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Abstract 

Adolescents who initiate sexual intercourse at early ages may be at a 

heightened risk of negative sexual health outcomes at the time of first sex 

and later in life. In the case of Ireland, there is inadequate knowledge about 

the specific correlates of early sexual initiation among adolescents. 

Underpinned by Bronfenbrenner’s Bioecological Theory of Human 

Development, early sexual initiation and the relationship between contextual 

socio-demographic, health and lifestyle factors, and the timing of first 

sexual intercourse is explored. The study employed an explanatory 

sequential design and analyses data from sexually active 15-17 year olds 

collected through the Irish 2014 Health Behaviour in School-Aged Children 

(HBSC) study  

Socio-demographic and lifestyle factors were a stronger predictor of age of 

sexual initiation for girls than boys, which was also associated with early 

risk behaviour initiation. Family support and number of male friends were 

significant predictors among boys only. Reporting the use of alcohol or 

experience of being drunk, and unhealthy food consumption were 

significant factors for girls only. 

Of the nationally representative sample, 37.4% of boys and 26.5% of girls 

reported initiating sexual intercourse before the age of 15 years, and they 

were significantly more likely to have an older partner and less likely to 

have used condoms at the time of first sex compared to those who initiated 

at older ages. Early initiators were also less likely to be happy with the 

timing of first intercourse,  

Qualitative workshops collated feedback and perspectives from adolescents 

on the quantitative findings. Through the process of thematic analysis four 

main themes were identified: decision-making, power imbalances, social 

judgement and adolescents’ recommendations, with substantial variation 

across boys and girls. 

This study provides an insight into the specific contexts and circumstances 

associated with early sexual initiation, and revealed clear gender differences 

in both the factors and behaviours related to the timing of first sexual 
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intercourse as well how this is experienced. It emphasises the need for 

holistic as well as targeted approaches to sexual health promotion. 

Adolescent sexual health is socially and politically relevant in Ireland at this 

time as an update of Relationships and Sexuality Education (RSE) has been 

mandated. These findings can feed into curricula to equip adolescents with 

the skills and competence to successfully navigate sexual situations socially, 

emotionally and physically.  
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Chapter 1: Introduction 

1.1 Overview 

The PhD study aims to explore the context and circumstances of early 

sexual initiation among adolescents in Ireland. The objectives of the study 

were to investigate the contextual socio-demographic, health and lifestyle 

factors associated with the timing of first sexual intercourse and to 

determine the circumstances and behaviours specific to the event of early 

first sexual intercourse. The study also explores the perspectives of 

adolescents on the context and circumstances of early sexual initiation and 

the reduction of associated risks. These research objectives were designed in 

order to contribute to the knowledge base on adolescent sexual health and 

behaviour in Ireland and to inform future sexual health promotion 

initiatives. 

1.2 Sexual health 

Sexual health plays an integral part in an individual’s overall health and 

well-being, both physically and mentally, its’ importance is not limited to 

reproductive health or the reproductive years of life, and is relevant 

throughout the life of an individual (WHO, 2010a). The World Health 

Organization (WHO) outlined the importance of sexual health as early as 

1975, continually building on the key concepts and proposing a working 

definition of sexual health as: 

“…a state of physical, emotional, mental and social well-being in relation to 

sexuality; it is not merely the absence of disease, dysfunction or infirmity. 

Sexual health requires a positive and respectful approach to sexuality and 

sexual relationships, as well as the possibility of having pleasurable and safe 

sexual experiences, free of coercion, discrimination and violence. For sexual 

health to be attained and maintained, the sexual rights of all persons must be 

respected, protected and fulfilled.” (WHO, 2006, p. 5). 

According to this definition sexual health encompasses reproductive health, 

sexuality and sexual rights, and reflects a holistic approach to sexual health 

(WHO, 2002, 2006). Sexuality and sexual behaviour are fundamental 
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elements of both sexual and reproductive health, however, as the majority of 

sexual activity is not concerned with reproduction, sexual health is 

considered a broader concept and important throughout the lifespan (WHO, 

2010a). Sexual health acknowledges the aspiration of individuals and 

couples of all sexual orientations to have enjoyable and satisfying sexual 

experiences (WHO, 2010a). An individual’s sexual health is influenced by a 

variety of psychological, cognitive, physical, socio-cultural, political, legal, 

religious and economic factors, a number of which they have very little 

control over (Layte et al., 2006; Wellings et al., 2006; WHO, 2010b). Levels 

of sexual health are determined by the interaction of several of these factors, 

and so all of these aspects must be considered in the measurement and 

promotion of sexual health (WHO, 2010b). In turn, standards of sexual 

health have the potential to affect overall physical and mental well-being 

making it an important consideration in public health (U.S. Public Health 

Service, 2001).   

The WHO’s definition of sexual health is progressive and optimistic in 

nature, but Sandfort & Ehrhardt (2004) believe that achieving good sexual 

health according to this definition could be very difficult for many 

individuals, particularly those from sexual minorities, as a result of the 

prevalence of sexual prejudice. They also point out that the WHO definition 

infers psychological and societal norms about how sexuality is expressed 

(for example, rules around what constitutes acceptable sexual behaviour), 

and as such generates the question of whose or what beliefs and values 

shape the definition of sexual health and become regulators (Sandfort & 

Ehrhardt, 2004).  

Central to the notion of sexual health is ‘sexuality’. The WHO provides an 

in-depth definition of sexuality as: 

“Sexuality is a central aspect of being human throughout life and 

encompasses sex, gender identities and roles, sexual orientation, eroticism, 

pleasure, intimacy and reproduction. Sexuality is experienced and expressed 

in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, 

practices, roles and relationships. While sexuality can include all of these 
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dimensions, not all of them are always experienced or expressed. Sexuality 

is influenced by the interaction of biological, psychological, social, 

economic, political, cultural, ethical, legal, historical and religious and 

spiritual factors.” (WHO, 2006, p. 5). 

This definition is inclusive of all gender identities, sexual orientations and 

desires and implies that all of these aspects have relevance in the realm of 

sexual health at all ages and life stages (Sandfort & Ehrhardt, 2004). The 

WHO definition provides a holistic and inclusive description of sexual 

health. The notion of sexual health is also entrenched in individual national 

and political contexts and cultural environments (Edwards & Coleman, 

2004; Giami, 2002). Subsequently, as current definitions of sexual health 

have been moulded by historical events and changing culture and politics, it 

is likely that definitions will further evolve and be adapted in line with 

future world events (Edwards & Coleman, 2004).   

The WHO definition promotes a positive approach to sexual health (WHO, 

2002), however, in reality sexual health outcomes often take a negative 

focus particularly in terms of public health. Levels of sexual health tend to 

be measured by outcomes such as prevalence of Sexually Transmitted 

Infections (STIs), unplanned pregnancy and sexual violence, with public 

health campaigns often aiming to reduce rates of these adverse outcomes 

(Hogben, Ford, Becasen, & Brown, 2015; WHO, 2010a). Clinical indicators 

of poor sexual health include: STIs, ectopic pregnancies, infertility, cervical 

cancer, unintended pregnancy, abortion, as well as adverse psychological 

outcomes as a result of sexual abuse or violence (Campbell, 2002; Resick, 

Williams, Suvak, Monson, & Gradus, 2012; Ward, Cassell, Williams, & 

Aylin, 2005). Poor sexual health can also present as poor educational, 

economic and social outcomes such as for teenage mothers and their 

children (Robson & Berthoud, 2003), however, this is not always the case 

and is more common among those who already come from disadvantaged 

backgrounds (Shaw, Lawlor, & Najman, 2006). 
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1.3 Sexual Health Promotion 

The goal of Health Promotion is to promote good health and well-being, 

prevent disease and poor health and to do so by encouraging healthy 

behaviours and supporting individuals and communities to optimise their 

own health (Collumbien & MacDowall, 2012; WHO, 1986). Health is 

defined by the WHO as “a state of complete physical, mental and social 

wellbeing and not merely the absence of disease or infirmity” (WHO, 1948, 

p. 1). Health is described as a resource for living a normal life, not the 

object of existence and should be viewed as a positive concept focusing on 

personal and social resources as well as physical capacities (WHO, 1986). 

The concept of health promotion first arose in the 1980s and the first 

international conference on Health Promotion in Ottawa described it as: 

“….. the process of enabling people to increase control over, and to 

improve, their health. To reach a state of complete physical, mental and 

social well-being, an individual or group must be able to identify and to 

realize aspirations, to satisfy needs, and to change or cope with the 

environment” (WHO, 1986, p. 1). 

Health Promotion focuses on protecting and promoting the positive health 

and wellbeing of an individual and entire community, as opposed to 

exclusively focusing on physical health (Nutbeam, 1998; WHO, 1986). The 

health promotion paradigm is underpinned by five key actions areas which 

include building healthy public policy, creating supportive environments, 

strengthening community action, developing personal skills and reorienting 

the health services (WHO, 1986).  

The Ottawa Charter for Health Promotion (1986) also recognised the impact 

the environment may potentially have on the health of an individual. 

Expressly, the social determinants of health, commonly defined as “the 

conditions in which people are born, grow, live, work and age” 

(Commission on Social Determinants of Health, 2008, p. 1), have been 

acknowledged as playing a fundamental role in determining the physical, 

social, emotional and spiritual well-being of an individual (Commission on 

Social Determinants of Health, 2008; WHO, 1986).  
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Sexual health promotion in particular is concerned with improving the 

sexual health status of populations and reducing adverse outcomes 

associated with poor sexual behavioural practices through the use of social 

and individual level behavioural interventions, supportive structural factors 

and policy level interventions and initiatives (Collumbien & MacDowall, 

2012; Wellings et al., 2006). As mentioned above, sexual health is 

influenced by a range of factors (WHO, 2010b) and this coupled with the 

inevitable sensitive and personal nature of the topic means that the 

promotion of sexual health can be a particularly complex and challenging 

endeavour (Collumbien & MacDowall, 2012).  The World Health 

Organization describes the key elements that public health structures and 

health promotion activities should aim to include in the area of sexual health 

including “STIs and RTIs (reproductive tract infections); unintended 

pregnancy and safe abortion; sexual dysfunction and infertility; violence 

related to gender and sexuality (including female genital mutilation); young 

people’s sexual health and sexual health education; sexual orientation and 

gender identity; mental health issues related to sexual health; the impact of 

physical disabilities and chronic illnesses on sexual well-being; and the 

promotion of safe and satisfying sexual experiences” (WHO, 2010a, p. 6) 

As a result of the variation in factors influencing sexual behaviour and 

practices worldwide, along with the diversity of sexual health related 

priorities and concerns, no common approach to sexual health promotion 

will be successful in all settings and thus interventions and initiatives must 

be tailored to the specific contextual factors and needs of the population 

(Wellings et al., 2006). In order to successfully promote sexual health it is 

necessary to understand the population that is the focus of the intervention 

or initiative, what influences sexual practices – what factors are protective 

against sexual ill-health among the population, and what factors promote or 

discourage positive sexual health and behaviour (Collumbien & 

MacDowall, 2012; Dean & Fenton, 2010). These influencing factors can 

vary according to gender and age, across countries and environments, and 

over time (Giami, 2002; Khan & Mishra, 2008; Nic Gabhainn, Baban, 

Boyce, Godeau, & HBSC Sexual Health Focus Group, 2009; Nicolosi et al., 
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2004; Tolman, Striepe, & Harmon, 2003; Varga, 2003). Indicators of 

successful and effective sexual health promotion are reflected in populations 

through good personal and sexual relationships, provision of adequate sex 

education and disease prevention, low levels of teenage pregnancy 

incidence, efficient diagnosis and management of STIs, screening and 

counselling for HIV and management of HIV patients, measures for the 

prevention of cervical and lower genital tract cancers, provision of family 

planning and pregnancy counselling, and the provision of psychosexual 

counselling and counselling relating to issues of sexual abuse (Department 

of Health, 2015; WHO, 2006, 2010b). 

