJ 2006,175(1):9.
28. Shoveller J, Johnson J, Prkachin M, Patrick D. Around here, they roll up the

sidewalks at night: A qualitative study of youth living in a rural Canadian
community. Health Place 2007;13:826-38.

29. Kirkwood K. Catholic bioethical perspectives on Ontario’s HPV vaccination.
Open Medicine 2008;2(4).

30. Rickert V, Sanghvi R, Wiemann CM: Is lack of sexual assertiveness among
adolescent and young adult women a cause for concern? Perspect Sex Reprod
Health 2002;34:178-83.

Received:  December 16, 2009
Accepted:  May 3, 2010

RÉSUMÉ

Contexte : Les lignes directrices nationales recommandent que
l’éducation en santé sexuelle et reproductive (SSR) au Canada favorise
l’accès aux services de SSR et cible efficacement les informations
destinées aux jeunes avant la fin de leurs études secondaires. Vu
l’évolution rapide des technologies de la santé (vaccin contre le VPH,
innovations dans le domaine de la contraception), l’éducation en SSR
peut être une stratégie essentielle pour promouvoir la santé des jeunes au
Canada. Nous avons évalué l’éducation en SSR offerte dans les écoles
secondaires publiques (catholiques et laïques) de la région de la capitale
nationale du Canada afin de déterminer si elle satisfait aux normes de
promotion de la santé.

Méthode : Les données sur les stratégies d’éducation en SSR ont été
recueillies par des entretiens semi-structurés avec 44 éducateurs en SSR :
15 enseignants des écoles laïques, 15 enseignants des écoles catholiques,
14 partenaires de la santé et 31 jeunes adultes. Les transcriptions des
entretiens ont fait l’objet d’une analyse de contenu déductive utilisant le
modèle théorique « Information, Motivation, habiletés de
Comportement » (IMC).

Résultats : La compréhension des thèmes de la SSR par les élèves
(anatomie de la reproduction, utilisation des méthodes contraceptives/du
condom, prévention des risques) est conforme à l’auto-évaluation des
enseignants. Les élèves sont encouragés à ne pas avoir de rapports
sexuels, tant par les enseignants des écoles laïques que par ceux des
écoles catholiques. Les activités de renforcement des compétences en SSR
comprennent des scénarios de relations et facilitent l’accès aux services
en SSR dans les deux secteurs (catholique et laïc). Toutefois, seules les
écoles laïques offrent des démonstrations sur l’utilisation du condom. Les
élèves ont recommandé que la sexualité soit présentée sous un jour plus
positif et non plus comme une activité intrinsèquement négative et
risquée.

Conclusion : L’éducation en SSR guidée par le modèle IMC et donnée
dans le cadre de partenariats école–santé communautaire constitue un
outil efficace pour la promotion de la santé. Le transfert de connaissances
centrées sur l’information biomédicale est adéquat, mais des
améliorations peuvent être apportées pour promouvoir de façon encore
plus efficace la SSR.

Mots clés : santé; éducation sexuelle; santé sexuelle et reproductive;
modèle IMC; promotion de la santé
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Coming Events • Activités à venir
Birthing the World/Enfanter le monde
Conference on Best Practices in Perinatal Care/Congrès sur les pratiques
optimales en périnatalité
25-26 November/novembre 2010 Québec City, Québec
Contact/contacter :

http://www.birthingtheworld.com/

Innovation Takes Leadership: Ivey Global Health Innovation
Conference 
The Ivey Centre for Health Innovation and Leadership
29-30 November 2010 Toronto, ON
Contact:

www.ivey.ca/ichil

9th Canadian Immunization Conference/
9e Conférence canadienne sur l'immunisation
5-8 December/décembre 2010 Québec City/Ville de Québec (Québec)
Contact/contacter :

www.phac-aspc.gc.ca/cnic-ccni/
www.phac-aspc.gc.ca/cnic-ccni/index-fra.php

Nursing Leadership: So What? Now What?
2011 Nursing Leadership Conference
13-15 February 2011 Montréal, QC
Contact:

www.cna-aiic.ca

Harm Reduction Canada 2011: A National Conference
Revisioning – Reconstructing – Refocusing
23-25 February 2011 Ottawa, ON
Sponsored by CAST Canada
Contact: Tel: 705-749-6145

gt@cast-canada.ca www.cast-canada.ca

CALL FOR ABSTRACTS / DEMANDE DE COMMUNICATIONS
Public Health in Canada: Innovative Partnerships for Action 
La santé publique au Canada : des partenariats novateurs en action
Canadian Public Health Association 2011 Annual Conference
Conférence annuelle 2011 de l’Association canadienne de santé publique
19-22 June/juin 2011 Montreal, QC
Contact/contacter :

conference@cpha.ca www.cpha.ca
Deadline for submissions: 6 December 2010
Date limite de soumission : le 6 décembre 2010

World Congress of Epidemiology
International Epidemiology Association
7-11 August 2011 Edinburgh, Scotland
Contact:

www.epidemiology2011.com




