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1. Introduction
This literature review forms part of a broader evaluation of the Growing and Developing
Healthy Relationships (GDHR) resource used by teachers. GDHR provides online
relationships and sexuality (RSE) curriculum support for educators working in WA schools.
The initiative contributes to ensuring students receive quality relationships and sexual
health education at school. This review discusses aspects of the literature related to the
‘best practice’ of RSE.
The reason for identifying best practice is to establish benchmarks against which the
characteristic features of GDHR might be assessed in subsequent work, thereby identifying
potential areas for improvement. Knowing best practice opens up the possibility of
transforming initiatives so that increasingly they reflect the leading edge of innovation and
success as standard practice. Comparing the GDHR against recognised best practice criteria
is a way in which to identify areas where there is scope to strengthen, modify or add value.
The notion that initiatives can be purposely designed and re-designed in this way has deep
roots in the literature of policy evaluation, management and organisational theory (Owen &
Rogers, 1999; Taylor, 2001, 2003).
The literature related to RSE is vast, enabling this review to draw from multiple sources that
include books, journal articles, conference papers, policy documents, and websites. Authors
include academics, government agencies and practitioners. The methodologies they have
employed include case studies, surveys, reviews, evaluations, expert opinions, community
consultations, descriptions of processes of material resource development, practical
experience and randomised control trials.
The ‘snowball’ technique was used to identify relevant literature. Sources identified in the
GDHR resource materials led to other pertinent literature, which in turn led to more.
Information collected in this way provides the bulk of material included in this review. The
extensive bibliography is the end product of this process.
Literature beyond that which is specific to school-based RSE has also been explored so as to
enable the evaluator to include findings on what makes for effective capacity-building more
generally. Due to time constraints two primary sources have been relied upon: ‘Good
Practices and Pitfalls in Community-based Capacity Building and Early Intervention Projects’
(Cooper et al. 2005), and ‘Using Training to Build Capacity for Development: An Evaluation
of the World Bank’s Project-Based and WBI Training’ (IEG, 2008), available online at
https://openknowledge.worldbank.org/handle/10986/6312.
Searches for school-based relationships and sexuality education on the web were
undertaken to identify initiatives similar to GDHR operating in Australia and Canada (which
may be considered a comparable context). Examination of these and other health
promotion resources used in schools makes it possible to explore similarities and differences
between these resources and GDHR. The World Health Organization’s (WHO) Ottawa
Charter (WHO, 1986) describes health promotion as “the process of enabling people to
increase control over, and to improve, their health”. It is noted that a key aspect of
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recognised best practice is to create opportunities for local communities to become
involved and potentially lead initiatives, with diminishing reliance on external resources
over time.
It is important to note that not every initiative is written up, and consequently not all
evidence of best practice can be accessed in written form (Willis et al. 2005). As Greenhalgh
et al. (2003) point out: “Evidence in education should include not only formal, researchderived knowledge but also tacit knowledge (informal knowledge, practical wisdom, and
shared representations of practice).” In the instance of this GDHR evaluation, fresh localised
evidence has been collected using an online survey, interviews, a workshop and case
studies.
The format of this literature review is to firstly establish the general case for investment in
school-based RSE, secondly to define what might be understood as best practice, and thirdly
to identify practices emerging from the literature review that might be posited as best
practice and explain why each might be considered to be such.
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2. The Case for School-based RSE
The case for school-based RSE as a form of sound public investment is firmly established in
the literature (WHO, 2015). Indeed, it may be the most effective means of delivering RSE to
school-aged children.
Education and health are inextricably linked. Health status impacts on school performance
because healthy students tend to be better learners. Those students with relationship and
unresolved sexuality issues tend towards poorer academic achievement and social
functioning. Furthermore, it has been demonstrated that school-based intervention can be
effective in maintaining positive health behaviours and reducing risk-taking behaviour
amongst students over the life course (WHO, 2015).
There is a high level of need for RSE amongst Australian youth. The Fifth National Survey of
Secondary Students and Sexual Health (Mitchell et al. 2014) collected data from over 2000
Year 10–12 students attending public, catholic and independent schools. Half of the Year 12
students had experienced sexual intercourse. A quarter of students reported an experience
of unwanted sex. The practice of exchanging explicit text messages was routine. Most boys
watched pornography. The concern at this stage is that students may not be
developmentally ready to process what they view and may therefore be at greater risk of
engaging in high-risk practices without first establishing a healthy and respectful sexual
identity. Young people may have limited perception of the potential consequences of
sexually related risk-taking behaviour and the possible impact on family and friends.
The rationale for including RSE in schools is strong. Firstly, the risks for young people are
greater than for others. These include unplanned pregnancy, abortion, sexually transmitted
infections (STIs), infertility and psychological damage. It is known that teenagers have higher
and increasing rates of STIs and blood-borne viruses (BBVs) than other age groups
(Commonwealth of Australia, 2014). There are also other risk factors. The incidence of
students being abused, bullied or assaulted because of their sexual orientation is high
(Dyson, 2008; Hillier et al. 2005). There are high rates of child abuse and there are some
children exposed to sexualised behaviour at a very young age.
Secondly, it is known that youth are receptive to school-based RSE because they generally
tend to regard it as relevant, trustworthy, confidential, safe and non-judgemental. In their
survey, Mitchell et al. (2014) found that Australian secondary students generally see schools
as a reliable source of information. It indicates there is a pre-existing foundation of trust
upon which RSE can build. For many students school is a primary source of such education.
Thirdly, there is evidence that RSE can give young people the tools they need to help protect
themselves from harm where the focus is on students accepting responsibility, recognising
consequences and knowing what action they can take to optimise their personal health and
safety. International research suggests that the impact of school-based programs can be
profound, and that sexuality education, well implemented, can lay the foundation for a safe
and fulfilling passage to adulthood (UNFPA et al. 2015).
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Known benefits of RSE can include:
a. providing valued opportunities for young people to learn factual information and
discuss relationships and sexual health issues outside their homes;
b. increasing the confidence and ability of adolescents to make informed decisions;
c. delaying the age at which sexual activity commences;
d. decreasing the frequency of sexual intercourse;
e. reducing risk-taking behaviours;
f. increasing the use of contraception;
g. reducing the incidence of sexually transmitted infections;
h. reducing teenage pregnancy rates, a factor associated with lifelong health, social,
and education disparities; and
i. having a positive impact on attitudes and values associated with evening out power
dynamics in intimate relationships, thus contributing to the prevention of abuse and
fostering mutually respectful and consensual partnerships (WHO, 2015; UNFPA,
2015).
In 2016 the Royal Australasian College of Physicians (RACP) added its voice through its
Sexual and Reproductive Healthcare for Young People Position Statement (RACP 2015) by
advocating, in the interests of the healthy sexual development of young people, for
evidence-based relationships and sexuality education curricula in Australian schools.
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3. Defining Best Practice
‘Best practice’ is the process of drawing from a range of credible and relevant evidence and
appropriately adapting it to a particular context, in this instance RSE education and training.
According to Willis et al. (2005) it is an approach, activity or strategy found, on the basis of
evaluation and research evidence, to produce outstanding results and which can be adapted
to improve effectiveness, efficiency, outcomes, and innovation.
Interest in best practice is driven by public interest in ensuring sound public investments,
backed by reliable and robust data. A best practice approach matters to the extent it
contributes to identifying ‘what works’.
The term ‘best practice’ is open to critique on the grounds it implies a universal standard of
what is ‘best’ and a rigid rule-based process for determining it. In fact, all initiatives are
context-bound (Rogers et al. 2008). For this reason some writers prefer to use terminology
such as ‘models of good practice’, ‘evidence-informed practice’ (Nutley et al. 2007) or
‘evidence-led’ practice (Gray, Plath & Webb, 2009). The use of such alternative language
correctly places emphasis on the need to learn from the evidence and then apply and adapt
it to a particular context.
A best practice approach seeks to discover ‘What works for whom and in what
circumstances?’ There is simply is no one right way in every situation. What is ‘best’ always
depends on the fit between a particular action, people and place. RSE is a dynamic process
involving interaction between different educators, different agencies and different
communities at different points in history. Inevitably it produces variable outcomes.
It is also important to remain open to the possibility there may be several good ways of
doing things, reflecting that various stakeholders and audiences may have different needs.
An effective health-promotion initiative is necessarily tailored to meet the needs of a
particular target group. What works with students and teachers in Nedlands may be
different from what works in Halls Creek. Patton (2001) writes:
“In a world that values diversity, many paths exist for reaching some destination; some may
be more difficult and some more costly, but those are criteria that take us beyond just
getting there and reveal the importance of asking, ‘best’ from whose perspective using what
criteria?”

Not all information, evaluation and research are of sufficient quality to serve as a reliable
guide to practice. The quality of any body of evidence is always variable. Identifying RSE best
practice is rendered difficult by a lack of methodological rigour and the existence of gaps in
the evidence base. Willis et al. (2005) write:
“Although we identified a large number of interesting and important studies, most studies
that we reviewed did not even reach the threshold level of methodological quality. Many of
the studies were descriptive, and reported on consultation processes and program design,
but not on the outcomes of the intervention …”
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For the purposes of this review, best practice is understood to be an aspect of a practice
that satisfies the following criteria:
a. Trusted source: The information relied upon is known to have originated from a
source with recognised expertise and reputation. A trusted source may include a
peer-reviewed publication or professional journal or validation by a reputable body
or group. It may also encompass the ‘practice-based evidence’ of recognised expert
leaders and experienced practitioners in the field.
b. Plausibility: The relationship between variables can only be said to be strong if it is
underpinned by some plausible theoretical explanation for what is going on (Miles &
Huberman, 1994). A good fit between the theoretical knowledge about what works
and the practice knowledge of what works provides plausibility. By itself, a mere
association between action and positive outcome is not sufficient to prove
causation, nor is it a basis on which to conclude best practice. Theories and models
of behaviour that purport to explain the mechanisms of how and why an
intervention may work are also required.
c. Relevance/Embedded: All knowledge needs to be sieved for context relevance
before it is applied. The evidence of what works needs to be derived from sources
close to the particular context of the initiative being examined. Evidence about what
works drawn from the actual experience of RSE in Australian schools has a higher
level of local validity than other evidence. This is because it is derived from ‘what
happened’ in a similar social and cultural context. Such data is especially useful
because it can impart an understanding of the circumstances under which an
intervention might be expected to work. Thus, evidence drawn from Australian
schools should be accorded greater weight than, say, an evaluation conducted in
Africa.
There are some practices that may meet some, but not all, of the criteria of best practice
outlined. These have been included in this review because they are ‘promising practice’.
Potentially, such practices may come to be regarded as best practice over time, after more
evidence is gathered. The credibility, reliability, veracity, relevance and appropriateness of
all evidence must be weighed. Some evidence is stronger than other evidence (Willis et al.
2005). Willis et al. (2005) outline a hierarchy of methodological quality. They favour
analytical case studies and randomised control trials as providing ‘higher order’ evidence.
In the process of seeking to identify best practice, it is important to acknowledge there will
always be uncertainty and disagreement about what constitutes it. Judgement is based on
both facts and values. Furthermore, evidence is always incomplete and the search for more
goes on infinitely. As a result, views about what constitutes best practice may morph and
change over time.
There is scope to improve the quality of the evidence underpinning the best practices
identified in this review. Doing so would increase confidence that the practices identified
are indeed best. As things stand, much of the available evidence is towards the low end of
methodological quality, highlighting the need for more systematic evaluation and research.
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4. Best Practice RSE
This section of this synthesis posits seven best practices for school-based RSE drawn from
the evidence available to the evaluator in the literature examined, as summarised in Table 1
below. These practices have been identified by the evaluator based on a review of the
available evidence from those written sources that have been accessed. During the process
of developing this set of principles, the evaluator also obtained input from those who
attended a GDHR Program Logic Workshop and from the GDHR Evaluation Reference Group.

Table 1: Criteria of sexual health education best practice
Best Practice

Trusted Source

Plausible

Embedded

Comprehensive Content

Yes

Yes

Yes

Age appropriate

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Whole-school context

Yes

Yes

Yes

Inclusive of community

Yes

Yes

Yes

Delivered by educators trained in
RSE
Informed by independent
expertise
Commitment to continuous
improvement

Those practices identified as best practice satisfy triple criteria, namely they derive from a ‘trusted
source’, they are ‘plausible’ and they are ‘embedded’. The term ‘trusted source’ refers to the
practice of drawing on the expertise of respected researchers, evaluators and practitioners. In this
context the term ‘plausible’ means consistency with theoretical knowledge and sequential logic. And
the description of a practice as ‘embedded’ indicates that it is routinely used and recognised as
effective in a similar context.