Sexual behaviour poses challenges for health promotion strategies because it 

is hard to talk about, politically complex and is a personal experience that 

takes place in a private setting (Collumbien & MacDowall, 2012; Fenton, 

Johnson, McManus, & Erens, 2001). In the public health arena the majority 

of efforts tend to rely on harm reduction and limitation, focusing on social 

learning and persuasion to abate undesirable outcomes (Collumbien & 

MacDowall, 2012; Ross, 2002).  Adverse sexual health outcomes such as 

unintended pregnancy, STIs and HIV generally receive the most attention in 

the area of health promotion, followed in more recent times by a focus on 

sexual violence and sexual dysfunction (Collumbien & MacDowall, 2012; 

WHO, 2010a). However, difficulties still remain in transforming 

interventions from an exclusive emphasis on prevention, treatment and care 

of sexual ill-health to include wider concepts of health and well-being 

(Collumbien & MacDowall, 2012; WHO, 2010a). Cultural and sexual 

norms within a setting restrict the extent to which sexually fulfilling 

lifestyles can be advocated for as it would require specific discussion of 

sexuality and intimacy albeit in the context of health and well-being 

(Allman, Adebajo, Myers, Odumuye, & Ogunsola, 2007; Collumbien & 

MacDowall, 2012; Roudsari, Javadnoori, Hasanpour, Hazavehei, & 

Taghipour, 2013). 

Two main approaches to sexual health interventions underpin the majority 

of programmes in the field of health promotion; behavioural interventions 

and structural interventions (Collumbien & MacDowall, 2012). Behavioural 
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interventions are concerned with the key communication approaches of 

advocacy, community mobilisation and mass media initiatives. Interventions 

typical of this approach include counselling, support groups, peer education, 

traditional media, mass media, advocacy and community mobilisation. The 

focus of these strategies is not only to influence health behaviour on an 

individual level, but also in the wider environment (Macdowall & Mitchell, 

2006). Originating in the behavioural sciences these models emphasise the 

significance of knowledge and beliefs about health, the value of self-

efficacy, and perceived social norms and influences (Davis, Campbell, 

Hildon, Hobbs, & Michie, 2015; Norman & Conner, 2000). Environment 

and context are also crucial with successful interventions not necessarily 

translating to all settings (Elder, 2001).  

Structural approaches in health promotion aim to promote positive health by 

modifying the social, political and economic environments in which health 

is shaped (Blankenship, Friedman, Dworkin, & Mantell, 2006; Collumbien 

& MacDowall, 2012). Interventions attempt to tackle both proximate 

factors, directly affecting individual risk, and also more distant factors such 

as government policy (Gupta, Parkhurst, Ogden, Aggleton, & Mahal, 2008). 

Structural interventions generally fall under three main levels: macro 

(national or regional); meso (community or group), or micro (individual1) 

level (Collumbien & MacDowall, 2012; Parkhurst, 2007). Examples of 

macro-level structural interventions for sexual health promotion include 

changes to the: legal age of consent, legal protections against rape and 

sexual violence, abortion legislation, provision of sexual and reproductive 

health services and access to contraceptives and STI testing (Blankenship, 

Bray, & Merson, 2000; Parkhurst, 2007). Meso-level structural sexual 

health interventions might include, for example, stigma reducing media 

messages, women’s groups, youth spaces, reducing school fees (access to 

education) or group-based education; micro-level interventions include 

context-specific sex education or microfinance schemes (Parkhurst, 2007). 

                                                 
1 The sexual behaviours explored in this study involve two people, however, micro-level 

sexual health interventions aimed at adolescents are aimed at the individual. 
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To summarise, theories of behaviour and communication are useful in 

developing effective strategies in sexual health. It is important to combine 

these approaches with ecological models that also account for interactions 

between individual and contextual factors (Collumbien & MacDowall, 

2012; Heise, 2011). On the other hand, structural interventions tend to be 

long-term but can be empowering or transformative in nature, though 

because contexts are in reality multifaceted they do not always function as 

expected and so unintended consequences must always be considered 

(Collumbien & MacDowall, 2012; Koenig, Ahmed, Hossain, & Mozumder, 

2003). In advance of designing and assessing sexual health interventions it 

is vital to have accurate and reliable information, collected through robust 

research methodologies, about the target population as well as the aetiology 

of the sexual health issue in question (Bailey et al., 2015; Wellings & 

Collumbien, 2012). Previous research in the field of adolescent health have 

generated essential knowledge on the improvement of prevention and 

intervention strategies in health care and education with the goal of 

promoting young people’s sexual health (Nahom et al., 2001; Salazar et al., 

2010).  

1.3.1 Sexual health promotion and policy in Ireland 

As a setting, the Republic of Ireland has faced a number of cultural and 

political barriers to overcoming inadequate sexual health outcomes, many of 

which are influenced by the strong Roman Catholic influence in the country. 

The integration of Church and state in post-independence Ireland in the 

early part of the 20th century, and the incorporation of Catholic ideals into 

the Constitution of Ireland in 1937, led to the Catholic Church having a 

strong influence on aspects of state policy, including health and social 

policy (Adshead & Millar, 2003; Fuller, 2004). In Ireland, Catholic 

prohibitions on the use of contraception and abortion, masturbation, non-

marital sex, non-heterosexual sex, and sterilisation underlined the belief of 

the Church that sex was fundamentally a procreative act (Browning, Green, 

& Witte Jr, 2006; Earner-Byrne, 2010). Though in recent decline, in the 

most recent census of the population in 2016, 78.3% of the Irish population 

identified themselves as Roman Catholic (Central Statisitics Office, 2017). 
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As well as through a large Roman Catholic population, the Catholic ethos 

also prevails in many institutions in the country to this day. Ireland has a 

tradition of denominational schools, and though this is gradually changing: 

just under 90% of schools in Ireland have a Catholic ethos, and a further 

5.4% report a Church of Ireland (Anglican) ethos (Department of Education 

and Skills, 2017b). Sex education was first introduced to schools in Ireland 

in 1996 in the form of Relationships and Sexuality Education (RSE) and is 

taught as part of the Social, Personal and Health Education curriculum. The 

RSE curriculum focuses on relationships rather than sexuality and is 

predominantly concerned with helping children to develop self-confidence 

and self-esteem (Mayock, Kitching, & Morgan, 2007). It begins in primary 

school with a focus on self-respect, social interaction and safety and self-

awareness, moving on to an emphasis on human growth, development, 

sexuality and relationships in post-primary school (National Council for 

Curriculum and Assessment, 1997a, 1997b). 

Relationships and Sexuality Education became mandatory in 2003, but its’ 

content and implementation is not mandated and is generally determined by 

the schools’ own cultural context, making for inconsistent execution of the 

programme often underpinned by a Catholic religious ethos (Irwin, 2009; 

Mayock et al., 2007). Despite the lack of uniform implementation of the 

RSE curriculum, research in Ireland demonstrates associations between sex 

education and positive sexual health practices, with a particular influence in 

the context of first sexual intercourse and later sexual health (Bourke, 

Boduszek, Kelleher, McBride, & Morgan, 2014). 

The health care system in Ireland also has strong links to the Catholic 

Church and many hospitals have been established and run by religious 

orders, with many still adhering to the Catholic ethos, being owned by the 

Catholic Church and having senior church figures on their Boards of 

Management. This affiliation has resulted in a strong influence of the 

Church on health and sexual health policies and health care systems over 

many decades in the country (Barrington, 2003). The Church maintained 

much of its power in the area of healthcare through its formidable influence 

over moral and ethical issues (Adshead & Millar, 2003), even framing 
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contraception as a moral issue as opposed to a health issue and dismissing 

any health related benefits for women in particular (Earner-Byrne, 2010). 

The manipulative influence of the Catholic Church on healthcare in Ireland 

has waned in recent times, its presence is still audible in the debate around 

assisted reproductive technologies in recent times as well as its opposition to 

the introduction of abortion (Earner-Byrne, 2010; McDonnell & Allison, 

2006; Reidy, 2019). 

Irelands’ close association with the Catholic Church has not only at times 

been a barrier to sexual health promotion, it has in fact been embroiled in a 

number of controversies that were directly damaging to the sexual health of 

the country’s population. For example, the Catholic Church has been 

involved in scandals such as clerical sexual abuse and the church sanctioned 

institutionalisation and abuse of unmarried pregnant women in so-called 

‘Magdalene laundries’ and ‘Mother and baby homes’ as recently as the late 

1990s (Fischer, 2016; McLoone‐Richards, 2012; Michael Garrett, 2017).  

1.3.2 Legislation and policy influencing sexual health 

The strong overlap of Church and State in Ireland, along with a strong sense 

of nationalism and traditionalism, has meant that Ireland has been slow to 

progress in areas such as sexual health. However, the landscape of the 

country has being improving exponentially in more recent times. Looking 

back over legislative milestones in Ireland the Church’s influence in 

government matters is clearly evident. It was not until 1979 that the Health 

(Family Planning) Act facilitated the provision of contraception for family 

planning purposes or medical reasons, but this was limited to prescription 

only and restricted to married couples (Irish Statute Book, 1979). By 1985, 

condoms and spermicides were permitted without prescription to individuals 

over the age of 18 years (amended to 17 years in 1992) through hospitals, 

pharmacies, General Practitioners (GP), and family planning clinics (Irish 

Statute Book, 1985). A further amendment to the Act in 1993 allowed for 

the selling and supplying of condoms with very little restriction. The Irish 

Medicines Board granted a licence in 2002 for the first emergency 

contraception product to be provided via prescription-only. Emergency 
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hormonal contraception eventually became available in pharmacies without 

prescription in 2011 (Department of Health, 2015). 

In 1993, homosexual acts between consenting males over the age of 17 

years was decriminalised (Department of Health, 2015; Irish Statute Book, 

1993). Though this action could be seen as late in comparison to many other 

countries, the changing attitudes in the population were clearly seen when in 

2015 Ireland became the first country to introduce same-sex marriage 

through a democratic vote of the population (Irish Statute Book, 2015).  

Physicians, counsellors and advisory agencies were first permitted in 1995 

to provide information on abortion services, and in 2013, the Protection of 

Life During Pregnancy Act was passed allowing access to lawful 

termination of pregnancy in cases where there is a real and substantial risk 

to the life of the mother (Department of Health, 2015). Only very recently in 

2018, through the process of a referendum, was the Irish Constitution 

amended to allow for the provision of abortion services without constraints 

up to 12 weeks of pregnancy (Irish Statute Book, 2018). This constitutional 

amendment which impeded on women’s sexual and reproductive choices is 

representative of the changing culture of Ireland in more recent times which 

sees a clear departure from traditional Catholic views. Another significant 

legislative milestone in the realm of sexual health in Ireland was the 

Infectious Diseases (Amendment) Regulation 2011, making HIV legally 

notifiable (Irish Statute Book, 2011). 

Additional legal measures, even when not specifically health related, have 

also indirectly impinged on the sexual health of the Irish population, women 

in particular. Legislation around the institution of marriage meant that only 

in 1995, following a second referendum, was divorce legally permitted in 

Ireland (Christopher, 1997), and it was also only in 1990 that marital rape 

was criminalised (Irish Statute Book, 1990).  

The first official policy acknowledgment of sexual health as a key issue for 

the health and well-being of the Irish population was in the 2000 through 

The National Health Promotion Strategy (2000-2005) (Department of 

Health and Children, 2000). Following this a number of regional sexual 
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health strategies were developed around the country, and in 2012 a steering 

group was assembled in order to work towards a national sexual health 

strategy for Ireland (Department of Public Health, 2005; Southern Health 

Board, 2001). The National Sexual Health Strategy was officially launched 

in 2015 containing key goals of improving sexual health promotion, 

education and prevention; sexual health services and health intelligence 

(Department of Health, 2015). The Sexual Health and Crisis Pregnancy 

Programme was given the responsibility of implementing the strategy and 

since its launch have built up a collection of research reports and 

publications around sexual health in Ireland in order to inform policy, 

practice and service planning (Sexual Health and Crisis Pregnancy 

Programme, 2018). Research carried out as part of the strategy to date has 

been wide reaching including supporting parental communication, 

developing a professional sexual health promotion training programme, 

assessing the sexual health needs of young people in care, informing the 

review of the Relationships and Sexuality Education curriculum, evaluating 

existing outreach programmes and collecting national data on sexual 

behaviour in Ireland (Sexual Health and Crisis Pregnancy Programme, 

2018). As well as funding sexual health programmes, support services and 

media campaigns, the biggest achievements of the strategy in clinical terms 

to date have been the extension of the human papillomavirus (HPV) 

vaccination programme to boys aged 12-13 years having previously only 

been available to girls (Health Service Executive, 2019), and the 

introduction of the HIV PrEP programme to reduce HIV transmission 

(Department of Health, 2019). Plans for an updated national strategy for 

post 2020 are due for review and it is imperative that this is carried out in a 

more timely manner than the initial strategy in order to keep moving 

forward in the area of sexual health (Sexual Health and Crisis Pregnancy 

Programme, 2018). Other Irish health policies which include a sexual health 

focus include the National Men’s Health Policy (2008-2013) and the HIV 

and AIDS Education and Prevention Plan (2008-2012) (Department of 

Health and Children, 2008a, 2008b). 
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1.4 Adolescence 

A deeper understanding of adolescence is required in order to address the 

issue of adolescent sexual health specifically. Adolescence, an important 

period developmentally, is typically understood as the years between the 

onset of puberty and the initiation of social independence, and as such it can 

be described as a transition from childhood to adulthood (Salmela-Aro, 

2011; Steinberg, 2014). It is a prominent life phase characterised by 

emotional, physical, social as well as sexual development (Steinberg & 

Morris, 2001). Adolescence is generally considered to range between the 

ages of 10 to 19 years (Dixon-Mueller, 2008; Sawyer et al., 2012; World 

Health Organization, 2001). Some researchers advocate for the need to sub-

categorise adolescence into chronological groupings forming early, middle 

and late stages in order to produce more valuable and explicit research 

outputs (Curtis, 2015). Early adolescence is commonly defined as 10/11 to 

13/14 years of age, middle adolescence as 14/15 to 17 years of age, and late 

adolescence to encompass the 17/18 to 19 year age range (Curtis, 2015; 

Dixon-Mueller, 2008; Salmela-Aro, 2011). Some researchers have extended 

late adolescence to include ages up to 25 years, but Arnett (2000) argued 

that young people aged 18 to 25 years are developmentally distinct from 

adolescents, and indeed from older adults, defining the period as ‘emerging 

adulthood’ and recommending that it constitutes a distinct period of human 

development (Arnett, 2000; Curtis, 2015; Tanner & Arnett., 2009).  

However, difficulty frequently arises in designating an exact age range for 

adolescence as it is a period that is not necessarily bounded by age, but by 

particular experiences as well as developmental variability (Curtis, 2015; 

Damon, 2004) and so any associations based solely on age do not account 

for these more complex considerations.  

The experience and importance of adolescence differs across cultures and 

societies (Gowers, 2005; Greenfield, Keller, Fuligni, & Maynard, 2003). 

Indeed, in the developing world the experience of childhood is often 

relatively short with some cultures formally observing the transition into 

adulthood and working life at a stage that would generally be identified as 

early adolescence in developed countries (Gowers, 2005). Despite differing 
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interpretations of this time period, adolescence is widely considered a 

developmental stage spanning several years and culminating in 

independence from the initial family unit (Gowers, 2005).  

The period of adolescence is an important stage of the developmental life 

cycle of humans (Dumontheil, 2016; Elliott & Feldman, 1995; Spear, 2000). 

Every phase of human development carries with it fresh competency 

demands, challenges, and opportunities for personal growth (Bandura, 

2006). Adolescence in particular is a complex, multi-system transitional 

process concerning the progression from immaturity and social dependency 

typical of childhood into the adult phase of life with the objective and 

anticipation of achieving full developmental capacity, personal agency, and 

social responsibility (Bandura, 2006; Collins, Maccoby, Steinberg, 

Hetherington, & Bornstein, 2000; Greenfield et al., 2003; Steinberg, 2002). 

The adolescent period is characterised by the interaction of different 

developmental systems such as rapid physical growth and physiological 

changes along with many individual, cognitive, social, and contextual 

transitions (Collins et al., 2000; Smetana, Campione-Barr, & Metzger, 

2006). Representing a key transitional stage in the life course, adolescence 

poses a variety of new challenges. Adolescents have to manage and develop 

important biological, social, and educational roles concurrently (Bandura, 

2006). Of great significance during this period is learning how to cope with 

pubertal changes, emotional relationships, and developing sexuality 

(Bandura, 2006; Collins, Welsh, & Furman, 2009; Elliott & Feldman, 

1995).  

Christie and Viner (2005) describe the primary challenges of the adolescent 

period as: reaching biological and sexual maturation; shaping personal 

identity, forming intimate sexual relationships with a suitable partner and 

initiating independence and autonomy in a sociocultural context (Christie & 

Viner, 2005). Through the course of adolescence, girls and boys typically 

meet a number of key developmental objectives.  
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1.4.1 Biological development 

Physical growth and sexual maturation marks the onset of puberty, one of 

the defining characteristics of adolescence, and patterns of timing of this 

process show substantial variability and are influenced by a range of factors 

including race, gender, body mass, environmental forces and overall health 

status (American Psychological Association, 2002; Patton & Viner, 2007; 

Steinberg, 2014). Onset of puberty can vary by up to 4 or 5 years, even 

among individuals reporting comparable lifestyles and environments (Parent 

et al., 2003). In recent times, a trend toward earlier onset of puberty has 

been observed notably among young people with a higher percentage of 

body fat and increased exposure to artificial and natural light (Steinberg, 

2014). 

The skeletal growth spurt typical of puberty normally occurs between the 

ages of 10 to 12 years in girls and 12 to 14 years in boys; terminating in 

adult stature between the ages of 17-19 years in females and by the age of 

20 in males (American Psychological Association, 2002). During the course 

of puberty girls grow pubic hair, develop breasts, experience menstruation 

(menarche), while boys grow pubic and facial hair, experience deepening of 

the voice and the enlargement of the testes and penis (Christie & Viner, 

2005; Gowers, 2005). A delay in puberty in girls is characterised as a lack 

of breast development by age 13 and the absence of testicular growth in 

boys by age 14 years (Christie & Viner, 2005; Rosenthal & Gitelman, 

2002). 

Partly as a result of a surge of sex hormones, the adolescent brain displays 

unique plasticity through the cutting of unused neuronal connections, the 

reinforcement of regularly used connections, and intensified sensitivity to 

environmental influences (Giedd, 2015; Steinberg, 2014). The adolescent 

brain has been described as distinct from both the child brain and the adult 

brain due to this unique changeability and an escalation in networking 

between different regions of the brain (Giedd, 2015). 

Extensive brain activation takes place in three neuronal systems in the 

course of adolescence: the relationship system, the regulatory system, and 
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the reward system (Steinberg, 2014). Research has shown that neuronal 

connectivity carries on developing right through the teens and into the 

twenties of the adult years, possibly affecting emotional states, impulse 

control, and reasoning ability (Beckman, 2004; Giedd, 2015; Spear, 2000). 

Overall, these adolescent distinctive patterns of brain development give rise 

to an increased influence on decision-making by the emotional, social and 

reward context (Dumontheil, 2016; Giedd, 2015; Steinberg, 2014). 

1.4.2 Cognitive development 

Adolescence is epitomised as a time when young people start to explore and 

consider psychological traits of the self, so as to determine inner personal 

identity, and where their place lies in the social context in which they reside 

(Steinberg & Morris, 2001). At the early stage of adolescence individuals 

begin to develop an appreciation of what they like or want; they become 

more acutely aware of how their actions and behaviours affect their 

immediate environment, including both at school and in the home, as well 

as affect their relationships with peers and family members (Trejos-Castillo 

& Vazsonyi, 2011).  

Throughout the adolescent period there is greater scope for emotions due to 

ongoing cognitive development and increasing life experience (Rosenblum 

& Lewis, 2006). Developmentally driven egotism along with corresponding 

personal despondency routinely contribute to the potentially turbulent 

emotional condition of some adolescents (Blos, 1979; Hauser & Safyer, 

1994). Major shifts in cognition and reasoning skills commonly occur 

during the adolescent phase (Gowers, 2005). According to the 

developmental psychologist Piaget, cognitive function in adolescence is 

represented by the progression from the concrete ‘operational logic’ 

associated with the childhood period and evolves into more ‘formal 

operations’ and emerging abstract thought processes and reasoning (Piaget, 

Kagan, & Inhelder, 2000). This abstract thinking usually begins in early 

adolescence and is typified by the capacity to use internal images or 

symbols to represent reality. The more concrete thinking of childhood is 

characterised by objects representing ‘ideas’ or ‘things’ in order to solve 

problems. Abstract thinking in comparison facilitates hypothetical thinking 
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about the future and the evaluation of numerous outcomes (Christie & 

Viner, 2005; Piaget et al., 2000).  