Previous evaluation work undertaken in Western Australia by the Information Access Group
(IAG, 2012) identified best practice pedagogy in relation to GDHR. An Evaluation Reference
Group established by SHBBVP to work with the Information Access Group subsequently
endorsed the recommended pedagogical approach. The principles identified by the IAG
(2012) have informed, are consistent with, and have been subsumed into this review of best
practice. Key factors identified by the IAG (2012) include:
a.
b.
c.
d.
e.
f.

clearly defined learning outcomes for students;
recognition of a range of learning needs and styles;
use of ICT tools and activities that engage students and develop skills;
student assessment in-built as an integral element of a teaching-learning resource;
established curriculum standards;
adoption of a strength-based approach that does not ‘pathologise’ or ‘medicalise’
sexuality;
g. a whole-school health promotion model; and
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h. student inquiry-based learning.
The seven best practice principles identified in this evaluation are set out in the first row of
Table 2 (below). Each column lists a series of six points describing the best practice criteria.
These are in effect summaries of the range of available evidence that warrant the naming of
any particular practice as best practice. The GDHR initiative has been benchmarked against
each of these points later in this evaluation.
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Table 2: Seven principles of best practice in school-based RSE
1. CONTENT IS
COMPREHENSIVE

2. AGE
APPROPRIATE

1.1 Resource
imparts both factual
and values content
in areas such as
reproduction, the
characteristics of
respectful
relationships and
diversity.

2.1 Content is
provided across all
years of schooling
with materials
appropriately and
logically sequenced
from early childhood
to adolescence.

1.2 Resource
provides a varied
range of
pedagogically sound
instruction methods
and tools to teach
RSE.

2.2 Resource
materials align with
curriculum standards
and are
demonstrably
evidence-based.

1.3 Resource
encompasses the
teaching of
protective
behaviours and
promotes
harm minimisation.

2.3 Clear learning
objectives are
established for each
year.

3. DELIVERED BY
EDUCATORS
TRAINED IN RSE
3.1 Delivered
by male and female
educators such as
qualified teachers,
school nurses,
counsellors and
community
educators with
specialised expertise
in RSE.
3.2 Teachinglearning materials
are freely and easily
accessible to
educators.

4. INFORMED
BY EXPERTISE

5. COMMITMENT
TO CONTINUOUS
IMPROVEMENT
5.1 Process of
systematic data
collection
to enable
judgments to be
made about how
well the resource
is working.

6. WHOLE-SCHOOL
APPROACH

7. INCLUSIVE OF
COMMUNITY

6.1 Online curriculum
resource is located within a
broader ‘health promoting
schools’ framework.

7.1 The development
of the RSE resource
follows a partnership
model in which
agencies work
together.

4.2 Resource
draws on
RSE research
and evaluation
literature.

5.2
Benchmark comp
arisons made
with other RSE
online curriculum
resources used in
schools.

6.2 School leadership is
actively supportive of RSE
and have RSE policies and
procedures in place.

4.3 Resource is
informed by
curriculum
expertise.

5.3 Opportunities
to learn from, and
share ideas with,
similar initiatives
operating
elsewhere.

6.3 Schools work to ensure
adequate space for RSE in a
crowded curriculum, and
explore opportunities to
teach RSE in learning areas
beyond the Health and
Physical Education
curriculum.

7.2 The resource is
non-judgemental,
non-discriminatory
and respectful of
diversity and
difference in gender,
sexual orientation,
faith, culture and
values.
7.3 There are
opportunities for
educators to
enhance their
cultural competence.

3.3 RSE capacitybuilding initiatives ar
e informed by
training needs
analysis.

4.1 Informed by
behavioural
theory.
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1. CONTENT IS
COMPREHENSIVE

2. AGE
APPROPRIATE

1.4 Resource
includes activities
that enable students
to make informed
personal and
interpersonal
decisions and
choices.

2.4 Informed
by current
curriculum expertise
and pedagogy, and
current
recommended
models of curriculum
support for schoolbased RSE educators.
2.5 Educators are
resourced with a set
of guiding
educational
principles, not just
content.

1.5 Resource is
relevant to current
issues in RSE.

1.6 Resource
promotes access to
relevant community
services.

2.6 There are
opportunities for
high school students
to engage in inquiryled learning and
have input into RSE
content and process.

3. DELIVERED BY
EDUCATORS
TRAINED IN RSE
3.4 Educators have
opportunities to
access RSE training
and PD in which
adult learning
principles are
upheld.

4. INFORMED
BY EXPERTISE

3.5 The resource
supports educators
to feel both
competent and
comfortable when
teaching RSE.

4.5 Experienced
school-based
RSE educational
practitioners
have
opportunities to
input into
resource
development.
4.6 There are
checks for
compliance with
government
policy and legal
requirements.

3.6 Sustained
support is available
to RSE educators in
the form of coaching
and mentoring.

4.4 Resource is
informed by
information and
communication
technology and
state-of-the-art
website design
and graphics.

5. COMMITMENT
TO CONTINUOUS
IMPROVEMENT
5.4 Periodic
independent
audit, review and
evaluation of the
resource.

6. WHOLE-SCHOOL
APPROACH

7. INCLUSIVE OF
COMMUNITY

6.4 Schools actively
promote use of the GDHR
resource by teachers.

7.4 Information
about RSE resource
content is freely
available to
parents/carers.

5.5 Curriculum
resource is
responsive to
technological and
value changes in
the social context
over time.

6.5 Schools provide
incentives to motivate
educators to teach RSE.

7.5 Parents/carers
have access to RSE
resources that
compliment and
support them in
their educational
role with their
children.

5.6 Input of
parents and
carers into
school-based RSE
is openly
encouraged,
demonstrating
adaptation and
responsiveness to
local community
needs.

6.6 School-based RSE
educators have
opportunities to network
with each other as part of a
community of practice.

7.6 Local
communities are
encouraged to take
responsibility for RSE
issues.
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5. Best Practice 1: Comprehensive Content
An online RSE curriculum resource needs to have comprehensive content. Credibility for the
resource demands that it be clear, accurate, unambiguous, engaging and authoritative.
Educators using the resource also need to be informed and equipped with relevant
knowledge and skills to provide students with the factual information and social skills
necessary to make informed personal and interpersonal choices.
The aim is that students be able to:
a.
b.
c.
d.
e.

reflect upon and understand their own personal values and beliefs relating to RSE;
make sound relationship decisions and have the confidence to stand up for them;
recognise potentially risky situations and deal assertively with them;
access help and support from reliable sources; and
negotiate safe-sex practices.

The World Health Organization (WHO) promotes a model of ‘socially determined’ health
(WHO, 2008), and understands it to be a function of the living conditions in which people
are born, grow, live, work and age. WHO (2008, 2015) defines sexual health as a state of
well-being achieved when people possess:
a. a level of personal knowledge and skills sufficient to enable them to make healthy
life choices;
b. the ability to enjoy and control sexual behaviour based on personal and social
values;
c. freedom from fear, shame, guilt and violation which erodes self-esteem and harms
individuals, communities and relationships;
d. freedom from disease and the absence of unplanned and unwanted pregnancy; and
e. the freedom and right to choose positive expressions of sexuality.
For further information go to: http://www.who.int/topics/sexual_health/en/.
RSE curriculum content ought to be about more than basic information (Harrison & Ollis,
2015). RSE health promotion work long ago moved beyond the dissemination of the ‘facts of
life’. According to Dyson (2008): “Whether sexuality education occurs in school or in the
context of the family, it should be more comprehensive than the simple provision of
information.” Equally, RSE ought to be about attitudinal and values content in areas such as
enacting respectful relationships from an early age. A foundation of respectful relationships
is necessary to improve young people’s ability to have rewarding relationships and to
negotiate safe sex. The process involves the development of positive values and patterns of
behaviour from the beginning of schooling until the end (WHO, 2015).
The most effective RSE initiatives examine the character of positive relationships, teach
social and life skills such as assertiveness, and also discuss human emotions and values such
as affection, intimacy, love, jealousy and anger (Bunker et al. 2002). A five-year research
project sponsored by the W. T. Grant Foundation in the US sought to identify factors crucial
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to the success of effective RSE initiatives. A key factor is self-awareness, such as the ability
to read social and emotional cues and understand what is and is not acceptable behaviour.
Also, a developed capacity to identify and express feelings and control impulses was found
to enable young people to make better, more informed, decisions and choices. The findings
lend support to the development of interpersonal skills that enable students to express their
thoughts and emotions, know their boundaries and resist negative influences.
A recurring theme in the literature is that young people who experience comprehensive RSE
are better able to protect themselves because they are more likely to be assertive and speak
up (Goleman, 2005). It is therefore critically important for a curriculum resource to
encompass the teaching of protective behaviours and harm-minimisation strategies
(Goleman, 2005). Children need to be able to distinguish between situations that feel right
and wrong, and between good and bad touching. Goleman (2005) writes:
“No single kind of intervention, including one targeting emotions, can claim to do the whole
job. But to the degree emotional deficits add to a child’s risk – and we have seen that they
add a great deal – attention must be paid to emotional remedies, not to the exclusion of
other answers, but along with them.”

A state-of-the-art RSE curriculum resource that seeks to uphold WHO (2008, 2015)
standards necessarily needs to be broad in scope. Typically, such a resource would need to
encompass information about:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.
q.
r.
s.

the reproductive system;
sexuality;
student health literacy, resilience and personal capability;
communication strategies;
respectful relationships and what constitutes healthy and abusive relationships;
consent;
protective behaviours;
emotional intelligence, including skills of empathy, communication, managing
stressful situations and assertiveness;
pregnancy;
contraception;
relevant aspects of women’s and men’s health;
parenting;
harm-and risk-minimisation;
safe sex;
peer influence;
gender and diversity;
stereotypes and how to challenge them;
contemporary issues such as pornography, sexting and cyber-bullying; and
access to support services.
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The evidence is that those RSE resources that only provide basic factual information don’t
work very well. Goleman (2005) argues such interventions leave children vulnerable:
“A national [US] survey of two thousand children found that … basic training was little better
than nothing – or actually worse than nothing – in helping children do something to prevent
being victimized, whether by a school bully or a potential child molester. Worse, the children
who had only such basic programs and who had subsequently become victims of sexual
assault were actually half as likely to report it afterward than were children who had had no
program at all.”

Teachers and students are only likely to make use of a curriculum resource if it
demonstrates contemporary relevance, a point reinforced repeatedly throughout the entire
evaluation. Changes in the context are always in progress, placing ongoing demands on the
capacity of staff and governments to respond. There are pedagogical changes afoot to the
ways in which schools teach. The teacher remains a definite role model and influential adult
communicator, and potentially a powerful and positive influence on students. However, the
post-modern student tends to be more independent and self-directed than in previous
generations. The critical point of student engagement in learning is becoming less teachercentric, with students directly engaging with resources. The trend has implications for the
future design of curriculum resources and the assumptions about how students learn that
underpin them.
A comprehensive RSE resource is one that seeks to normalise sexuality and respectful
relationships, and reduce any misplaced sense of shame. Getting young people to use
support services has long been problematic due to feelings such as fear and guilt. Therefore
a fundamental aspect of any effective RSE initiative is the promotion of access to
confidential, relevant and high-quality service providers (Miller & Torzillo, 1998). RSE
resources ought to promote awareness and access to appropriate RSE health services for
adolescents so that they know where to turn if they do need help.
Beyond the teaching of RSE in the classroom, schools can provide a support system for
individual students in need. Effective initiatives teach young people that they have a
network of support. This may start with parents, carers and teachers, but it may also extend
outwards to others. The resources and services about which school students are made
aware do, however, need to be carefully screened to ensure social, cultural and political
acceptance. Failure to do so is a risk factor for every RSE initiative.
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6. Best Practice 2: Age Appropriate
The use of age-appropriate materials accords with current recommended models of
curriculum support (Mazin, 2014). Ideally, students experience RSE as a staged process in
which they come to understand, in age-appropriate ways, how sex fits into their world. Ageappropriate RSE curriculum content is purposely designed for delivery across all years of
schooling, from early childhood through to adolescence. In the early years the focus is on
educating children about sex differences, reproduction and puberty, with content shifting
over time to talking with older students about sexuality more broadly (Dyson, 2008).
Lessons are taught in a structured sequence as students progressively move from one level
to another.
Early commencement of RSE is generally regarded as critical (WHO, 2015). It makes it
possible to place discussion of sexuality within a broader healthy lifestyle context, laying the
foundations for enduring relationship and sexual health (Dyson, 2008). RSE may be
conceptualised as an integral, lifelong process of acquiring information and forming
attitudes, beliefs, and values about relationships, personal identity and intimacy (SIECUS).
Ideally, it begins long before people become sexually active. According to Dyson (2008):
“There is general agreement among ‘experts’ in child rearing that sexuality education should
start early, be age-appropriate, and be dealt with in an open, natural way.” The evidence is
that learning delivered over the whole course of the school years, building to ever higher
levels over time, lays the foundation for open discussions about sexuality later in
adolescence (Dyson, 2008; Goleman 2005).
Effective RSE is an ongoing social process that transforms what may formerly have been
considered a ‘taboo’ topic into everyday discourse. A reason to start RSE early is that the
subject matter comes to be regarded by both teachers and students as routine. This
contributes towards an orderly environment devoid of the embarrassment and disruptive
behaviour that can be associated with some RSE classes. Fear of speaking up and feeling
shy, shamed or intimidated are all common barriers to RSE teaching and learning.
Effective class management is foundational to effective teaching and learning (Freiberg,
1999). It allows a teacher to facilitate an RSE class, comfortable in the knowledge that this
group has, in a sense, been prepared for the lesson over their entire schooling. They have
had prior foundational RSE learning, built incrementally since kindergarten. Beyond this the
classroom behavioural dynamics that contribute to mutually respectful relationships are
ingrained. There may be already embedded within the group a valuing of standards of
acceptable behaviour, cooperation and mutual respect. In such an environment student
learning about RSE has a chance. Conversely, a failure to build a strong foundation makes
the job of the teacher more confronting and challenging than it might otherwise need to be,
for all concerned.
The planned delivery of RSE throughout the whole of schooling has been found to work
better than the delivery of ad hoc classes (Goleman, 2005). There was a time when RSE
might not have started until around Year 8 or 9, if indeed it was taught at all. Indeed, a
survey conducted in 2011 into sexual education in Australian secondary schools still found it
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was often the case that sexuality education is mostly concentrated in years 9-10 (Smith et
al. 2011).
The evidence is that RSE is less effective when confined to the latter years of schooling or
taught as a one-off series of classes. In the Netherlands, for example, age appropriate RSE is
embedded in the school curriculum, and the country has achieved one of the lowest
teenage pregnancy and abortion rates in the world (Wiefferink et al. 2005; Ferguson et al.
2008; Van Keulen et al. 2015; De Graaf et al. 2011; Bachus et al. 2010). In Australia there is
debate around whether too little RSE might be taught in schools (Milburn, 2006).
The literature suggests that teachers want curriculum resources that equip them by
providing the guidance of clear learning outcomes for every year level, specifying the
knowledge, skills, and values to be learnt. It therefore needs to be abundantly clear that any
RSE resources they might consider using are aligned with national and state curriculum
standards for Health and Physical Education. A sound curriculum resource must, by
definition, follow the scope and sequence of the curriculum which teachers are obliged to
teach.
A key reason for the substantial investment in the development of GDHR by WA Health in
recent years has been to ensure the resource is consistent with new curriculum standards
coming into force in WA schools. School curriculum identifies achievement standards for
students. GDHR needs to be clearly aligned with the curriculum if it is to be delivered.
Health promotion work can only occur in schools if it is first shaped to fit an education
agenda, one primarily determined by education authorities, and not the health sector. The
Australian Curriculum Assessment and Reporting Authority (ACARA) carries responsibility for
implementation of the national curriculum. The School Curriculum and Standards Authority
(SCSA) is responsible for the Health and Physical Education syllabus in WA. Whereas
historically it was largely left up to individual schools and teachers to determine what RSE
was taught and when, now RSE has an established place in the curriculum.
In September 2015 federal and all state and territory ministers for education endorsed a
new national Australian Health and Physical Education school curriculum. Aims include the
development of student knowledge, skills and understandings to equip students to:
a. access, synthesise and evaluate information;
b. take positive action to protect, enhance and advocate for their own and other’s
health, well-being and safety;
c. develop and use personal, interpersonal, behavioural, social and cognitive skills and
strategies;
d. promote a sense of personal identity and well-being;
e. build and maintain positive relationships; and
f. analyse how varied and changing personal and contextual factors shape
understanding of, and opportunities for, health and physical activity locally,
regionally and globally.

17

GDHR Impact Evaluation: Desktop Literature Review

A sound curriculum resource is also one that explicitly aligns with the current practice of
pedagogy and specifies its philosophical origins. The theoretical roots of the age-appropriate
approach to RSE are found in the work of Bloom et al. (1956). Essentially, Bloom provides a
framework for categorising educational goals using taxonomy of remembering,
understanding, applying, analysing, evaluating and creating.
A comprehensive resource ought to offer educators a varied range of sound instruction
methods, activities and tools with which to teach RSE. This includes the use of current
terminology, and recognition of a range of learning styles to engage, explore, explain and
elaborate RSE. Teaching also needs to be sufficiently flexible to accommodate different
levels of student development, achievement and diverse learning styles (visual-spatial,
auditory-linguistic-musical, tactile, bodily kinaesthetic, interpersonal, intrapersonal,
linguistic, logical-mathematical, theoretical, pragmatic and reflective (Fleming, 1995).
The materials used in a school-based RSE should be evidence-based, which is to say they
have been routinely found to work well in school environments. The teaching-learning also
ought to vary over the schooling cycle. By way of illustration, some of the techniques
routinely used in RSE classes include:


























body-parts brainstorm;
true-false statements;
listing advantages and disadvantages to inform decision-making;
creating a safe-space activity;
weighing costs and benefits of alternate courses of action;
identifying the characteristics of STIs and viruses;
discussion of issues such as media representation and body image;
listing information sources;
identifying stereotypes, facts and myths;
student group work;
homework research (sometimes requiring parental involvement);
class presentations;
role-plays and scenarios;
use of checklists;
classroom demonstrations;
use of concrete and visual aids;
independent, student-led inquiry;
debate;
framed discussion;
interactive online activities such as a blog or wiki;
risk continuum;
values continuum;
card clusters;
mind mapping;
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graffiti walk;
circle talk;
jigsaws;
videos;
demonstrating an emotion;
classification;
planning;
statement responses (agree/disagree);
risk-assessment scenarios and minimisation strategy; and
independent research.

Work by IAG (2012) identified opportunities for GDHR to more closely align with
contemporary Australian pedagogical practice by adopting a student inquiry approach that
recognises their analytical capacity and that they are not merely passive recipients of
knowledge. IAG (2012) suggested that teaching-learning resources like GHDR recognise
students as stakeholders, able to contribute their own knowledge and understanding of
their own physical, social and emotional health issues.
Engaging the voice of young people in the development of a curriculum helps ensure
relevancy and demonstrates a valuing of student experience (Gleeson et al. 2015). An
educator should therefore seek to engender an atmosphere of trust. They must be seen to
respond with empathy and compassion to what students say. It is only through the
maintenance of good relationships that a teacher can hope to influence learning outcomes
and values. Learning may be regarded as most effective when it involves two-way processes
in which both teachers and students have some influence over content. Students expect
opportunities to have some input into what is taught.
An example of student-centred learning is where a group undertakes a research project.
WebQuests are one way in which students might build their investigative skills and become
self-reliant learners. A WebQuest is an inquiry-led lesson format where learners seek out
the information they need on the web. A WebQuest is created using links to websites and is
illustrated on the Canadian Sex and U website www.sexandu.ca/.
The Health and Physical Education learning area of the Australian Curriculum seeks to foster
a student inquiry approach, also known as a student-led or inquiry-based investigation. A
stakeholder survey conducted by the IAG on behalf of SHBBVP in respect of GDHR found
that inquiry-based learning is regarded as an important aspect of sound pedagogy (Thomas
et al. 2012). It is older students in middle high school who have opportunities to engage in
inquiry-led learning. Student inquiry involves the development of more advanced analytical
skills suitable in high school, but it is not generally considered relevant to primary school.
An effective RSE resource may seek to equip older students with the knowledge and skills to
analyse current issues. For example, pornography may come to be understood as a product
made for commercial rather than educational reasons. It may sometimes depict unsafe
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practices. It may also contribute to the normalisation of violence and partner abuse. These
are leading preventable causes of illness, injury and death for Australian women aged 15-44
(Department of Human Services, 2012; COAG 2012; & VicHealth 2004).
The literature stresses the value of those who are sufficiently responsive to be able to
recognise opportunities wherever and whenever they might arise in an increasingly frenetic
world (Goldsworthy, 2005). The critical factor is no longer what the teacher knows but
rather how quickly they can adapt to what is happening around them. The post-modern
teacher is expected to modify and adjust group and individual student learning experiences
to ensure relevance, tailoring lessons to different developmental needs and starting points.
Rather than being a primary source of information, the teacher facilitates and guides selfdirected learners to sources of information that respond to their particular needs and
interests. No longer is the teacher positioned as the one with the answers. Instead, they
reflect student questions back to the class to draw out knowledge and experience.
A flexible educator is one who is alert to their environment. The onus is on them to be able
to adapt to opportunities and demands in a variety of ways. Variable contexts demand
different teaching and learning styles. An educator competent with a group in a particular
situation may be less so in another. Change the topic and/or the environment and the
learning outcomes may be different. The best teachers are responsive, adapting sessions
and materials to the diverse learning needs of particular classes at particular times.
Education is not a simple process of preparing one lesson that is appropriate for all because
students do not always react in the same way to the same presentation.
The idea that teachers need to be flexible has theoretical support. ‘Chaos Theory’ posits that
structures, systems, policies, procedures, initiatives, organisations, communities and
technologies are always in a state of non-equilibrium (Devaney, 1986). Instability and
dynamic human interactions are the norm. Seen from this perspective, RSE, teachers and
school curriculum are understood as always operating in a state of dynamic and
unpredictable flux. The most effective educators in such an environment are those who can
adapt resources to situations. Not only do they accept the inevitability of change, they
openly embrace it as a potential source of new teaching-learning opportunities.
The Youth Development Assets Approach is one emergent, promising way of working with
students by developing a sense of connection to school (Aspy et al. 2012). Students receive
positive acclamation and empathetic social support in order to encourage a sense of
belonging that is likely to reduce engagement in high-risk behaviour. According to Aspy et al.
(2012):
“School is very much a part of the lives of youth and therefore the relationship they have
with their school experience is important and may influence their involvement in risk
behaviours. Feeling connected to school is a positive asset that can protect youth from such
risky behaviours as sexual initiation and alcohol consumption.”