As adolescents progress through this life stage they begin to think more 

independently and critically and develop superior processing and moral 

reasoning skills. Central to these traits, and adolescent cognitive 

development in general, is the achievement of a more fully conscious, self-

regulating and self-directed mind (Donald, 2001; Keating, 2013; Steinberg, 

2005). In addition, this phase of development also brings with it an 

improved capacity to set personal goals and appreciate how others think 

(Sawyer et al., 2012). In fact, the ability to empathise and see things from 

another person’s point of view increases in adolescence, however, the 

degree to which this sophisticated social perspective-taking translates into 

acceptance for the viewpoints of others is dependent on the specific issue of 

concern (Steinberg, 2005; Wainryb, Shaw, Laupa, & Smith, 2001). 

1.4.3 Social development 

Aside from the many physical and psychological changes associated with 

adolescence, these years also coincide with several social changes including 

the steadily diminishing role of parents, a growing role of peers, changes in 

school life; and in the later adolescent years, a transition from school to the 

settings of third level education, work, and/or childrearing (Sawyer et al., 

2012).  

The increasing importance of peers and peer relationships is evident during 

the adolescent years as individuals engage in a variety of activities outside 

the parental home (Gowers, 2005). A large proportion of young people’s 

time is spent in the school setting with a wide range of peers which 

encourages the formation of distinct peer groups. The rising prominence of 

peers often begins to compare with that of parents in the life of the 

adolescent (Brown, 2013). These relationships provide social support along 

with a different set of ideals and a setting for the development of social 

skills (Gowers, 2005). 

Crucial to successful peer relations is the capability to think about people 

and social relationships. In adolescence a more complete understanding of 
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ideas of morality and social convention evolve, and the ethical values of 

fairness, justice and equality are contemplated in more abstract ways 

(Gowers, 2005; Keating, 2013; Steinberg, 2005). Conformity to culturally 

valued norms within adolescent peer-group relationships is common place. 

Complying with prosocial pressure peaks at 11 to 12 years of age, while 

reaction to antisocial prompting is greatest at ages 14 to 15 years, most 

likely manifesting the struggle for autonomy from parents (Gowers, 2005). 

However, as adolescence progresses, young people appear to have an 

improved capability to manage peer influences, resulting in the decline of 

peer influences (Palaniswamy & Ponnuswami, 2013). In fact, by late 

adolescence young people often aspire to a sense of independence and 

individuality as opposed to peer similarity (Palaniswamy & Ponnuswami, 

2013).  

Research has indicated that pubertal development leads to a more equal 

relationship between adolescents and parents, with adolescents having more 

independence and influence in family decision-making, there is also 

evidence that conflict with parents, particularly mothers, intensifies 

following the onset of puberty (Laursen, Coy, & Collins, 1998; Sagrestano, 

McCormick, Paikoff, & Holmbeck, 1999; Shanahan, McHale, Osgood, & 

Crouter, 2007; Steinberg & Morris, 2001). The importance of peers 

intensifies during this period but family members are still regarded as the 

most significant people in a young persons’ life and they continue to be an 

essential source of guidance on important decisions (Gowers, 2005).  

As a consequence of growing independence during the progression from 

childhood to adult status, some experimentation with risky activities is 

common among adolescents (Jessor, 1998). Frequent risk related activities 

associated with this age group include alcohol and cannabis use, cigarette 

smoking, reckless driving, and early sexual activity (Bandura, 2006). 

Initially, in real-life situations, young people fail to rationally consider the 

relative risks and consequences of their actions and their behaviour is 

largely guided by feelings and social influences (Steinberg, 2004). 

However, during this period adolescents also develop and strengthen their 

sense of efficacy by ascertaining how to successfully navigate potentially 
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problematic or advantageous situations in which they are unfamiliar 

(Bandura, 2006). Many adolescents who engage in dangerous behaviours 

eventually desist, and others continue into adulthood. Risk behaviour 

activities among adolescents rarely happen in isolation and instead tend to 

cluster by social and normative influences, and patterns of activities often 

emerge based on sex, socioeconomic status, or age (Bandura, 2006). 

The experience and timing of puberty can affect the well-being of boys and 

girls differently, carrying with it different social repercussions. For girls, 

early sexual maturity is correlated with increased psychological distress, 

especially regarding negative body image, whereas late menarche carries 

less risk of anxiety (Gowers, 2005). In contrast, there appears to be a 

positive association between physical maturation and popularity amongst 

peers as well as good self-image development for boys. However, late 

sexual maturation in boys is linked with anxiety and a negative peer-group 

status (Gowers, 2005). Early onset of puberty may also result in adolescents 

of either sex being treated differently from their peers, and being treated as 

an adolescent though they are still in fact a child. Social repercussions are 

also a possibility for those who reach physical maturation at later stages as 

they may be treated by their peers and adults as less mature than their actual 

age, potentially resulting in problems separating from parents and in 

acquiring work (Christie & Viner, 2005) 

1.4.4 Sexual development and sexuality 

The development of sexual awareness is a crucial feature of the physical and 

psychological transition experienced in adolescence, and at no other stage in 

the life course is sexuality at such an intense state of development 

(Fortenberry, 2013). Sexual health is important throughout the life span, but 

adolescence is often considered a critical developmental stage in terms of 

sexual health as adolescents are approaching sexual and reproductive 

maturity characterised by romantic relationships and sexual behaviour, with 

first encounters of both usually taking place during this period (Collins et 

al., 2009; Tolman & McClelland, 2011). Sexual and romantic development 

have consequences for adolescent well-being, and have been specifically 
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related to mental health outcomes and school performance (Collins et al., 

2009; Vasilenko, Lefkowitz, & Welsh, 2014). 

Adolescence represents a particularly important life stage in the 

development and understanding of one’s own sexuality. Sexuality is not 

merely an instinctive impulse that people gradually become aware of, it is to 

a considerable extent learnt, and learnt differently according to gender, for 

biological as well as social reasons (Burtney & Duffy, 2004). Due to the 

biological, psychological, and social features of development, a 

biopsychosocial framework is especially useful in understanding issues 

relating to adolescent sexuality such as sexual behaviour and identity 

(Petersen, Leffert, & Graham, 1995). The biological changes of puberty that 

occur during adolescence provide the capability for reproduction, the 

development of secondary sexual features and a curiosity in sexual 

behaviour (American Psychological Association, 2002; Petersen et al., 

1995; Steinberg, 2014). The psychological aspect is significant with regards 

to body image and self-esteem which may shape sexual identity and 

expression (Lawler & Nixon, 2011; Petersen et al., 1995). The social aspect 

relates to customs and values, both in regards to social values as well as the 

ideals of parents and peers. Strong social control has the potential to restrict 

any influence from either psychological or biological sources. Equally, low 

levels of social control can allow for greater expression of these influences 

(Petersen et al., 1995). 

The process of self-identification and sexual identity development is often 

an unstable or evolving experience for adolescents (Diamond, 2008; Savin-

Williams, 2005). Sexual identity can be characterised by three main 

components: firstly; sex (or gender) role, centred on roles in society and 

social stereotypes; secondly, gender identity of the adolescent, concentrating 

on psychological features considered feminine or masculine, acknowledging 

that some individuals may be both or androgynous, or neither or 

undifferentiated; and finally, sexual orientation, which is based on the 

characteristics of the object of sexual attraction – opposite, same, both or no 

sex attracted (Petersen et al., 1995). 
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Sexual and romantic experiences in adolescence are often interconnected as 

sexual behaviour often happens within the context of relationships (Collins 

et al., 2009). For many heterosexual adolescents, first romantic interactions 

are typically characterised by kissing with tongues around the age of 13 or 

14 years (Henderson et al., 2002). This behaviour is commonly followed by 

sexual activities such as heavy petting and eventually leading on to vaginal 

intercourse (Burtney & Duffy, 2004). Even though many young people 

don’t consider oral sex in itself to constitute ‘having sex’ (de Visser et al., 

2014; Rissel, Richters, Grulich, de Visser, & Smith, 2003), in most cases, 

engagement occurs after full penetrative vaginal intercourse has been 

experienced (Burtney & Duffy, 2004; Haydon, Herring, Prinstein, & 

Halpern, 2012). Despite the fact that oral sex may represent a ‘safer’ form of 

sexual activity in that it does not represent the risk of pregnancy, its lower 

prevalence may be indicative of a lack of intimacy in young relationships 

and has been found to be more common in committed romantic 

relationships (Espinosa-Hernández & Vasilenko, 2015; Holland, 

Ramazanoglu, Sharpe, & Thomson, 1998). 

The public health priorities in terms of adolescent sexuality and behaviour 

tend to focus prominently on the perceived negative aspects of the 

behaviour such as early onset of sexual activity, multiple sexual partners, 

inconsistent condom use and teenage pregnancy (Brener, Kann, Lowry, 

Wechsler, & Romero, 2006). Research and sexual health promotion efforts 

in these areas are of vital importance and it has been increasingly 

acknowledged that the exploration of sexuality through sexual behaviours 

and intimate relationships during adolescence are not fundamentally risky. 

In fact, the field of adolescent and youth development has moved towards 

an increased appreciation of sexual intimacy and relationships as a 

developmental competency of this life stage (Boislard & Zimmer-Gembeck, 

2012; Tolman & McClelland, 2011). 

1.4.5 Adolescent sexual health promotion 

Adolescent sexual and reproductive health is greatly influenced by an array 

of social, political, cultural, and economic factors and disparities. Such 

factors increase adolescents’ vulnerability to sexual health risks such as 
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sexual coercion, unsafe sex, and early pregnancy and create barriers to 

accessing adequate health information and services (Svanemyr, Amin, 

Robles, & Greene, 2015). The promotion of adolescent sexual health tends 

to focus primarily on outcomes such as teenage pregnancy prevention and a 

reduction in the prevalence of STIs, and the behaviours that mediate these 

such as timing of sexual initiation, number and frequency of partners and 

contraceptive use (Chin et al., 2012; Goesling, Colman, Trenholm, Terzian, 

& Moore, 2014) and often lacks a perspective on desire and pleasure which 

are key facets of sexuality.   

Interventions and approaches specifically designed to promote adolescent 

sexual health include: comprehensive sex education programmes (Chin et 

al., 2012; Kohler, Manhart, & Lafferty, 2008); school-based prevention 

programmes (Bennett & Assefi, 2005; Layzer, Rosapep, & Barr, 2014; 

Silva, 2002), abstinence education programmes (Chin et al., 2012; Kohler et 

al., 2008), positive youth development programmes (Gavin, Catalano, 

David-Ferdon, Gloppen, & Markham, 2010), or media-based approaches 

(Guse et al., 2012). Previous systematic reviews of adolescent sexual and 

reproductive health promoting programmes have shown variation in the 

success of interventions depending on the population and setting involved, 

and thus highlighting the need for diversity in programmes as one single 

approach is not acceptable or effective in all scenarios (Chin et al., 2012; 

Silva, 2002; Svanemyr et al., 2015; Underhill, Montgomery, & Operario, 

2007).  

Other studies have emphasised the need to take a multi-level, ecological 

approach to improving the sexual and reproductive health of adolescents by 

creating enabling environments that promote positive behaviours and 

outcomes (Salazar et al., 2010; Svanemyr et al., 2015). Svanemyr et al. 

(2015), utilised an ecological framework to identify and categorise 

interventions at the individual level, relationship level, community level and 

society level. The study reported that at the individual level, approaches 

have centred on adolescents’ psychological, social, and economic 

empowerment and the establishment of safe spaces (Baird, Garfein, 

McIntosh, & Özler, 2012; Browne & Oddsdottir, 2013). At the relationship 
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level, creating, strengthening, and nurturing equitable and supportive 

relationships with peers, parents, mentors, and partners in order to improve 

communication and access to information and services were emphasised. At 

the community level, community mobilization (particularly among men and 

boys) that contests harmful gender norms and encourages equality using 

methods such as participatory group education forms a central element in 

enabling environments for positive adolescent sexual and reproductive 

health (Peña et al., 2008; Svanemyr et al., 2015). The study also 

recommended issues that should be considered in future adolescent sexual 

health interventions such as designing more holistic interventions that work 

on multiple levels and evaluating the impact of interventions separately for 

15-19 year olds and 20-24 year olds. This and other evaluations also 

highlighted a dearth of intervention research among younger adolescents 

(aged 10-14 years) (Igras, Macieira, Murphy, & Lundgren, 2014), as well as 

among boys (Svanemyr et al., 2015). 

1.5 Sexual initiation 

Sexual initiation can be defined as any one of a number of different sexual 

behaviours – from oral genital contact to full vaginal or anal intercourse. 

The area of sexual risk behaviour research most commonly employs the 

definition of sexual initiation as first vaginal intercourse and focuses on its 

associated behaviours and correlates (Schwartz, 1999; Zimmer-Gembeck & 

Helfand, 2008). This is often specified as vaginal intercourse and is the only 

sexual behaviour which carries the risk of both unplanned pregnancy and 

Sexually Transmitted Infections (STI) acquisition and so carries the 

possibility of greater consequences (Finer & Philbin, 2013; Schuster, Bell, 

& Kanouse, 1996). Many studies clearly define and distinguish between 

oral, vaginal and anal intercourse (Reese, Choukas-Bradley, Herring, & 

Halpern, 2014; Wellings et al., 2001). Other studies, particularly those 

among adolescents, are unable to do so due to the less explicit definition of 

sexual intercourse provided in some studies for sensitivity and ethical 

reasons (Lowry, Robin, Kann, & Galuska, 2014; Spriggs Madkour et al., 

2014).  
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The experience of first sexual intercourse can be filled with immense 

personal and social meaning, symbolising a significant rite of passage into 

sexual maturity, as well as representing an important event in predicting 

future sexual experiences and sexual health (Carpenter, 2005). First sex is 

an important experience and developmental milestone in the life course of 

both males and females and occurs for the majority during adolescence 

(Eaton et al., 2012; Layte et al., 2006; Singh & Darroch, 2000). Sexual 

initiation signals an irreversible change in status from sexually inactive to 

sexually active - even though it may have been preceded by other sexual 

behaviours and often, particularly outside marriage, may be followed by 

infrequent sexual encounters (Singh, Wulf, Samara, & Cuca, 2000; 

Upadhyay, Hindin, & Gultiano, 2006). Not only is it a prominent personal 

milestone but it is also subject to societal and legal norms. Sexual activity 

and the development of sexual relationships are anticipated behaviours of 

adolescence and should not be considered deviant, all societies have specific 

attitudes and norms regarding sexual and reproductive behaviour during the 

teenage years (Magnusson & Trost, 2006). The specified legal age of sexual 

consent or the structure of sex education in a country can often be a 

reflection of its social and cultural acceptance of adolescent sexual activity 

(Symons, Vermeersch, & Van Houtte, 2014). However, in many societies 

the onset of sexual activity among adolescents often does not correspond 

with the age that is regarded as acceptable within that society (Graupner, 

2000; Mitchell, Wellings, & Zuurmond, 2012). This discrepancy in the 

approved timing of sexual initiation within a culture and the typical age of 

initiation of sexual activity among adolescents can often lead to gaps in the 

adequate promotion of young people’s sexual health (Mitchell et al., 2012).   

Worldwide most young people initiate sexual activity between the ages of 

15 and 19 years (Mitchell et al., 2012). In the second half of the twentieth 

century the age of first sexual intercourse decreased considerably in 

continents such as North America, Europe and Australasia. In many of the 

world’s developed nation (e.g., France, USA, Australia and Britain), sexual 

initiation now occurs earlier than in previous decades (Bajos et al., 2010; 

Liu et al., 2015; Rissel et al., 2014; Wellings et al., 2006). This trend can be 
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attributed to a number of factors including an increase in social acceptance 

of sex before marriage as well as access to birth control and increased youth 

autonomy (Mitchell et al., 2012). In Ireland, the most recent study reporting 

a retrospective account of sexual initiation reported a median age of first 

vaginal intercourse for men and women born after 1980 as 17 years 

compared to men and women born in the 1940’s whose median age of first 

sex was 22 and 23 years respectively (Layte et al., 2006). This decrease in 

age of sexual initiation has coincided with an increase in the average age of 

marriage (Bearinger, Sieving, Ferguson, & Sharma, 2007), which has been 

increasing in Ireland since the 1970s and reaching an all-time high in 2018 

(Central Statistics Office, 2019). This has resulted in the lengthening of the 

time interval between reproductive sexual maturity and marriage which in 

turn presents opportunities for increased numbers of sexual partners and 

experimentation. These trends have a significant influence on sexual health 

behaviours and the epidemiology of STIs by increasing the risk of 

acquisition due to more diffuse sexual networks for longer periods of time, 

as well as unplanned pregnancy (O'Donnell, O'Donnell, & Stueve, 2001; 

Santelli, DiClemente, Miller, & Kirby, 1999; Siebenbruner, Zimmer-

Gembeck, & Egeland, 2007). 

1.5.1 Defining early sexual initiation 

Initiation of sexual intercourse during adolescence is considered a normative 

behaviour across the literature, and indeed among most cultures, as sexual 

activity begins for most young people at this time (Boislard & Zimmer-

Gembeck, 2012; Mitchell et al., 2012). However, no universally accepted 

age for the ‘early’ initiation of sexual activity exists in the literature, or 

across societies, and so no standard cut-off is available to distinguish early 

sexual initiation from what is considered appropriate. Nevertheless, a 

selection of different age markers have been used to signify early sexual 

initiation throughout the literature along with a range of definitions. Early 

sexual initiation can be defined in a number of ways based on a variety of 

factors. It can be characterised based on physical or emotional development, 

education and knowledge or indeed based on the statistical distribution of 

age of first intercourse within a given setting. At a more social level what is 
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considered early sexual initiation is often influenced more strongly by 

environmental and contextual factors such as cultural norms or legal 

structures (Mitchell et al., 2012). Early sexual initiation is also commonly 

defined in terms of physiological and cognitive readiness (Dixon-Mueller, 

2008). 

1.5.2 Age at the time of first sex 

Decisions regarding the age cut-off for early sexual initiation can be made 

based on statistical and analytical assessments. These decisions are often 

based on the sample available and what is convenient or suitable for the 

necessary analysis, for example in studies that have collected sexual 

behaviour data from 15 year olds defining early sexual debut based on 

reports of sexual activity among the sample (Madkour, Farhat, Halpern, 

Godeau, & Nic Gabhainn, 2010; Spriggs Madkour, Farhat, Tucker Halpern, 

Godeau, & Nic Gabhainn, 2010). Assessments may also be guided by the 

distribution of sexual activity among the specific participant sample being 

analysed, whereby normative sexual debut timing is dictated by the age at 

which the majority of the sample initiated the activity (Buttmann et al., 

2014; McLeod & Knight, 2010; Olesen et al., 2012; Sneed, 2009; Spriggs & 

Halpern, 2008). 

Throughout the literature and research a commonly used age cut-off for 

early sexual initiation is the definition of sexual intercourse as occurring 

before the age of 15 years (Buttmann et al., 2014; Langille, Asbridge, 

Flowerdew, & Allen, 2010; Olesen et al., 2012; Spriggs Madkour et al., 

2014). This is frequently used as a minority of adolescents in many 

developed countries engage in sexual intercourse before the age of 15, 

ranging from 8.5% to 36% for girls, and 10.8 to 31.8% for boys (Spriggs 

Madkour et al., 2014) and so ages younger than this occur outside of the 

normative curve for sexual initiation which spans the mid to late teens 

(Diamond & Savin-Williams, 2009; Savin-Williams & Diamond, 2004). 

Consistently, the United Nations Programme on HIV/AIDS (UNAIDS) also 

defines sexual intercourse before the age of 15 years as early initiation 

(Joint United Nations Programme on HIV/AIDS (UNAIDS), 2012). 
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A number of studies have also defined early sexual initiation as engagement 

in sexual activity before the age of 16 years (Donahue, Lichtenstein, 

Langstrom, & D'Onofrio, 2013; Jackson, Sweeting, & Haw, 2012; Spriggs 

Madkour et al., 2010; Zimmer-Gembeck & Helfand, 2008). This age cut-off 

is guided in some cases by the sample distribution of sexual initiation 

(Spriggs & Tucker Halpern, 2008) or in order to reflect regional patterns of 

sexual activity (Spriggs Madkour et al., 2010). In other cases early sexual 

initiation is categorised as 16 years or younger in order to remain consistent 

with previous research in the area (Donahue et al., 2013; Huibregtse, 

Bornovalova, Hicks, McGue, & Iacono, 2011). One study defined early sex 

as 16 years or younger because previous research had defined late 

intercourse as occurring at age 17 or older (Cavazos-Rehg et al., 2010), 

however, this resulted in a failure to acknowledge sexual initiation as a 

statistically normative behaviour at some stage in adolescence and as such is 

problematic. Kaplan et al., (2013) defined early sexual intercourse as debut 

at ages younger than 14 years, however, a rationale was not provided for 

this decision and so it appears quite arbitrary. Sneed et al., (2009) employed 

an even younger cut-off of initiation before age 13 years as early, basing 

their decision on exploring behaviours among a minority of the sample as 

opposed to a sample that reflects a median split between early and late 

sexual initiation. Chronological age is a commonly used as a defining 

feature when describing early sexual behaviour, researchers have also 

warned against over reliance on chronological age as it may lead to ignoring 

other crucial factors that influence the nature of first sex, such as 

socioeconomic factors, educational factors, relationship with partner, and 

level of sexual experience of partner (Palmer, Clarke, Ploubidis, & 

Wellings, 2019). 