20

GDHR Impact Evaluation: Desktop Literature Review

7. Best Practice 3: Delivered by Educators Trained in RSE
RSE that is delivered by educators who have been trained in RSE is best practice. While a
generalist teacher may be a sound teacher of RSE, the evidence is that access to quality
curriculum resources and specialised professional development (PD) generally makes for
better delivery of RSE.
Having the general skills of a trained teacher is one thing; filling the niche of an RSE teacher
may be another. At issue is whether general teacher training is sufficient to be effective in
what can be, arguably, one of the most difficult of all specialised teaching tasks. Teachers
may appear to be well placed to deliver RSE by virtue of their pre-service training,
qualifications and subsequent professional development. However, Australian research
indicates teachers of Year 9 and 10 students tend to have little confidence in their capacity
to teach RSE and feel they would benefit from opportunities for more specialised in-service
PD (Ollis, 2013). It is also noted that there are no specific pre-requisites to teach RSE in
schools, and there is no quality control system to oversee delivery.
There is now a broad national curriculum in place, but it is still up to each teacher and
school to determine how they implement it. Having a national curriculum does not change
the fact that teaching RSE requires considerable judgment on the part of the educator to
discern what is appropriate for a particular group in a particular situation in a particular
community. A barrier for teachers of RSE is the fear of inadvertently overstepping content
and social-value boundaries.
The available evidence suggests that educators involved in the delivery of RSE ideally ought
to have opportunities to access professional development. Curtin University has been
contracted by the WA Health to deliver RSE in-service training to Western Australian
teachers. Pre-service teacher-training courses generally involve some learning about RSE,
but it is not always extensive. Curtin University is an exception, offering elective
undergraduate units in sexology and opportunities for postgraduate study. Nevertheless, it
is understood that few trainee teachers choose these options.
No prior training is mandated to deliver the GDHR resource in the classroom. By way of
comparison ‘Keys for Life’ is a pre-driver education initiative for schools in WA designed to
develop positive driver attitudes and skills. It is delivered by SDERA. Like GDHR, the Keys for
Life initiative seeks to provide young people with the knowledge, skills and attitudes that
enable informed and responsible decisions about safety and looking after others in
challenging situations. More than 100,000 school students in WA have completed the
program. Teachers involved in the delivery of SDERA’s Keys for Life program are required to
attend a professional learning workshop teaching in order to become a registered Keys for
Life educator. Only then are they emailed a user name and password which enables access
to a suite of classroom learning resources.
Any initiative designed to raise the capacity of educators needs to uphold adult learning
principles. Such principles have an established place in educational theory and practice (IEG,
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2008; Knowles, 1980; Kolb, 1984; Baumgartner & Merrian, 2000). Key principles include the
following:











Adults learn best when they perceive the subject matter as interesting and relevant.
Establishing a clear link between the objectives of any resource and the needs of
participants is crucial in developing a sense of ownership (Chambers, 2002).
Resources need to be practical. The use of participatory exercises, discussions,
scenarios and games are some of the ways to foster an environment in which
knowledge and experience can be shared.
The literature suggests people learn better and remember more when they are
actively engaged in experiential learning. There needs to be opportunities to apply
the acquired knowledge and skills.
Participants ought to receive feedback on their workplace performance. Doing so
can build confidence and provide a sense of progress towards objectives.
The teaching-learning strategies employed ought to be flexible and responsive,
rather than adhering too rigidly to any predetermined pathway.
Adult learners generally learn best when materials are designed to focus their
attention on key messages.
Adults appreciate having opportunities to check their understandings by asking
questions, listening to group discussions and using techniques and terminology
known to the group.

Ideally, educators need to feel both capable and comfortable. A teacher about to
commence a lesson may have an easy confidence drawn from opportunities to practise their
delivery stemming back to their pre-service training and extended in subsequent PD.
Furthermore, the teacher may have a capacity for critical self-reflection on their own
performance, imbued from their training. Alternatively, none of these things may be true as
the teacher nervously faces their first RSE class with only generalist foundational knowledge
upon which to draw.
Ultimately, RSE is something teachers do in the classroom, not something they read about.
Mastery requires the application in the real world. It involves learning by doing. The
available evidence is that the application of new understandings, skills and capacities at
work is most effective when practised over time. It is critical to provide opportunities to
apply skills (IEG, 2008). Work commissioned by the World Bank found that the most
effective capacity building is that which is matched to the way in which people actually do
their jobs (IEG, 2008). Sound initiatives devote attention to practical exercises and activities
and, as a consequence, they are directly relevant to key work functions.
“The use of practical learning techniques is recognized in the literature as fundamental to
the sustainable acquisition of skills … Research on adult learning indicates that tasks learned
through practice are more likely to be remembered, particularly where more complex skills
are involved.” (IEG, 2008)

Capacity building is a long-term investment (IEG, 2008). Equipping educators to teach RSE is
likely to require intensive and sustained support. A common shortcoming is that investment
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is too short (IEG, 2008). A study for the World Bank (IEG, 2008) found that in some
instances, investment only provided a beginning for what needed to be a much longer
process of ongoing follow-up (IEG, 2008).
Learning is more likely to be retained when it is reinforced by follow-up support in the
workplace. In the absence of close-at-hand support, initial enthusiasm is easily dashed on
hard workplace realities. According to a report prepared for the World Bank (IEG, 2008),
impact “depends not only on learning but also on participants’ ability to implement learning
in the workplace and on the relevance of that learning” (IEG, 2008).
The report for the World Bank (IEG, 2008) found that initiatives benefit from access to
sources of ongoing advice and support: “Where follow-up support is not given, short-term
learning gains often do not translate into sustainable behavioural change, due to participant
uncertainty about how to apply the learning or lack of positive reinforcement in the
workplace for learning application”. A recurring problem is that those who acquire new
knowledge experience difficulties applying it at work (IEG, 2008).
Coaching and mentoring are ways in which knowledge and skills might be sustained in the
workplace (Goleman, 2005). Mentoring is the process of using the expertise, skills,
experience, support and influence of another person to assist personal or professional
development. It is a way in which people with greater experience assist those in the same
field with less experience. Coaching is a ‘close cousin’ to mentoring, but it differs in that the
focus is on the acquisition of specific skills. The coach is responsible for developing particular
competencies. Coaching relationships thus tend to be short term, not enduring beyond the
transfer of any particular skill. The significance of mentoring and coaching in the context of
RSE is that these are techniques that focus attention on the intangible aspects of teaching
and learning such as emotions, attitudes and beliefs. They are strategic in circumstances
where the transfer of acquired knowledge to the workplace cannot be automatically
assumed. Mentoring and coaching relationships foster a two-way exchange. These can be
contrasted with a skill-and-knowledge-deficit approach to workforce development that
focuses on what an individual may lack.
Mentoring is especially relevant to circumstances where:
a. a sense of professional isolation is experienced in the workplace;
b. close and non-threatening forms of support are required; and
c. the achievement of outcomes requires the ongoing application of acquired skills
demonstrated over the medium to long term.
The focus of mentoring is on how to improve the work of the mentee. Essentially, it is a
support system that can help identify situations and circumstances that have the potential
to affect individual performance. One-on-one mentoring, unlike the development of a
curriculum resource or participation in PD, is an unstructured process that provides
opportunities to talk freely and confidentially about any aspect the mentee chooses. The
process enables the less experienced to draw on the knowledge and wisdom of the more
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experienced. Building a mentoring relationship is a way to contribute to a collegiate work
environment grounded in effective communication and trust.
The aim is to develop each mentee to their full potential. One-on-one meetings provide
opportunities to talk freely and confidentially about any aspect of work that the mentee
chooses. The focus is on how to develop and improve the work performance of the mentee.
The mentor not only passes on knowledge but also wisdom gained from experience in the
field. A mentor may also connect the mentee to other resources and sources of support.
The literature suggests there are numerous potential benefits for the mentee:
a.
b.
c.
d.
e.
f.
g.
h.

opportunities to debrief;
feedback on work performance;
enhanced self-belief;
increased self-awareness;
greater capacity to self-assess work performance;
raised morale and job satisfaction;
acceptance of greater responsibility for personal and professional development; and
enhanced commitment to lifelong learning.

Depending on the particular needs of the mentee, a mentor may be a sounding board,
trusted advisor, confidant, counsellor, protector, role model, network builder, knowledge
resource, expert and advocate (Thomas et al. 2012). There are several dimensions to the
role of a mentor:
a.
b.
c.
d.
e.

emotional support (listening, debriefing and shared concern);
appraisal support (affirmation and feedback);
informational support (strategic advice and guidance);
instrumental support (resources); and
cultural support (cultural identity and cultural security).

A mentor may not necessarily be physically present, perhaps just someone offering
guidance on the Internet. They may be internally or externally sourced.
The content of a mentoring session may involve:
a. engaging the mentee in assessing their own learning needs and planning their own
actions;
b. setting priorities for action;
c. sharing information about experiences;
d. discussing how the mentee feels about the role; and
e. constructive feedback on classroom performance.
Mentoring needs to function as a two-way process of intensive feedback and critical
reflection. Some mentoring relationships work better than others. Not all turn out well.
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Both participants need to be receptive to ideas about how to improve performance, and to
accept that they have strengths and weaknesses.
The literature identifies certain practices that can strengthen the effectiveness of a
mentoring relationship:
a. careful matching of mentor and mentee;
b. formalisation of the mentoring relationship;
c. recognition that trust provides the foundation for every constructive mentoring
relationship;
d. allowing sufficient time for each mentoring relationship to develop and produce
results;
e. orientating both mentor and mentee to their role to ensure they understand what is
expected of them; and
f. ensuring the mentoring process is planned and organised, and the process has a
clear strategic purpose and agreed objectives.
The concept of mentoring finds theoretical support in the literature. It is based on the
assumption that people seeking to contribute to the achievement of substantive
behavioural changes may need intensive personal support in order to do so effectively.
Bandura’s (1977) ‘Social Learning Theory’ views behaviour as the end result of dynamic
interaction between personal, environmental and other factors (Willis et al. 2005). People
are understood as being influenced by those with whom they share common identity in
terms of key social and personal characteristics (McDonald et al. 2003).
“There is evidence to suggest that information influence is strongest when the messenger is
an in-group member. Messages conveyed by in-group members are more likely to more
strongly engage the listener’s attention, who, in turn, is likely to spend greater effort
processing and considering the information.” (McDonald et al. 2003).

‘Social Comparison Theory’ also infers that mentoring has value. According to McDonald et
al.(2003), “People form beliefs about their own abilities and opinions primarily by
comparing themselves with others who are similar in relation to relevant characteristics.”
‘Innovation Theory’ (Rogers and Hough, 1995) lends further support to the mentoring
model. It suggests innovations are communicated and spread through social networks by
those respected as ‘opinion leaders’ or ‘champions’ in the field. The implication is that
people with the power to influence are best placed to communicate messages through their
social network. McDonald et al. (2003) write:
“Strategies that may successfully enhance diffusion of preventative innovations include
those that use opinion leaders as champions to promote preventative innovations, use peer
support to change norms within the social network, use entertainment to present
educational ideas, and activate peer networks to diffuse preventative innovations.”

Coaching is a way of instructing a person or group to do a specific task or develop certain
skills (Bennis, 1999). It involves demonstration of a skill, followed by close monitoring. The
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cycle may be performed multiple times until competence is demonstrated. A set of core
competencies has been developed by the International Coach Federation and is available at:
www.icfaustralasia.com/.
Coaching is popular in the corporate sector, especially the ‘360-degree feedback' technique
(Lepsinger & Lucia, 1997). This is a structured process that provides comprehensive
feedback on performance in the workplace from a range of different sources and
perspectives (Lepsinger & Lucia, 1997). The purpose is to identify knowledge and skill gaps,
and areas requiring further development. The process can be supported by online software.
RSE work requires educators able to demonstrate emotional intelligence (Goleman, 2005;
Boyatzis & McKee; 2005). This is a practice capability that can be coached, not something
purely innate. Emotional intelligence encompasses:
a. empathic and connective listening, and the ability to hear and understand another's
point of view and take new ideas on board in a process of shared, open
communication;
b. social skills, including the capacity to relate to others non-judgementally;
c. a capacity to gain trust and develop mutual respect;
d. self-control and the ability to think things through before reacting;
e. self-awareness and the ability to understand one’s own strengths and weaknesses,
accept constructive criticism and reflect on one’s own practice; and
f. mindfulness, understood as the capacity to distil meaning through a process of
conscious, deep reflection (Goldsworthy, 2005).
Professional coaching activities can support the development of emotional intelligence by
building fundamental competencies such as interpersonal communication, social skills as
well as intrapersonal competencies such as self-awareness, self-motivation and selfregulation. Those who are effectively coached may be better able to display emotional
strength and sensitivity, demonstrate their compassion for others, offer support and
understanding, and critically reflect on their own practice with their head, hands and heart.
Skills and knowledge alone are not sufficient in areas like RSE. As Weick and Sutcliffe (2001)
observe, coaching may “encourage people to be self-conscious about the validity of their
beliefs and to question them, re-affirm them, update them, replace them, and learn from all
these activities”.
School can be a challenging implementation environment for even the most committed RSE
practitioner. Where ongoing sustained support is absent, the hard realities of organisational
life can frustrate the initial enthusiasm of the educator. Literature on capacity-building
suggests that, beyond curriculum resourcing and professional development, it is important
to also offer sustained follow-up support to assist teachers in putting knowledge into
practice. The evidence is that the use of knowledge, skills and understanding at work is
more likely where colleagues are available to advise and support each other when problems
are experienced (IEG, 2008).
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Technology has revolutionised the delivery of curriculum resources. The era of ‘e-learning’
has provided free and accessible new tools for distance learning (Avolio, 2005). Placing
materials online has the advantage of transcending barriers of cost and remoteness. It has
reduced reliance on resource-intensive, difficult-to-organise, time-consuming and costly
face-to-face contact and PD workshops.
RSE curriculum resources are now freely accessible to educators online. One way in which
an online curriculum resource adds value is by placing a set of materials and practical tools
conveniently in one place. Thomas et al. (2012) write:
“Classroom teachers do not have the time, skills or knowledge to design their own ICT tools,
so often look online in order to track down resources that can help them deliver teaching
content in a dynamic and engaging format with which students can interact. Educational
websites need to offer teachers these tools and make them accessible. Offering teachers a
‘one-stop shop’ for all of their curriculum needs can be advantageous.”