1.5.3 Biological readiness 

Biological readiness is more easily defined as it is often characterised by 

obvious physical bodily changes as well as more personal developmental 

milestones such as menarche in girls and semenarche in boys (Kagan & 

Gall, 1998; Tanner, 1962). Anatomical and physiological readiness is even 

more important for adolescent girls as they are at an even greater risk of 
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negative health outcomes as a result of premature engagement in sexual 

intercourse than boys (Duncan et al., 1990; Glynn et al., 2001). From the 

perspective of biological readiness sexual intercourse before the age of 15 

years is considered early (Dixon-Mueller, 2008). 

1.5.4 Psychological readiness 

Cognitive maturity can be even more difficult to define but can be 

characterised by adequate knowledge, understanding and practical skills in 

sexual health and the ability to make informed decisions about sexual 

behaviour practices (Dixon-Mueller, 2008). Studies among adolescents 

regarding their sexual knowledge, attitudes and behaviours have shown a 

lack of cognitive readiness to engage in safe sexual behaviour among boys 

and girls aged 14 years and younger (Albert, Brown, & Flanigan, 2003; 

Bankole, Biddlecom, Guiella, Singh, & Zulu, 2007).  

1.5.5 Sexual competence 

The public health focus of sexual health has increasingly moved away from 

labelling adolescent sexual behaviour as fundamentally risky in nature, and 

moved more towards a perspective that accepts sexual activity as a 

developmentally significant and normative task of adolescence (Boislard & 

Zimmer-Gembeck, 2012; Tolman & McClelland, 2011). As a result of this 

reframing of adolescent sexual behaviour, new approaches to measuring 

sexual readiness and competence have emerged. Dixon-Mueller (2008) 

described a three criteria approach to distinguish whether sexual initiation 

(among other transitions such as marriage and reproduction) could be 

considered too young in a study of 64 developing countries (Dixon-Mueller, 

2008). These criteria included of physiological readiness of the body for 

sexual intercourse and reproduction, and cognitive capacity to make 

informed, safe, and voluntary decisions. The criteria also incorporated the 

use of established standards for consent to sexual intercourse based on legal 

frameworks. The study concluded that adolescents aged 14 or younger, in 

the countries studied, were generally too young to make a successful 

transition into sexual adulthood (Dixon-Mueller, 2008). However, it must be 

noted that the conclusions of this study are restricted to developing countries 

and so are not necessarily transferrable to developed countries. 
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A review of the literature in the UK concluded that readiness could be 

defined as a combination of social and physical adulthood, along with 

components of pregnancy and STI protection. It also included the autonomy 

of decision making and a consensual relationship as important 

considerations in defining readiness (Hawes, Wellings, & Stephenson, 

2010). In the British Natsal study, Wellings et al., (2001) describe the 

concept of ‘sexual competence’. This is defined by four key measures: 

reliable method of contraception, absence of regret, autonomy of decision 

(not influenced by peer pressure or alcohol) and consensuality of both 

partners. However, this measure of sexual competence was in fact 

associated with age and the majority of adolescents who were 13-14 years 

old when they first had sex were characterised as not sexually competent 

(Wellings et al., 2001). These measures have also been successful in 

predicting negative sexual outcomes such as; STI acquisition, sexual 

dysfunction, unplanned pregnancy and experience of non-volitional 

intercourse among 17-24 year olds (Palmer et al., 2017). A further study 

into the correlates of sexual competence acknowledged the role of age in 

explaining differences in levels of competence, but recommended a more 

complex approach when defining early sexual behaviour acknowledging 

that age alone as an indicator may be overly simplistic (Palmer et al., 2019). 

This measure of sexual competence may be useful in assessing healthy 

sexual behaviour, but it is not based on a conceptual model and its 

construction was restricted to existing measures in the Natsal survey 

(Wellings et al., 2001). Others have described sexual ‘readiness’ in terms of 

age, physical maturity, relationship readiness and individual readiness (Ott, 

Ghani, McKenzie, Rosenberger, & Bell, 2012; Ott, Pfeiffer, & Fortenberry, 

2006b). Assessments of sexual competence and readiness are useful in 

exploring the nuances of first sexual intercourse, however some of these 

measures may be quite subjective. For instance, contrasting reports of equal 

or mutual willingness at first sex have been reported by men and women 

making it difficult to assess the reliability of the reporting, and so asking 

participants to give an individual account of a shared behaviour may reduce 

the reliability of self-report data (Dickson, Paul, Herbison, & Silva, 1998; 

Wellings et al., 2001).  
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1.6 Outcomes of early sexual initiation 

Engagement in sexual intercourse at any age, particularly unprotected or 

poorly protected intercourse, carries a number of risks such as unplanned 

pregnancy and STI acquisition. Sexual initiation is for many people a 

positive and natural experience, but when it first takes place at an early age 

it can have consequences at the time of the event as well as implications 

later in life (Magnusson & Trost, 2006; Singh et al., 2000). Sexual activity 

at an early age has specifically been linked to a number of future health and 

lifestyles factors. Due to a number of developmental and behavioural factors 

adolescents who initiate early sexual intercourse may be at an increased risk 

of unplanned pregnancy, STI acquisition, psychological and physiological 

health consequences as well as negative education and social outcomes 

(Heywood, Patrick, Smith, & Pitts, 2015; Sandfort, Orr, Hirsch, & Santelli, 

2008; Vasilenko, Kugler, & Rice, 2016). 

Across racial or ethnic groups, adolescents who first have sex before 15 

years are more likely than those who initiate at older ages to engage in 

higher frequency of sex, have multiple lifetime sexual partners, report 

concurrent sexual partners, have sex without using a condom, contract an 

STI, and use alcohol or drugs before intercourse (Flanigan, 2003; Heywood 

et al., 2015; O'Donnell et al., 2001; Rissel et al., 2014). However, the extent 

to which the sexual initiation of adolescents leads to adverse outcomes vary 

greatly internationally (Schalet, 2004). For example, teenage pregnancy and 

abortion rates in the United States are much higher than in many of its 

European counterparts - a variation that cannot be explained by differences 

in levels of sexual activity and is more likely due to inconsistencies in 

contraceptive use (Darroch, Frost, & Singh, 2001).  

1.6.1 Unplanned pregnancy 

An unplanned pregnancy at any age carries with it a number of possible 

inadvertent outcomes such as abortion, adoption and even single 

motherhood. Young adolescent girls experiencing a pregnancy also face the 

potential experience of early motherhood (Ellison, 2003). Adolescent girls 

younger than 15 years, or older adolescent girls who mature later, who 

experience a pregnancy are at an increased risk of obstetric complications 
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such as pregnancy-induced hypertension, obstetric fistula, prolonged or 

obstructed labour, vaginal tearing, and postpartum haemorrhage, along with 

premature delivery, low infant birth weight, and perinatal morbidity and 

mortality (Lloyd, 2005; Phipps & Sowers, 2002; Senderowitz, 1995; Tsui, 

Wasserheit, & Haaga, 1997). These risks are further exacerbated by the fact 

that many pregnant adolescent girls are more likely to receive late or no 

prenatal medical care than are older women who become pregnant 

(Chandra, Schiavello, Ravi, Weinstein, & Hook, 2002; Scholl, Hediger, & 

Belsky, 1994). 

In the long-term, teenage pregnancy can incur a number of consequences for 

girls including socioeconomic disadvantage, lower educational attainment, 

increased psychological difficulties as well as higher rates of single 

parenthood and marital instability (Coley & Chase-Lansdale, 1998; 

Corcoran, 1998). Adolescent pregnancy also carries consequences for the 

children of teenage mothers as they are more likely to grow up in single-

parent homes, have fewer social and economic resources and are at a greater 

risk of problematic parent-child interactions (Deal & Holt, 1998; Fergusson 

& Woodward, 1999). Compared to children of older mothers, children of 

teenage mothers also have higher rates of school failure, problem behaviour 

and emotional distress as well as lower levels of cognitive attainment (Deal 

& Holt, 1998; Ekéus, Otterblad Olausson, & Hjern, 2006; Fergusson & 

Woodward, 1999; Shaw et al., 2006). In addition, many research studies 

have also observed that the children of adolescent mothers are more likely 

themselves to become teenage parents than are children of older mothers 

(Hardy, Astone, Brooks-Gunn, Shapiro, & Miller, 1998; Meade, Kershaw, 

& Ickovics, 2008).  

As well as the direct reproductive health outcomes and their related effects – 

early sexual initiation has also been associated with reproductive health and 

behavioural consequences in adult life for women. Early sexual intercourse 

(before age 15 years) among females has been linked to inadequate use of 

contraception later in life as well as an increased likelihood of menstrual 

symptoms (Magnusson & Trost, 2006). One study also found that women 

who had initiated sexual intercourse before age 15 were twice as likely to 
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experience pelvic inflammatory disease in adult life as those who first had 

sex at age 18 or older (Miller, Cain, Rogers, Gribble, & Turner, 1999) – a 

condition which subsequently carries a risk of ectopic pregnancy and 

infertility (Weström, Joesoef, Reynolds, Hagdu, & Thompson, 1992).  

Some researchers have reported teenage pregnancy itself is not a public 

health concern and that pregnancy in adolescence carries no more social or 

economic adverse health outcomes than for mothers at any age and their 

babies, in fact it has been argued that, biologically, pregnancy at older ages 

represents a much greater risk (Huang, Sauve, Birkett, Fergusson, & van 

Walraven, 2008; Lawlor & Shaw, 2002; Luke & Brown, 2007). However, 

other research emphasises the reality that pregnancy at a young age has the 

capacity to hinder social, career and educational achievement (Scally, 2002; 

Shrim et al., 2011). 

1.6.2 Sexually Transmitted Infections (STIs) 

Initiation of sexual intercourse at an early age is frequently associated with 

an increased risk of sexually transmitted infections (STIs) and is commonly 

cited as a predictor of STI diagnosis among adolescents and young adults 

(Greenberg, Magder, & Aral, 1992; Miller et al., 1999; Upchurch, Mason, 

Kusunoki, & Kriechbaum, 2004). Adolescents in general are at a greater 

risk of STI acquisition as they are more likely to engage in risk-taking 

behaviours such as multiple sexual partners, unprotected sex and frequently 

changing sexual relationships of short duration than young adults older than 

18 years (Miller et al., 1999; Sales et al., 2012). The likelihood of 

contracting an STI is further increased among adolescents who engage in 

early sexual intercourse as they are less likely to use condoms effectively, or 

at all, and tend to have more recent sexual partners as well as more lifetime 

sexual partners than adolescents with a later age of sexual initiation (Crosby 

et al., 2005; Eng & Butler, 1997; Santelli, Brener, Lowry, Bhatt, & Zabin, 

1998). 