Beyond being a means for the dissemination of curriculum resources, the Internet also has
potential to provide peer support so that teachers can share ideas, concerns and success
stories about RSE. Potentially, the technology extends to supporting online mentoring,
coaching, listserv networks and self-directed chat groups.
While e-learning opens up new possibilities, it nevertheless has one significant limitation.
There is little evidence to suggest that e-learning is suited to developing the emotional
intelligence capacity critical to effective RSE (Bunker et al. 2002). Goldsworthy (2005)
observes that: “Inspiring followers in a face-to-face situation is one thing – doing the same
thing via e-mail or a video-conference, with the possible loss of facial expressions, body
language, group responses, and the atmosphere of a physical meeting is quite another.”
Capacity-building initiatives may be most effective when informed by an initial training
needs analysis (IEG, 2008). A report for the World Bank (IEG, 2008) found that where
initiatives fail to improve workplace performance, it is often attributable to inadequate
initial targeting and alignment with the needs of the workforce. Where there is no training
needs analysis, what is delivered may not be well matched to needs (IEG, 2008). Such
analysis is a means of prior diagnosis (Leading Insight, 2000; IEG, 2008). It addresses
analytical questions such as: ‘What is present workforce capacity?’ and ‘What kind of
initiative is needed to address existing capacity gaps?’ It informs the process of setting clear,
concrete and measurable objectives, and helps identify the appropriate target group and
content of any intervention. A training needs analysis also clarifies what kind of capacity is
to be built and how it is best done. Should there be greater investment in pre-service
training? Should there be increased emphasis on in-service professional development? Or
does the investment need to focus on further development of curriculum resource
materials?
Curriculum resource support is a way to address certain capacity constraints, but it is not
the answer to every kind of capacity constraint. Ideally, a decision to pursue a curriculum
resource development strategy would be based on a prior training needs assessment. The
choice to go with a curriculum resource support strategy is predicated on teachers already
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being skilled at classroom delivery. It assumes they know how to educate students in the
classroom. Where this is not the case, a form of strategic intervention other than
development of a curriculum resource may be preferable.
Not all teachers have the same needs when it comes to developing their RSE capacity. Users
of a curriculum resource are likely to have a range of different starting levels. There are
several ways in which needs might be identified (Owen and Rogers, 1999; McDonald et al.
2003):
a.
b.
c.
d.

‘felt need’ (what staff say they need);
‘normative need’ (expert opinion about what is required);
‘expressed need’ (observed); and
‘comparative need’ (what one group has or lacks relative to another).

Finally, RSE does not have to entirely depend on the knowledge, skills and understandings of
the teacher alone. An educator facilitating the delivery of RSE in a school in WA does need
to be a qualified teacher. However, they may also enjoy the support of other staff, such as
school nurses, counsellors and more experienced peers. There are also specialised sexuality
educators working in the community services sector who can assist schools.
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8. Best Practice 4: Informed by Expertise
School-based RSE seeks not only to inform students, but also to influence attitudes and
behaviour. The literature suggests the most effective health promotion interventions are
those founded on solid theoretical foundations that can explain the mechanisms at work
that ‘fire-up’ desired behavioural change (McDonald et al. 2003). There are several
established theories relevant to RSE.
The ‘Stages of Change Model’ (also known as the ‘Trans-Theoretical Model of Change’),
conceptualises the process of behavioural change occurring in five stages:
1. Pre-contemplation – Failing to recognise there is a problem and not seeking to
2.
3.
4.
5.

change behaviour;
Contemplation – Awareness there is problem, but wondering how to change
behaviour;
Preparation – Planning to take positive steps to change behaviour;
Action – Implementing changed behaviour; and
Maintenance – Making efforts to sustain the behavioural change and not relapsing
(Prochaska & DiClemente, 1982; Prochaska et al. 1992).

‘Stages of Change’ theory contributes to understanding that knowledge of risk by itself is
not sufficient to change behaviour and may, at best, only move people from Stage 1 to
Stage 2. Furthermore, it explains why effective initiatives need to support and reinforce the
process of ongoing behavioural change at every step. An implication of the Stages of Change
Model is that there is no logical reason to expect positive societal level change to occur as a
result of short-term intervention. According to Taylor (2001): “The changing of behavioural
patterns is a long-term undertaking which, to be successful, needs to be continually
monitored and reinforced.” The process of behavioural change may not be a smooth and
orderly progression through each stage (McDonald et al. 2003). ‘Backsliding’ may occur if an
intervention is not sustained.
The ‘Health Belief Model’ (Rosenstock 1974; Willis et al. 2005) is concerned with
understanding why people choose, or choose not, to take preventative action. The theory is
that an individual will weigh up their perceived susceptibility, the likely costs and benefits,
and the prospects of a favourable outcome before taking preventative action (McDonald et
al. 2003). Accordingly, individuals factor in their own weighing of both positive and negative
impacts relating to the adoption of healthy behaviours. A fear of rejection by one’s peers
may be an influential negative factor in their calculation. So, too, might be their selfassessment of whether or not they feel they are able to change a particular behaviour
successfully. The Health Belief Model carries implications for the design of curriculum
resources, suggesting it is necessary to do more than simply point to effective patterns of
behaviour.
The ‘Theory of Planned Behaviour’ (Ajzen, 1985) focuses on the level of self-control an
individual may feel able to exercise in relation to their own behaviour. The theory is
concerned with the connection between individual beliefs and consequences. If, for
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example, an individual believes that bad outcomes are primarily the result of fate or bad
luck, as distinct from personal decisions, they are less likely to take personal responsibility
and change their behaviour. The implication for RSE is that educators need to convince
students they do have choices and to motivate them to decide and act (McDonald et al.
2003).
‘Cognitive Dissonance Theory’ (McDonald et al. 2003) refers to the state of mind that exists
when an individual receives information that is inconsistent with their existing
understandings, values, attitudes, beliefs or self-image. Feelings of conflict, guilt,
depression, lowered self-esteem and decreased self-efficacy are symptomatic of cognitive
dissonance. Key lessons to be drawn from this theory are:
a. sound foundational understandings of community attitudes and beliefs are critical to
the development of effective interventions;
b. information is more likely to be accepted where it, and any examples used, are
consistent, relevant and similar to the context and experience of the recipients;
c. presentation of a balanced perspective increases the credibility of both the message
and the messenger, whereas one-sided or alarmist views are more likely to be
rejected; and
d. educators are most effective when they are non-judgemental (McDonald et al.
2003).
This discussion of relevant theories is indicative but not comprehensive. There are other
theories referred to in the RSE literature, such as Glasser’s (1980) ‘Reality Therapy/Control
Therapy’.
Beyond having explicit theoretical foundations, a best practice RSE curriculum resource
ought also to be informed by the body of research and knowledge of scholars and the
experience of practitioners with renowned professional expertise in the field. A study for
the World Bank (IEG, 2008) found the most effective capacity building initiatives are
informed by expert professional advice that helps to ensure sound practice remains ‘top of
the mind’. In the instance of RSE, the challenge is that a crafted resource necessarily needs
to be informed by a broad range of practitioner, academic and other independent advice
across multiple areas:
a.
b.
c.
d.

sexual health;
pedagogically sound instruction methods, teaching tools and curriculum materials;
information technology, website design and graphics;
project management, legal advice in areas such as copyright, policy and evaluation;
and
e. behavioural theory related to health promotion and relationships.
The available research and evaluation work done in the area of RSE lends support to the
adoption of a ‘strength-based’ approach in schools, with relationships and sexuality
presented as positive aspects of human life (WHO, 2015; Ollis, 2013). The focus ought to be
on enhancing student understandings and the promotion of positive relational values such
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as love and intimacy. A strength-based teaching model emphasises the development of
knowledge, self-awareness and a range of competencies consistent with a Health Promoting
Schools Framework. Work carried out by the Information Access Group (2012) on behalf of
SHBBVP found that a strength-based perspective attracts support from core RSE
stakeholders in WA.
The evaluation evidence is that negative scare campaigns and ‘abstinence only’ approaches
that focus on the risks of disease and pregnancy are not effective (Santelli et al. 2006).
Youth introduced to such initiatives are just as likely to have unprotected sex as before
being introduced to them. In Australia there is evidence suggesting that abstinence can be
promoted as one option amongst others, but only when placed within a broader context
that includes information about contraception (Family Planning Victoria, Royal Women’s
Hospital and Centre for Adolescent Health, 2006). However, there is no evidence that
abstinence only initiatives reduce sexual risk-taking behaviour (Dyson, 2008). The approach
is commonplace in the US, however research and evaluation has found it does not
contribute to safer or reduced sexual behaviour (Aspy, 2011; Thomas et al. 2012). Further
details can be accessed from the Sexuality Information and Education Council of the United
States of America website www.siecus.org/.
Respondents to a survey by the Information Access Group stressed the importance of
information and communications technology (ICT) tools as a core element in contemporary
Australian pedagogy. The use of current ICT tools and activities is necessary to engage users
of a curriculum resource. Students need to be engaged before they can learn. To be widely
used, an RSE resource needs to be perceived as user friendly, relevant, interesting and fun.
An example of a site with eye-catching attention to graphic design is
www.yoursexhealth.org.
Design of the website home page is a critical consideration. A succinct overview of the site is
required to enable users to quickly access what they want. Materials like background notes
and activities also need to be easily downloadable. The teaching-learning activities on offer
might also incorporate the use of interactive whiteboards and OneNote lessons. Standard
content features might include a glossary, FAQs, links to other relevant websites and a list of
reference materials. According to Thomas et al. (2012):
“Classroom practices have shifted away from the use of worksheets as independent tasks
and towards more open-ended tasks involving training skills, creativity and concrete
materials. The integration and use of ICT has been a significant part of this shift.”

Curriculum resources also need to be supported by practical ideas and teaching-learning
materials that have been demonstrated to work in classroom settings. Not all expertise
resides in the academy. Best practice can be found in many places. It may emerge from the
work of researchers and evaluators and then be passed ‘down’ to schools, but equally it may
be discovered in the course of classroom practice and passed ‘around’ to other teachers.
Those experienced in the practice of RSE in schools need to be recognised for their
expertise, and should have opportunities for input into shaping curriculum resource
development.
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Finally, professional policy and legal expertise may be required. It is best practice in RSE
curriculum development to check for compliance with government policy and for the
satisfaction of legal requirements. Government policy sets the broad framework of
principles upon which a curriculum resource must necessarily be founded. There are also
legal issues relating to content such as the mandatory reporting of abuse, age of consent,
privacy and copyright.
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9. Best Practice 5: Commitment to Continuous Improvement
Effective capacity-building initiatives are embedded in a culture of continuous
improvement, always striving to improve performance over time to ensure the resource
remains up to date, relevant, useful and in line with current recommended models of
curriculum support for school-based RSE educators. Continuous improvement means
engaging in activities that guide informed judgements about how well an initiative is
working. These activities might include planned and systematic data collection to monitor
impact, benchmark comparisons with other online curriculum resources used in schools,
independent audit and evaluation, and professional legal and policy advice to ensure
compliance. It is about establishing a feedback loop in which the past is allowed to inform
the future (Hawe et al. 2000; Commonwealth Department of Health and Aged Care, Health
Services Division, 2001).
Those initiatives considered to be operating on the leading edge of good practice are those
that have developed a systematic monitoring framework that draws on a foundation of
reliable data serving as a solid evidence-base (Willis et al. 2005; Owen & Rogers, 1999;
Shadish et al. 1991). The process demands systematic data collection to enable informed
judgments to be made about how well a resource is working. The ideal is where the
collection of relevant data is planned for and implemented from the very beginning of an
initiative. This can take numerous forms, including statistical data, document review,
benchmarking, surveys, interviews, workshops and case studies.
Kirkpatrick (1959) conceptualised data collection to gauge the effectiveness of education
and training initiatives as ideally occurring on four levels:





Level 1 – measurement of short-term learning outputs such as participant
satisfaction captured in feedback;
Level 2 – measurement of identifiable changes in skills, knowledge and attitudes;
Level 3 – measurement of the extent to which learning translates into behavioural
change; and
Level 4 – measurement of the long-term impact at a community and societal level.