Despite the fact that adolescent females usually have older ages of sexual 

initiation and fewer partners than adolescent males (Santelli et al., 1998) - 

they do not bear a correspondingly lower risk of STIs due to differences in 
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sexual networks and partners’ behaviours (Soler et al., 2000). The 

susceptibility of young adolescent girls to STI acquisition has been linked to 

a number of biological factors such as an immature genital tract, cervical 

ectopy or a maturing immune system (Berman & Hein, 1999; Royce, Seña, 

Cates, & Cohen, 1997). Young women in particular are biologically more 

vulnerable to certain infections such as; gonorrhoea, chlamydia, and HIV 

than are young men (American Social Health Association, 1998). In 

addition, even when protective behaviours such as condom use are 

undertaken women are still at an increased risk of genital human 

papillomavirus (HPV) acquisition as condoms have not been found to 

adequately protect against this infection - an STI which has particular health 

repercussions for women in the form of cervical cancer (Holmes, Levine, & 

Weaver, 2004). Girls may also be more at risk of STIs acquisition because 

they are more likely to have older partners who may have been sexually 

active for longer and may therefore have had a greater chance of contracting 

an STI (Gouws, Stanecki, Lyerla, & Ghys, 2008; Manlove, Terry-Humen, & 

Ikramullah, 2006). However, a longitudinal study carried out in the U.S. 

among 18-26 year olds found no difference in the association between first 

sexual intercourse timing and STIs among young adult men and women and 

warned that such a focus could lead to the misconception that the timing of 

first sex is less important for males with regard to their sexual risk 

trajectories (Kaestle, Halpern, Miller, & Ford, 2005). Their study, however, 

included biological measures of STIs and did not include a measure of 

previous STI acquisition (Kaestle et al., 2005). 

1.6.3 Psychological outcomes 

Sexual intercourse at younger ages has been associated with depressive 

symptoms, emotional and behavioural problems, as well as social issues and 

delinquency (Armour & Haynie, 2007; Chan, Ting, Chen, Chen, & Chen, 

2015; McLeod & Knight, 2010; Spriggs & Halpern, 2008). Specifically, an 

early transition to sexual activity has been linked with increased levels of 

internalising symptoms in girls (Meier, 2007; Spriggs & Halpern, 2008). 

Among young men, sexual initiation in early adulthood is associated with 

better body image and less psychological distress (Vasilenko, Ram, & 
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Lefkowitz, 2011), implying that sexual intercourse may have fewer negative 

psychological outcomes at older ages and for boys compared to adolescent 

girls (Espinosa-Hernández & Vasilenko, 2015).  

Spriggs and Halpern (2008) found that sexual initiation before age 16 was 

associated with depressive symptomatology among adolescent females, 

however, it was not associated with symptoms in emerging adulthood for 

either females or males. This suggests that the timing of sexual debut may 

not have implications beyond adolescence for depressive symptomatology. 

Some researchers have hypothesised that adolescent sexual initiation may 

lead to depression due to the fact that sexual intercourse during adolescence 

is largely considered to be socially inappropriate, and often carries negative 

consequences for relationships with parents and other conventional 

institutions (Ream, 2006; Smith, 2005). 

Regret 

The experience of first sexual intercourse is normally a positive and 

empowering one for young men (Holland, Ramazanoglu, Sharpe, & 

Thomson, 2000; Ott et al., 2012; Ott et al., 2006b). However, feelings of 

anxiety or disappointment among young men surrounding the experience of 

first intercourse have been identified in a number of studies (Holland et al., 

2000; Ott et al., 2012). Regret and unhappiness with the timing of sexual 

initiation is more common among women than men, with those who had 

intercourse at young ages more likely to report they should have waited 

longer (Dickson et al., 1998). Higher levels of regret surrounding the 

experience of first sexual intercourse along with lower levels of enjoyment 

are also commonly reported among women in the literature (Wight et al., 

2008).  

Wight et al. (2000) found that pressure around first sexual experience was 

linked to feelings of regret for both girls and boys, and for girls in particular, 

a lack of prior planning with their sexual partner as well as relatively high 

levels of parental monitoring were also significant. Overall, regret appeared 

to be associated with a lack of control for young women (Wight et al., 

2000). Regret was not found to be associated with social class, family 
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composition, or reported condom use for either boys or girls (Wight et al., 

2000). First intercourse at a young age has also been linked with increased 

partner pressure and a lack of control, leading to regret around the first sex 

event when compared to those who initiated sex at older ages in a 

longitudinal study (Wight et al., 2008). A retrospective study carried out 

among Irish adults noted that younger ages of first sex were associated with 

lower levels of autonomy, weaker planning, a less stable partner relationship 

and higher levels of regret. However, young age in itself was not 

responsible for increased levels of regret, and regret was not universally 

reported by all early initiators, and was instead explained by the lower skills 

and knowledge which in turn affected their preparedness for the event 

(Layte & McGee, 2007).  

Younger ages of first intercourse have also been associated with increased 

rates of coercion at the time of the event for women  (Dickson et al., 1998). 

Feelings of regret due to feeling pressured by a partner has been observed 

among sexually active college students, with women found to be 

significantly more likely to report the experience following intercourse than 

male students (Oswalt, Cameron, & Koob, 2005). Indeed, feelings of regret 

have specifically been linked to a lack of control related to the 

circumstances of intercourse, for example, not planning sex, alcohol or 

substance use, and feeling pressure in studies carried out in Ireland, the 

United Kingdom, and the United States (Layte et al., 2006; Oswalt et al., 

2005; Wight et al., 2008). The use of alcohol or drugs at first time of sex in 

particular may influence feelings about the event, with alcohol use at the 

time of sex specifically associated with negative experiences or regret 

among adolescent girls (Livingston, Bay-Cheng, Hequembourg, Testa, & 

Downs, 2013; Livingston, Testa, Windle, & Bay-Cheng, 2015). Alcohol use 

is especially important in an Irish context considering that almost two thirds 

of Irish adolescents aged 15-17 years reported having drank alcohol (Gavin 

et al., 2015). The experience of impaired control, as a result of getting 

carried away by arousal or due to external pressure, has also been associated 

with regret by a high proportion of adolescents in a study of developing 

countries (i.e., Philippines, El Salvador, and Peru) (Osorio et al., 2012). A 
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fifth of students who took part in the study reported experiencing regret that 

they had already engaged in sexual intercourse: sex without consent, the 

experience of getting carried away by sexual arousal or partner insistence 

increased the chances of later regret (Osorio et al., 2012).  

1.6.4 Educational outcomes 

Sexual behaviour and relationships have been linked to academic outcomes 

and achievement (Espinosa-Hernández & Vasilenko, 2015). In a number of 

studies reviewed by Zimmer-Gembeck and Helfand (2008) initiating sexual 

intercourse in early adolescence, as opposed to middle or late adolescence, 

was associated with lower grades for both boys and girls along with lower 

educational aspirations among females specifically. Early engagement in 

sexual intercourse has also been linked to lower educational attainment and 

a reduced likelihood of attending tertiary education (Parkes, Wight, 

Henderson, & West, 2010; Spriggs & Tucker Halpern, 2008; Steward, 

Farkas, & Bingenheimer, 2009), though such outcomes should also take into 

account relevant social factors that may play a role in linking sexual activity 

and educational outcomes. 

1.6.5 Social outcomes 

Early sexual activity has been found to cluster with risk behaviours such as 

drug use and alcohol consumption among adolescents, regardless of gender 

or social class (Jackson et al., 2012; Spriggs Madkour et al., 2010). Early 

sexual initiation has long term effects for alcohol use in particular and has 

been associated with increased problematic use of alcohol in young 

adulthood (Boisvert, Boislard, & Poulin, 2017). Early onset of sexual 

intercourse has also been correlated with problem behaviours such as 

aggression and fighting, and more commonly among boys (Coker et al., 

1994; Zimmer-Gembeck & Helfand, 2008). 

Data from the National Longitudinal Study of Adolescent Health (Add 

Health) in the U.S. have associated sexual intercourse at earlier ages relative 

to one’s peers with an increased likelihood of demonstrating delinquent 

behaviours later in adolescence and early adulthood (Armour & Haynie, 

2007). However, Harden et al. (2008) disputed this finding, claiming it to be 



 Chapter 1: Introduction 

51 

 

overly simplistic, in their more detailed follow-up of the Add Health study 

where they explored more family and environmental characteristics, and 

concluded that genetic and environmental differences between families 

accounted for the association between early sexual initiation and 

delinquency . 

Early sexual activity may have different social outcomes for boys and girls. 

As previously mentioned, sexual initiation for boys is often seen as an 

achievement resulting in positive social outcomes, particularly among peers 

(Holland et al., 2000; Ott et al., 2012). In contrast, girls often report adverse 

outcomes such as negative peer judgement and loss of reputation as a result 

of sexual activity (Kreager & Staff, 2009; Tangmunkongvorakul et al., 

2014). As reported earlier, research has also shown that sexual activity 

before the age of 15 years among girls increases the likelihood social 

repercussions such as becoming a single mother, as well as being associated 

with higher levels of maternal and child poverty (Fergusson & Woodward, 

1999; Rector, Johnson, Noyes, & Martin, 2003). 

1.6.6 Gender differences in outcomes 

There are clear differences in the outcomes of early sexual initiation for 

boys and girls. First, the literature suggests that females are more 

susceptible to experiencing multiple risk factors associated with early sexual 

initiation than males (Bozon & Leridon, 1996; Rissel et al., 2003), or at least 

those that have been investigated. In particular, girls are more susceptible to 

STI transmission, depressive symptomatology, and regret as well as risking 

pregnancy (Berman & Hein, 1999; Spriggs & Halpern, 2008; Wight et al., 

2008).  

Not only do the genders differ in outcomes, socially initiation of 

heterosexual intercourse is differently experienced by females and males 

(Holland et al., 2000). Tolman (2003) highlights the need to keep gender 

central to understandings of adolescent sexual health as sexual expectations 

and behaviours are often constructed based on traditional ideals. For 

adolescent males, engaging in sexual intercourse for the first time is seen as 

an empowering achievement of physical and figurative significance, 
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particularly in terms of both perceived and felt masculinity (Holland et al., 

2000). The onset of sexual activity for girls on the other hand is often 

accompanied by social judgement and negative reputational outcomes 

(Kreager & Staff, 2009; Tangmunkongvorakul et al., 2014), as the idea of 

being sexually active and aware are contradictory to traditional ideals of 

femininity (Tolman, 2006). 

1.7 Adolescent sexual health and behaviour research in Ireland 

Data have previously been collated on the sexual health and behaviour of 

adolescents through retrospective accounts of adults in Ireland (Layte et al., 

2006; McBride, Morgan, & McGee, 2012; Rundle, Layte, & McGee, 2008). 

Since 2010 the Irish Health Behaviour in School-aged Children (HBSC) 

study has been the main provider of adolescent sexual health and behaviour 

data in the country (Bonner, 1996; MacHale & Newell, 1997; Young, 

Burke, & Nic Gabhainn, 2018). 