The framework has proven to be robust and enduring, notwithstanding extensive discussion
in the literature, and some subsequent methodological advances, additions and critiques
(Holton, 1996; Kaufman et al. 1995; Bushnell, 1990; Tamkin et al. 2002; Loos et al. 1999;
Alliger & Janak, 1989; Bramley, 1996; Bramley & Newby, 1984; Arthur et al. 1998; WBIEG,
2007; Axtell et al. 1996 and Fitz-Enz, 1994).
Few measures ever extend beyond Level 1 (Keller, 1996). It is standard practice to harvest
immediate feedback from participants on their perceptions of the quality of learning (Lee &
Pershing, 2002). However, satisfaction measured at Level 1 is a necessary, but not a
sufficient, indicator of ultimate medium and longer-term impact (Lee & Pershing, 2002;
Bramley & Newby, 1984). Participant feedback collected immediately following completion
of an activity does not measure actual change in work performance and does not provide
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proof of long-term impacts (IEG, 2008). While immediate feedback has value, it is an
inadequate guide to any actual application of knowledge, skills and understandings.
The methodological challenge is to measure what happens beyond Level 1. Ultimately, only
intervention which leads to substantial positive behavioural change is effective. This is
difficult to gauge, however, when many things are occurring simultaneously. In a school, for
example, there might be new models of governance, new facilities, administrative changes,
numerous programs and curriculum changes all occurring at once. It is therefore difficult to
disentangle the impact of one initiative from that of another, a problem known as the
‘challenge of attribution’ (IEG, 2008).
Ideally, there should be opportunities for those involved in the delivery of RSE in one
jurisdiction to learn from and share ideas with similar initiatives operating elsewhere. The
making of benchmark comparisons with other curriculum resources used in schools is a
hallmark of best practice. Continuous improvement should not be thought of as a one-way
process of adopting what others are doing, it should be embedded in a process where there
are opportunities to learn from and share ideas with similar initiatives operating elsewhere.
This may extend to include resources used in other comparable countries.
GDHR is one of several online health-promotion resources used in Australian schools.
Examination of comparable resources may potentially be a source of affirmation and new
ideas. Cited examples of best practice in the field of online curriculum resources designed
for school-based health promotion include the following:
a. The See Me website is a media literacy resource focused on issues of body image
and media advertising to young people. Strong features identified include curriculum
links, graphics and layout, a clear statement of principles and a glossary. The review
found it contained “excellent” materials with “many strong features that GDHR can
draw from” (Thomas et al. 2012). www.seeme.org.au/.
b. School Drug Education and Road Aware (SDERA) is concerned with drug and alcohol
education and driver safety training in WA. The website was found to set a
benchmark for the provision of inquiry-based student centred learning activities
(Thomas et al. 2012). It was also found to be sufficiently flexible to respond to a
range of learning needs www.det.wa.edu.au/sdera.
c. Mind Matters is a social and emotional well-being initiative of the Australian
Government Department of Health and Aging. A strong feature is the manner in
which this resource maps curriculum requirements. www.mindmatters.edu.au/.
There is scope to learn more about what is happening internationally, and how this differs
from what is occurring in Australia. Such work mostly lies beyond the limited scope of this
best practice synthesis. It is, however, important to note that the contextual relevance of
programs operating elsewhere always needs to be weighed. Caution is necessary before
assuming the transferability of strategies from one place to another and from one culture to
another. The starting point needs to be an understanding of contextual similarities and
differences. Tools and activities that work well in one setting may not do so in another.
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The following Canadian online RSE curriculum resources are widely used as benchmarks in
Australia:
a. Teaching Sexual Health www.teachingsexualhealth.ca/
b. Sex & U http://www.sexandu.ca/
Examination of school-based RSE websites in Australia undertaken for this review reached
the following summative findings:
a. several states have made significant investment in the development of RSE
resources;
b. although there is now a national school curriculum, there is no uniform national
approach to RSE curriculum resource development;
c. a range of different agencies including mainstream not-for-profit organisations,
government bodies and universities are involved;
d. a cross-agency partnership approach is the norm;
e. some organisations have been active in the RSE field for many years and have a
wealth of experience;
f. organisations involved in the delivery of RSE may also provide related clinical,
counselling and professional development activities;
g. all initiatives share a commitment to a culturally appropriate, accessible and
inclusive approach;
h. most initiatives are reliant on government funding, although a couple of community
services do generate some revenue through fee for service arrangements;
i. all initiatives recognise the value of involving both male and female educators;
j. RSE is a field in which innovative approaches to engagement are encouraged often
incorporating activities such as art, music, dance, camps, competitions, games and
sport;
k. RSE service providers vary in the extent to which they are involved in active ‘face-toface’ outreach work in schools; and
l. initiatives that are designed to work through better resourcing of school-based
educators are commonplace in Australia.
A best practice curriculum resource is subject to periodic audit, review and evaluation to
identify those aspects that are working well and those where there is scope for
improvement (IEG, 2008). These are common practices in the RSE field as evidenced by the
work of Dyson and Fox (2006), Johnson (2006), Powell (2007) and Rychetnik & Frommer
(2000). One review recommended that evaluation become a standard contractual
requirement in funding agreements (Willis et al. 2005). Yet evaluation is only ever likely to
be adopted as standard practice where it is appreciated as an aid to improvement (Patton,
2001; Goff, 2001).
It is, however, still uncommon for evaluations of health promotion initiatives to attempt an
assessment above Level 1, mainly because of the methodological challenges inherent in
doing so (IEG, 2008). Most evaluations say little about ultimate impact, falling back on initial
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feedback from participants and descriptions of processes, resource design, content and
implementation. Willis et al. (2005) judge that: “Australia is generally poorly served with
examples of evaluated projects that aim to change sexual behaviour, either by increasing
condom use, decreasing the rate of partner change, or improving the quality of sexual
relationships.”
Finally, the changing nature social values mean that the content of an on-line curriculum
resource cannot stay stable for long. The context within which RSE is located is dynamic and
responsive to changes in information and communication technology. The information
sources people rely upon have shifted towards mobile phones and the World Wide Web.
These are pervasive influences demanding on-going changes and curriculum resources may
struggle to keep pace.
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10. Best Practice 6: Whole-School Approach
Effective health promotion initiatives are embedded within a supportive whole-school
culture. It is best practice for curriculum resources to be part of a broader ‘health promoting
schools’ framework, also known as the ‘whole-school approach’.
The approach is about creating a safe milieu and strengthening the capacity of a school as a
healthy setting in which to learn, work and interact. The focus is on the broader institutional
environment: school leadership and ethos, supporting policies and procedures,
management and action-planning (Nutbeam, 1992). Health Promoting Schools make clear
statements about the inclusive values they stand for. One challenge is to get schools
thinking more holistically about the links between education and health.
The Health Promoting Schools framework is based on the principles set out in the World
Health Organization’s Ottawa Charter for Health Promotion (WHO, 1986). Essentially, it is a
socio-ecological perspective that understands health outcomes as a function of individual,
social and political considerations (WHO, 1986). This broad social conceptualisation of
health and well-being encompasses physical, social and emotional needs. The framework
can be read in full at http://www.iuphe.org/index.html?page=50&lang=en.
The evidence-base in support of a Health Promoting Schools framework is strong (Ridge et
al. 2002; Ledger & Nutbeam, 2000; Lister-Sharp et al. 1999). Education is rendered more
effective when accompanied by initiatives that address organisational and institutional
constraints (IEG, 2008; Taschereau, 1998). Developing a sense of school ownership of health
issues contributes to educational goals. According to one RSE curriculum resource:
“The most effective school-based sexuality education programs take a whole-school
approach to learning. A whole-school learning approach recognises that the young person’s
whole experience of attending school is one of continuous learning. Hence, a whole-school
learning approach to sexuality education means teaching sexuality education in the
classroom, in the school environment, in the way the school routinely runs itself, and in
various ways the school connects with parents and the surrounding community.”
http://www.education.vic.gov.au/school/teachers/teachingresources/social/physed.

Numerous online health promotion resources in Australia cite a philosophical commitment
to a whole-school approach. These include the Sexual Health in Schools (NSW), True
(Queensland), Catching On (Victoria) and Mind Matters (national) websites. In the US the
approach is known as the ‘Coordinated School Health’ initiative (Tones, 1996). Gleeson et al.
(2015) argue that the “single most important criterion for best practice … is the adoption of
a whole school approach … providing students with multiple exposure to key messages
across the curriculum”.
The capacity-building literature generally suggests that the best results are likely to be
achieved where attention is paid to issues of organisational capacity, not just knowledge
transfer. At the core of a Health Promoting Schools framework is the idea that the
knowledge and skill of the teacher is more likely to be applied where it is linked to
institutional capacity (IEG, 2008). Improved workplace performance is the result of
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committed organisational leadership, school policies and procedures, clear priorities,
incentives, and managerial practices that enable staff to utilise their knowledge (IEG, 2008;
McDonald et al. 2003).
A report for the World Bank found that capacity-building initiatives generally pay insufficient
attention to issues of organisational context (IEG, 2008). Building organisational capacity
requires work beyond the provision of quality teaching-learning materials (IEG, 2008).
Curriculum resources and the work of dedicated teachers may not be enough to achieve RSE
outcomes. Positive change can only be expected where there is the organisational
wherewithal to support the application of learning.
A Health Promoting School works to ensure adequate space for RSE in a crowded curriculum
(Ridge et al. 2002). RSE is only likely to be taught to the extent it fits with the school
philosophy and the expectations placed on teachers. Schools tend not to sustain initiatives
perceived as not fitting with their core business of education. A resource like GDHR is likely
to gain traction if perceived as discrete and externally driven (Ridge et al. 2002). The
promotion of health and well-being at school is not only the responsibility of the health
sector, but also shared by those in the education sector.
One of the challenges is that teachers typically have multiple expectations and demands on
their time. RSE competes with road safety, drug education, nutrition, social and emotional
well-being, and a raft of other priorities. RSE is but one component of the multifaceted
health role teachers are expected to play, and therefore may not be allocated the real time
required.
Those schools that do value RSE may look for creative opportunities to embed it in areas
beyond the Physical Education and Health curriculum. The Melbourne Declaration on
Educational Goals for Young Australians (MCEETYA, 2008) identified a need to promote RSE
as a cross-curriculum priority. It can be creatively integrated into many curriculum areas.
The fiction novel set for English might explore relationship issues and the statistics exercise
might involve calculating the incidence of STI, and so on. An online curriculum resource
might usefully assist by providing examples of how this can be done in other subject areas
such as Civics and Citizenship, Humanities, Legal Studies and History. It is all part and parcel
of ‘normalising’ RSE by approaching the topic as an essential set of life skills required to
produce well-rounded citizens (Ollis, 2013).
A Health Promoting School is one that encourages and motivates educators to teach RSE.
The general capacity-building literature stresses the value of rewards to encourage the
development of a well-trained and effective workforce. Where incentives are weak,
recruitment difficulties can be expected. An especially problematic area is the engagement
of male teachers in RSE. The vast majority of sexual health teachers in Australia are female
HPE teachers aged 20 to 39 (Smith et al. 2011). In WA there is a dearth of male teachers
willing and able to teach RSE. Ideally, RSE will utilise the potential contribution of both male
and female teachers.
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Incentives can take various forms. The vocational education and training sector long ago
endorsed accredited core competency-based standards (ANTA, 1999). Accreditation
provides an incentive in the form of formal recognition. It is noted that currently there is
little accreditation available to educators trained and skilled in the delivery of RSE. However,
it is not clear that accreditation would necessarily amount to best practice because:
a. there is no one prescribed pathway for learning how to teach RSE;
b. the prospect of formal assessment might be perceived as threatening by some
educators, thereby eroding enthusiasm to teach the topic; and
c. accreditation has cost implications because it does require the use of assessors.
While accreditation may not be the answer, the question of how to get sufficient numbers
of educators involved in RSE remains.
One way in which the work of RSE educators in schools might be supported is by creating
opportunities for teachers to network with each other as part of a supportive community of
practice. Beyond having access to online curriculum resources, teachers of RSE may also
benefit from being better connected to each other so they can share classroom experiences,
materials and pedagogical foundations. The unresolved issue is how to foster a dialogue
between school staff involved in RSE so that experiential learning can contribute to
improved practice.
The capacity-building literature lays emphasis on the power of fostering horizontal, free,
transparent and open flows of information. Such ‘sideways learning’ enables stakeholders to
learn from each other, disseminating and reinforcing good practice. There are various tried
and proven strategies that are used to build and maintain networks. These include
symposiums, conferences, membership of a peak body or professional society, journal
publications, an accessible database, a register of current courses, regular Internet chat
contact and the provision of outreach support by visiting school consultants. All these
forums and approaches could potentially be used to share and disseminate knowledge
about best practice between educators.
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11. Best Practice 7: Inclusive of Community
The development of an RSE online curriculum support resource ought to follow a
partnership model in which key agencies work together with schools. RSE is a culturally,
socially and politically sensitive subject matter taught within schools. Public investment in
resources such as GDHR can quickly become exposed and vulnerable if the initiative is
perceived as not inclusive of community. The continuity of every initiative is contingent on
community support.
Partnership is recognised as an element of best practice in health promotion, as in many
areas of health service delivery (Voyle & Simmons, 1999; WBI, 2007b). Ridge et al. (2002)
write: “It is concluded that in any effective health promotion activity in schools, the agenda
needs to be driven primarily by an education sector that has demonstrated it can embrace
holistic approaches to health, with the health sector acting as partner and facilitator.”
In Victoria, for example, partners involved include Family Planning Victoria, the Royal
Women’s Hospital, and the Centre for Adolescent Health. The Melbourne Sexual Health
Centre provides support via online resources, as well as offering onsite education and
training opportunities: http://www.mshc.org.au/.
The task of RSE in schools lies beyond the capacity of any one organisation or group working
in isolation. Reductions in teen pregnancies (31% reduction) in Milwaukee were achieved by
a partnership led by the United Way of Greater Milwaukee (a not-for-profit organisation)
https://www.unitedwaygmwc.org/Teen-Pregnancy-Prevention. Previously, the city had one
of the highest teenage birth rates in the US. A 31% reduction was achieved through the
collaborative structure of the city’s Teen Pregnancy Prevention Oversight Committee. This
was achieved in the challenging context of increasing local poverty rates due to recession
and steady national rates of teenage pregnancy in other jurisdictions.
Partnership can strengthen an initiative by furnishing multiple sources of resource support,
as well as access to a wider network of skills, advice, experience and expertise. The explicit
support of government can provide status and credibility for an initiative. However,
community service agencies and universities are able to engage in public advocacy in ways
government cannot. An advantage of a partnership model is that it makes possible
endorsements from reputable organisations. A feature of many of the curriculum resources
viewed online is the use of endorsements to establish trust and confidence.
Acceptance of a partnership model has implications for governance arrangements. The
effectiveness of school-based RSE requires a joint approach by teachers, education workers,
school nurse, school authorities, students, parents, community services, curriculum and
funding bodies. The process of building connections is often slow and intensive work, as
education and health organisations may not have worked closely together before.
Partnership can be time consuming, and may take resources away from more immediate
strategic priorities. It is never cost free.
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Best practice RSE involves the promotion of values of cultural inclusion, equal opportunity
and anti-discrimination (WHO, 2015). Content should recognise, acknowledge and
demonstrate respect for diversity and difference in gender, sexual orientation, faith and
values (Mazin 2014; Formby et al. 2010; Allen 2011; Ferguson et al. 2008; Ollis, 2013; Family
Planning Victoria, 2006). In the past, an ethnocentric bias and cultural blindness has
pervaded education discourse (Lau & Roffey, 2002). Historically, most resources and
materials have emanated from North America and Europe, feeding a tendency to write and
speak about topics such as RSE as if it were a generic universal practice. The problem is that
initiatives predicated on western worldviews may not create safe learning spaces for
minority groups (UNESCO, 2009). There may, for example, be a failure to consider the values
and practices of Indigenous peoples (Hallinger & Leithwood, 1998; Foster & Goddard, 2003;
Dimmock & Walker, 2005). Learning only occurs in a culturally secure setting where those
being educated feel comfortable.
Increasingly, a capacity to educate across cultures is seen as an essential tool for teachers
(Trujillo-Ball, 2003; Dimmock & Walker, 2005; Stewart, 2006; Fitzgerald, 2004). In the age of
globalisation, greater emphasis is being placed on enhancing the capacity of educators to
work across cultures (Wenger, 1998; Keller, 1996). Increasingly, school communities are
economically, socially and culturally diverse. Educators now live and work with students
from diverse backgrounds.
A requirement for cultural competence adds a new dimension to the desired skill set of an
educator, namely the capacity to communicate across value differences. According to the
National Center for Cultural Competence, it is about valuing and managing the dynamics of
difference and acquiring the institutional knowledge to adapt to diversity
http://nccc.georgetown.edu/. A commitment to cultural competence means striving for
more culturally sensitive ways of working that acknowledge diverse beliefs, practices and
life experiences.
Cultural awareness training may help to equip educators with an understanding of the
complex issues and challenges students from different cultures face at school. When
students are subjected to disrespect at school, their teachers need to know how to
respectfully challenge such attitudes. There are theoretical frameworks available specifically
relating to the process of cross-cultural learning in the health field (Rasmussen, 2001).
The challenge for those who design curriculum resources for general use in schools is to
ensure they are appropriate for a population displaying a broad range of beliefs and
attitudes. Cultural factors influence the way in which students respond to different styles of
teaching and learning. Some cultures are more individualistic and some more family
oriented. Some place greater emphasis on autonomous learning, some have different
expectations about how teachers should engage, and some have views about the
appropriateness of males and females learning together. Some students may have particular
curriculum support needs on account of factors such as:
a. cultural identity;
b. religion;
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c.
d.
e.
f.
g.
h.

sexual and gender identity;
English as their second language;
non-English speaking background;
remoteness and isolation;
socio-economic background; and
disability.

Teachers face the challenge of teaching RSE across cultural differences associated with
different behavioural and social expectations. There may be great variation in cultural
values and norms related to adolescence and sexuality, such as views on identity and
independence. This may conflict with cultures where a competent adolescent is understood
as someone who meets family obligations. Some cultures regard adolescence as a time of
strengthening family bonds and taking on new responsibilities within the family. Rather than
expressing independence, adolescents from such cultures may feel more restricted. In
particular, girls may be subject to strict monitoring where their families feel threatened by
exposure to the values of the new culture.
Students from multicultural backgrounds who seek to fit in may be torn between the
expectations of family and the values of their peers. They may suffer emotional stress and
may be subject to bullying.
Cultural differences range from clothing choices to major lifestyle decisions, and can leave
many teens bewildered as to how to reconcile family culture with the more permissive
attitudes of peers. Parental opinions weigh heavily at home but many may be abandoned
when teens are with friends. Relational and educational problems at schools may be the end
result of a clash between teen and family culture. Teens may be subject to cultural
aggression due to skin colour, religion and sexual orientation.
The lifestyle choices made by teens can have a far-reaching effect on families that have
different traditions. A healthy family relationship requires open conversations within a
supportive family. But ultimately, teenagers have to make their own decisions when their
cultural beliefs differ from those of their peers. School counsellors and mental health
professionals can assist teachers to support those students for whom tensions related to
cultural difference are an issue. But the first requirement is a teacher with the cultural
competence and awareness to recognise such issues.
The opportunity is for a broader range of values, knowledge, skills and understandings to be
brought to bear on the process of RSE, with people from different backgrounds engaged and
learning from each other. Thus the process of capacity building becomes a form of crosscultural education where people learn from their disparate experiences.
To date there has been limited research and evaluation work around what are effective
forms of RSE practice when working with people from marginalised or diverse backgrounds
(Dyson 2008). The work of Larkins et al. (2007) with Aboriginal and Torres Strait Islander
(ATSI) youth in North Queensland stands as an exception. There are also specialised
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resources such as Yarning On developed by SHine SA specifically designed to meet the RSE
learning needs of Aboriginal students www.healthinfonet.ecu.edu.au/keyresources/programs-projects?pid=1051.
The best practice of school-based RSE openly encourages the involvement of parents and
carers. Parents and carers may be a significant source of advice and support for children and
adolescents. The evidence is that RSE is more effective when parents and carers reinforce
classroom information and discussion at home.
Ideally, online curriculum resources support RSE information being made freely available to
the home, and explain ways in which parents and carers might be engaged as partners in
reinforcing school RSE messages. Dyson (2008) writes: “The most effective approach to
young people’s sexual health education is achieved when a supportive partnership exists
between parents and – the other vital component – the school.” She recommends that
schools provide written communication to parents about what is covered in RSE and that
they remain open to meeting to discuss any concerns (Dyson, 2008). Where schools and
parents regard themselves as partners in RSE, it is easier to engage children at home about
what they have learnt at school.
Parents and carers generally want RSE taught in schools, provided they know that what is
being taught does not compromise their values, that it is reassuringly age appropriate, that
it does not contribute to the early sexualisation of their children, that it does not promote
promiscuity, and that the teachers are competent (Dyson, 2008). It is rare for parents to
withdraw their children from school-based RSE, the implication being that most approve
(Dyson, 2008). Nevertheless, there is still work to be done on developing and sustaining
trust between parents and schools. According to Dyson (2008): “Parents want to be assured
that those educators who will be teaching their children sexual health education have the
skills and qualifications to do their job well, while remaining sensitive to the diversity of
values among their students and their families.”
Parents and carers can make a significant contribution to the development of informed and
confident young people (Dyson, 2008). According to Dyson (2008): “Those families in which
sexuality has been discussed from the beginning of the children’s lives as an ongoing
conversation, in an easy, relaxed manner, seemed less likely to face conflict with their
adolescent children.” Australian research suggests that adolescents in communication with
their parents about relationships and sexuality are more likely to delay commencement of
sexual activity (Moore & Rosenthal, 2006; Marie Stopes International, 2008).
The evidence is that parents and carers often feel ill prepared for the responsibility of
engaging with their children about issues to do with relationships. Many could benefit from
access to resources and support (Dyson, 2008; Marie Stopes International, 2008; Sorenson
et al. 2007). Parents can feel embarrassed talking with their children about relationships and
sexuality (Moore & Rosenthal, 2006). The subject matter may also raise sensitive cultural
issues for some (Dyson, 2008). Feeling more comfortable comes with more frequent
communication. According to Dyson (2008):
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“Some parents struggle to fulfil their role of raising sexually healthy children and expressed
the need for support and assistance. Some had negative experiences of their own childhood
sex education, others felt they were not well prepared and lacked both the knowledge and
self-confidence needed for the task.”

A gender gap exists when it comes to talking about sexuality at home (Dyson, 2008). More
females engage in discussions about relationships and sexuality than males (Dyson, 2008).
Fathers tend to be more reticent communicators and reluctant to become involved (Dyson,
2008). Boys are more likely to be influenced by their peers than their fathers (Dyson, 2008).
Another barrier for parents and carers in the workforce is limited time to engage with their
children as they juggle life’s priorities (Dyson, 2008).
The extent to which parents and carers are able to exercise influence over their adolescent
children is variable. Young people may be seeking to create their own personal space and
identity, struggling to separate emotionally. Parents and carers who try to raise the topic
risk being seen as intrusive (Dyson, 2008; Smith et al. 2003). Dyson (2008) writes that the
most effective strategy is to start the conversations early.
“Most parents had not discussed sexuality with their children unless they thought their child
was in a relationship that might lead to sex. This might already be too late to prevent risky
sexual behaviour. The authors advocate encouraging parents to begin open conversations
with their children when they [the children] are young – well before they might be in a
relationship that could lead to sex.”

The evidence is that parents and carers value resources and support that enable them to
talk with their children. Parents and carers may benefit from access to RSE resources that
support them in fulfilling their role with their children, enabling communication about RSE
to extend beyond the classroom. For example, they may benefit from guidance on
conversation starters and opening lines (Dyson, 2008). The Triple P (Positive Parenting
Program) is popular with parents and carers in WA. A feature of PPP is that it can be pitched
at different levels tailored to the needs of particular groups. Parents and carers may also
appreciate practical advice on how to supervise their children’s Internet usage and install
filters on devices such as smartphones, iPods, iPads and home computers.
RSE outcomes are more likely to succeed where there are strategies that engage parents
and community to complement classroom teaching and learning. Unfortunately, one of the
least successful aspects of RSE is attaining the involvement of parents and carers (Dyson
2008). Few schools engage parents and carers in RSE planning and implementation (Dyson,
2008).
RSE may now be widely accepted as an integral part of the education curriculum (Dyson,
2008). Nevertheless, the wider social, political, cultural and economic milieu still make it a
challenge to deliver since:
a. many parents and carers are uncomfortable discussing sexuality which can conjure
feelings of embarrassment, controversy, guilt and inadequacy (Moore & Rosenthal,
2006);

44

GDHR Impact Evaluation: Desktop Literature Review

b. sexuality is a contested flashpoint where progressive and conservative views can
conflict;
c. there can be divergent values about RSE, even within families;
d. there are sensitive boundary issues for the state, schools, parents and communities
to negotiate (Dyson, 2008); and
e. gendered assumptions are socially ingrained.
These are contextual issues that cannot be overcome by a curriculum resource alone and
which ideally require a sound foundational understanding of local community attitudes and
beliefs to take account of the local social environment. For example, early parenthood is an
issue in some communities more so than in others. It is also the case that some
communities reflect particular faith-based values and beliefs. It is noted that historically
little sexuality education has occurred in some faith-based schools, limiting the reach of
resources such as GDHR. Not all students have the same information and support needs.
Cultural diversity, language differences, competing values, attitudinal divides and gender
divisions are all factors that will continue to pose challenges in some schools.
The influential ‘Stages of Lifestyle Change’ theory focuses on understanding change
processes at a community and societal level (Prochaska et al. 2002). Investment in getting
community involved is seen as the key to achieving sustainable outcomes. The approach
reflects general broader trends in capacity-building evident in areas such as international aid
and development (Ausaid 2004, 2006; Horton et al. 2003). The aim is to strengthen the
collective capacity of people interacting socially. From this perspective the most effective
initiatives are early intervention and prevention measures that foster community
participation, thereby enabling people to take greater ownership and respond to health
issues (Willis et al. 2005). However, there are limits on the capacity of time-poor educators.
A teacher pressed for time is likely to be looking for a good resource to use in a hurry. The
extent to which they can participate in devising responsive tailor-made solutions adapted to
local community needs and demographic characteristics is limited.
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12. Best Practice 8: Aligning GDHR with Best Practice Principles
This GDHR literature review has identified principles of best practice in RSE. These principles
were discussed and refined in consultation with the Evaluation Reference Group.
The extent to which GDHR might be considered to align with the principles was also
discussed. The results are summarised in Table 3 below. This process assisted the evaluator
to identify the strengths of the GDHR resource and to highlight areas for possible
improvement.
In most respects the evaluation found that the GDHR online curriculum resource aligns with
the principles. Changes which may provide scope to further enhance the resource could
include:
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

greater attention to promoting positive student values;
more varied use of pedagogically sound teaching-learning techniques;
greater opportunities for students to engage in inquiry-led learning;
use of incentives to engage more teachers and a broader range of school staff with
the GDHR resource;
provision of sustained support for RSE educators such as networking, mentoring and
coaching;
greater use of ICT and graphics in the online resource and in the classroom;
systematic monitoring of usage of the GDHR resource by teachers;
engaging with other health-education resources to promote a cross-fertilisation of
ideas;
encouragement of parental and community input into the future development of the
resource; and
greater support for GDHR implementation from school leadership.
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Table 3: Supporting evidence of GDHR best practice
1. CONTENT IS
COMPREHENSIVE

ME
Resource imparts
both factual and
values content in
areas such as
reproduction, the
characteristics of
respectful
relationships and
diversity.

ME
Resource provides a
varied range of
pedagogically sound
instruction methods
and tools to teach
RSE.

2. AGE
APPROPRIATE

MR
Content is
provided across all
years of schooling,
with materials
appropriately and
logically
sequenced from
early childhood to
adolescence.

ME
Resource aligns
with curriculum
standards and is
demonstrably
evidence-based.

3. DELIVERED BY
EDUCATORS
TRAINED IN RSE

ME
Delivered by male
and female
educators/school
staff such as
qualified teachers,
school nurses,
counsellors and
community
educators with
specialised
experience and/or
expertise in RSE.

MR
Teaching-learning
materials contained
in the resource are
readily available to
educators without
barriers to access.

4. INFORMED BY
EXPERTISE

MR
Informed by
behavioural theory.

MR
Resource draws on
RSE research and
evaluation literature.

5. COMMITMENT TO
CONTINUOUS
IMPROVEMENT

MR

6. WHOLESCHOOL
APPROACH

7. INCLUSIVE OF
COMMUNITY

MR

ME

Online curriculum
resource is
located within a
broader ‘Health
Promoting
Schools’ policy
framework.

The development
of the resource
follows a
partnership model
in which agencies
work together.

MR

ME

MR

Benchmark comparisons
made with other RSE and
health promoting online
curriculum resources
used in schools.

School leadership
is actively
supportive of RSE
and has RSE
policies and
procedures in
place.

The online
curriculum
resource is nonjudgemental, nondiscriminatory and
respectful of
diversity and
difference in
gender, sexual
orientation, faith,
culture and values.

Process of systematic
data collection and
monitoring to enable
judgments to be made
about how well the
resource is working.
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1. CONTENT IS
COMPREHENSIVE

ME
Resource
encompasses the
teaching of protective
behaviours and
promotes
harm minimisation.

MR
Resource includes
activities that enable
students to make
informed personal
and interpersonal
decisions and
choices.

2. AGE
APPROPRIATE

MR
Clear learning
objectives are
established for
each year.

ME
Informed
by current
curriculum
expertise and
pedagogy and
current
recommended
models of
curriculum
resource support
for school-based
RSE educators.

3. DELIVERED BY
EDUCATORS WITH
EXPERTISE IN RSE

ME
RSE capacitybuilding initiatives
are informed by
training needs
analysis.

MR
Educators have
opportunities to
access RSE training
and PD in which
adult learning
principles are
upheld.

4. INFORMED BY
EXPERTISE

MR
Resource is informed
by curriculum
expertise.

ME
Resource is informed
by information and
communication
technology and stateof-the-art website
design and graphics.

5. COMMITMENT TO
CONTINUOUS
IMPROVEMENT

6. HEALTH
PROMOTING
SCHOOLS
APPROACH

MR

LE

Opportunities to learn
from and share ideas with
similar initiatives
operating elsewhere.

Schools work to
ensure adequate
space for RSE in a
crowded
curriculum and
take
opportunities to
teach RSE in
learning areas
beyond the
Health and
Physical
Education
curriculum.

MR
Periodic independent
audit, review and
evaluation of the
resource.

LE
Schools actively
promote use of
the GDHR
resource to and
by teachers.

7. INCLUSIVE OF
COMMUNITY

MR
There are
opportunities for
educators to
enhance their
cultural
competence.

LE
Information about
resource content is
made readily
available to
parents/carers.
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1. CONTENT IS
COMPREHENSIVE

2. AGE
APPROPRIATE

ME

MR

Resource is relevant
to current issues in
RSE.

MR
Resource promotes
access to relevant
community services.

Key:

MR
ME
LE

Educators are
resourced with a
set of guiding
educational
principles, not just
content.

3. DELIVERED BY
EDUCATORS WITH
EXPERTISE IN RSE

MR
The resource
supports educators
to feel both
competent and
comfortable when
teaching RSE.

4. INFORMED BY
EXPERTISE

5. COMMITMENT TO
CONTINUOUS
IMPROVEMENT

MR

MR

Experienced schoolbased RSE educational
practitioners have
opportunities to input
into resource
development.

Resource is responsive to
technological and value
changes in the social
context over time.

LE

LE

MR

There are
opportunities for
high school
students to
engage in inquiryled learning and
have input into
RSE content and
process.

Sustained support is
available to RSE
educators in the
form of networks,
coaching and
mentoring.

Checks for compliance
with government
policy and legal
requirements.

MR
Input into school-based
RSE from parents and
carers is openly
encouraged and
responsively adapts to
local community needs.

6. HEALTH
PROMOTING
SCHOOLS
APPROACH

LE
Schools provide
incentives to
motivate
educators to
teach RSE.

7. INCLUSIVE OF
COMMUNITY

MR
Parents/carers
have access to
resources that
support them in
their RSE role with
their children.

ME

LE

School-based RSE
educators have
opportunities to
network with
each other as part
of a community of
practice.

Local communities
are encouraged to
take responsibility
for RSE issues.

Meeting requirement
Mixed evidence/partially meeting requirement/room for improvement
Little evidence of substantially meeting the requirement.
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13. Conclusion
This report has posited seven criteria as best practice in school-based RSE, based on lessons
learnt from the literature.
13.1 Comprehensive Resource
The content of a curriculum resource needs to be comprehensive. There are several aspects
to this: the inclusion of both factual and values content; utilising a varied range of
pedagogically sound instruction methods and tools; ensuring the resource retains engaging
contemporary relevance over time; locating learning about sexuality in a broader context of
values and healthy relationships; teaching protective behaviours and harm minimisation;
including activities that enable students to make informed personal and interpersonal
decisions; and promoting access to other relevant resources and community services.
13.2 Age Appropriate
The curriculum standards in place should be age appropriate (UNESCO, 2009; Mazin, 2014),
with lessons logically sequenced from early childhood to adolescence, with learning
objectives by year. There also ought to be a set of clear guiding principles, not just content.
If a resource is to be used in schools, it is critically important that the materials it contains
explicitly align with current recommended models of curriculum support. Current
curriculum expertise and pedagogy should guide what is taught and when. Older children,
for instance, may want to be more self-directed and inquiry led (Allen, 2005; Harrison &
Ollis, 2015).
13.3 Access to PD
Educators delivering RSE should ideally receive some specialised professional development
in the field. To achieve this educators need accessible teaching-learning resources that are
freely available to them. In addition to curriculum resourcing, some educators benefit from
opportunities to access training in RSE. This would ideally be confirmed by prior training
needs analysis to ensure the right teachers are being reached. Being a qualified teacher and
having a curriculum resource may not always be sufficient to enable educators to feel both
competent and comfortable with RSE delivery.
13.4 Informed by Expertise
A sound curriculum resource needs to be informed by independent expertise in a range of
relevant areas, including sexual health, behavioural theory, pedagogy, policy and evaluation,
project management and information and communications technology. Such expertise can
be found in the academy, within government and in external jurisdictions. It can also be
sourced amongst school-based practitioners, some of whom are highly experienced in the
delivery of RSE.
13.5 Continuous Improvement
A curriculum resource ought to be grounded in a culture of continuous improvement.
Where this is the case there will be a trail of evidence in the form of audit, review or
evaluation. Such work needs to be founded on systematic data collection to enable
judgments to be made about how well the resource is working. Opportunities to learn from,
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and share ideas with, similar health promotion initiatives operating in schools in other
jurisdictions also need to be taken up. Doing so enables benchmark comparisons to be
made. A further aspect of quality control is checking to ensure any resource is compliant
with policy and legal requirements. Where the characteristic features of a resource align
with current approaches, in Australia and internationally, then this may be taken as a source
of reassurance. By itself, however, it does not provide sufficient basis upon which to assume
quality in all respects.
13.6 Health Promoting Schools Framework
The literature suggests that delivery of effective school-based RSE may require more than
curriculum resources and a lesson plan. Health promotion initiatives appear to work better
when located within a broader health promoting schools framework. This requires local
school leadership actively supportive of RSE, the promotion of curriculum resources to
teachers, incentives that motivate educators to teach RSE, the creation of adequate time
and space for RSE lessons, the adoption of whole-school RSE policies and procedures, and
exploring opportunities to embed RSE beyond the Physical Health and Education curriculum.
It also means a shift towards greater self-development, with interested educators
encouraged to network more with each other around RSE as part of an emergent
community of practice.
13.7 Inclusive of Community
A curriculum resource ought to strive to be inclusive of community. It requires a nonjudgmental and non-discriminatory stance respectful of diversity and difference in gender,
sexual orientation, faith, culture and values (Harrison & Ollis, 2015). Initiatives may reflect a
partnership model with key stakeholders working together across organisational
boundaries. The involvement of parents, carers and the community service in the RSE sector
is to be encouraged. These stakeholders in turn can benefit from better access to RSE
resources specifically designed to support their capacity to engage their children about
relationships and sexuality. A policy systems view might see a resource like GDHR occupying
a place alongside other initiatives that together work on a platform of agreed outcomes and
shared responsibilities.
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