Initial regional studies into adolescent sexual behaviour were carried out 

among adolescents in the Republic of Ireland in the 1990’s. A survey of 

post-primary school students in rural and urban Galway reported that 21% 

of 15-18 year olds were sexually initiated, with boys twice as likely as girls 

to report this (MacHale & Newell, 1997). Another survey conducted in a 

mainly rural area in midlands Ireland among 6-18 year old adolescents 

reported that 32% of the study sample had engaged in sexual intercourse, 

again levels were higher among males (38%) than females (26%) (Bonner, 

1996). A further survey carried out in Cork among young people aged 15-24 

years found that 30% of female and 45% of male respondents aged 15-17 

years reported having had sex, with 22% of all young women and 32% of all 

young men in the whole sample reporting sexual initiation by age 16 years 

(Dunne, Seery, O’Mahoney, & Grogan, 1997a). A study carried out by 

Mayock and Byrne in 2004 captured some insight into the sexual behaviour 

of early school leavers from a small sample of 13-18 year olds from Dublin 

and the surrounding areas in which 72.2 % of males and 47.8% of females 

reported having initiated sexual intercourse (Mayock & Byrne, 2004). 
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Though important and insightful, these studies were opportunistic in nature 

and did not provide a representative sample of Irish adolescents. 

On a national level, the Irish Contraception and Crisis Pregnancy (ICCP) 

Study in 2003 was the first survey to collect sexual health and behaviour 

data from a representative sample of adults in Ireland (Rundle, Leigh, 

McGee, & Layte, 2004). The sample consisted of adults aged 18-45 year 

olds. The goal was to collect data around crisis pregnancy, but the ICCP 

also collected retrospective information around age of first sexual 

intercourse with 39% of men and 21% of women in the 18-25 year cohort 

reporting sexual debut before the age of 17 years (McBride et al., 2012). 

When the study was repeated in 2010 these figures showed an increase 

among women to 26%, and male intercourse before 17 years dropped 

slightly to 37% (McBride et al., 2012).   

The Irish Study of Sexual Health and Relationships is the most 

comprehensive study of sexual behaviours in Ireland to date and was 

conducted in 2006 (Layte et al., 2006). The study was modelled on 

international studies of sexual health and behaviour and included a more 

detailed account of sexual behaviour in Ireland, and among a larger sample 

than the ICCP studies (Layte et al., 2006). The study included retrospective 

accounts of adults aged 18-64 years around their first sexual experience. Of 

those from the 18-24 year old age group 31% of men and 22% of women 

reported engaging in first vaginal intercourse before the age of 17 years.  

The Irish Health Behaviour in School-aged Children study was the first 

nationally representative study to collect sexual health and behaviour data 

from adolescents when it included measures on sexual activity and 

contraceptive use in the 2010 survey round (Kelly, Molcho, & Nic 

Gabhainn, 2012). From a nationally representative sample of 4,494 school-

going children aged 15-18 years old, 25.7% of boys and 21.2% of girls 

reported having initiated sexual intercourse at the time of the study (Young 

et al., 2018). 

Aside from the aforementioned quantitative surveys on sexual health and 

behaviour in Ireland, Hyde and Howlett undertook a qualitative exploration 
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of adolescent sexuality in Ireland in 2003 (Hyde & Howlett, 2004). The 

study recorded adolescents’ viewpoints on sexuality, sex education and the 

pressures and factors that affect their sexual behaviour and knowledge 

(Hyde & Howlett, 2004). Mayock and Byrne previously mentioned study of 

early school leavers also included a qualitative element exploring the sexual 

attitudes, beliefs and behaviours of the sample and how leaving school 

before completion influences how they define and experience sexual 

practice (Mayock & Byrne, 2004). 

1.8 Summary to chapter one 

Adolescents navigate puberty and the completion of physical growth, they 

develop a sexually dimorphic body shape, acquire different cognitive skills 

(including abstract thinking capacities), develop stronger sexual and 

personal awareness and sense of identity, and develop personal, emotional, 

and financial freedom from their parents (Christie & Viner, 2005). Due to 

the fact that the physiological, behavioural and cognitive systems mature at 

different rates during this period and are under the influence of both shared 

and independent biological processes, this life stage is frequently one of 

increased adjustment and vulnerability (Steinberg, 2005).  

Early sexual initiation has been associated with a number of biological, 

psychological, and social outcomes in diversity of previous research studies, 

a large proportion of which are considered negative (Heywood et al., 2015). 

It should be acknowledged that age in itself is not automatically a marker of 

sexual readiness and that younger adolescents may be ready to have sex, and 

older adolescents may not (Hawes, Wellings, & Stephenson, 2010). Despite 

the adverse outcomes associated with a younger age of sexual initiation, sex 

during early adolescence may not necessarily be a negative behaviour, 

rather it may be the social, cultural and economic expectations and tasks 

associated with this life stage that in fact render it a problematic behaviour 

(Lawlor & Shaw, 2002). It is also important to acknowledge that sex at a 

young age is not necessarily harmful and that a large number of early sexual 

initiators go on to achieve positive sexual health outcomes (Bozon & 

Leridon, 1996; Rissel et al., 2003).  
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The age at which adolescents initiate sexual intercourse can have important 

repercussions for them during adolescence, but also into young adult and 

adult life. For this reason, exploring the correlates of early sexual 

intercourse in particular provides an important opportunity to identify 

potential influential factors that can be targeted in order to effectively 

improve the sexual health of adolescents.  

1.8.1 The need for this study 

In order to improve the sexual health of any specific population, be it a 

certain age group or gender, it is first essential to have an accurate measure 

and clear understanding of the behaviour of the group. Progress has indeed 

been made in the area of sexual health and behaviour research in Ireland 

over the last few decades, but there remains a dearth of material around the 

specific correlates of early sexual initiation in an Irish context. 

Retrospective accounts, which are informative and important in their own 

right, fail to provide relevant knowledge surrounding the realities of the 

adolescent sexual health experience in modern day Ireland. Accurate and up 

to date knowledge around the event and influences of first sexual 

intercourse is vital in order to inform sex education material, curriculum and 

sexual health promotion interventions aimed at young people. It is 

particularly important considering the pivotal role sex education plays in 

providing sexual health information to children and adolescents in Ireland 

(Mayock et al., 2007). The current Irish research literature also has a lack of 

representative quantitative data linking sexual health and behaviour to 

broader lifestyle, social and health factors and no representative exploration 

of adolescent first sexual intercourse has previously been conducted on a 

national level in Ireland.  
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Chapter 2: Literature review 

2.1 Chapter Overview 

This chapter provides a comprehensive review of existing research and 

knowledge concerning sexual initiation, in particular when it occurs at a 

young age. Through the perspective of Bronfenbrenner’s Bioecological 

Theory of Human Development (1998) socio-demographic, health and 

lifestyle factors that influence the timing of sexual initiation are explored. 

This chapter also presents an investigation of the specific factors relating to 

the circumstances of first sexual intercourse in the existing literature, as well 

as an account of adolescent sexual health research carried out in Ireland to 

date. The chapter will conclude with a research statement for the current 

study (Bronfenbrenner, 2009; Bronfenbrenner & Morris, 1998). 

2.2 Theoretical perspectives of sexuality 

Theories of human sexuality are generally classified under two main 

categories: essentialism and social constructionism (DeLamater & Hyde, 

1998). According to essentialist theories, sexual expression is mostly fixed, 

instinctual and innate within the individual and that sex is influenced by 

biological forces such as hormones, personality traits etc., but they also 

argue that these factors may be influenced by environmental and situational 

factors external to the person (Irvine, 1990; Wellings, 2012). The theory that 

sexual expression is instinctually determined dates back to the philosophies 

of Plato and Aristotle, resurfacing in the Middle ages through the concept of 

natural law, and again appearing in the nineteenth century in the work of 

Sigmund Freud and other sexologists (Mayr, 2003; Weeks, 2003). Socio-

biological and evolutionary psychology theories (that link sexuality and 

related behaviours to the survival of the human race) also fall under the 

umbrella of essentialism (Buss & Schmitt, 1993).  

In contrast to essentialist theory, social constructionism theorises that sexual 

expression is socially learned and externally influenced by cultural and 

situational factors (Gagnon & Simon, 1973). The constructionist paradigm 

itself originates from the work of Mannheim and Schutz on the philosophy 

of human experience and also extracts from the writings of Mead and 
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Parsons in the social sciences (DeLamater & Hyde, 1998). In the 1960s 

Berger and Luckmann described reality as being socially constructed, a 

statement that describes the fundamental assumption of the paradigm 

(Berger & Luckmann, 1967). One of the earliest efforts to apply a social 

constructionist viewpoint to sexuality studies was made by Gagnon and 

Simon in 1973. They argued that sexuality is created by culture, and that 

practices and relationships are deemed as ‘sexual’ through the use of social 

scripts and these scripts are determined based on specific historical or 

cultural settings (Gagnon & Simon, 1973). 

In reality, no single theoretical paradigm adequately explains human 

sexuality and instead a combination of both the nature and nurture 

perspectives may account for the variation in sexual beliefs, practices and 

relationships around the world and over time (DeLamater & Hyde, 1998; 

Wellings, 2012). Essentialism alone cannot account for variation in sexual 

attitudes and behaviours across different cultures, in the same way that 

social constructionism cannot account for differences in social subgroups 

(Wellings, 2012). According to DeLameter and Hyde (1998), human sexual 

expression can be more accurately described using conjoint theories that 

contain both a biological and social component, such as those of 

Berscheider and Waltser (1974) and Tuzin (1995) . The behaviour of 

humans cannot be completely understood exclusively in terms of either 

socio-structural factors or psychological factors, it requires a more complex 

integrated causal system approach in which socio-structural influences 

function through psychological processes (Bandura, 2006). 

2.3 Factors associated with the timing of sexual initiation: a conceptual 

framework 

A number of conceptual models were considered for the current research 

including Problem Behavior Theory (Jessor & Jessor, 1977) or 

biopsychosocial models of health (Engel, 1977; George & Engel, 1980). 

Jessor’s Problem Behavior Theory involves three major systems of factors 

which predict engagement in problem behaviour: the perceived-environment 

system, the personality system, and the behaviour system. Early sexual 

behaviour has previously been shown to fit adequately into this model 
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(Spriggs Madkour et al., 2010). Problem Behaviour Theory makes the 

assumption that sexual initiation is a risk behaviour and may be true of the 

repercussions often associated with initiation. Sexual initiation itself is not 

necessarily problematic when it occurs under the appropriate conditions 

(Palmer et al., 2017). The biopsychosocial model theorises that health is 

determined by a combination of biological factors, psychological factors, 

and social factors (Engel, 1977; George & Engel, 1980). It has in the past 

been applied to adolescent sexual health behaviours and contraceptive use 

(Santelli & Beilenson, 1992), however, it is more commonly used to explain 

disease and disability occurrence (Pilgrim., 2015).  

In order to explore the complex range of factors implicated in the timing of 

adolescent sexual initiation and related behaviours, Bronfenbrenner’s 

Bioecological Theory of Human Development has been employed for this 

study (Bronfenbrenner, 2009; Bronfenbrenner & Morris, 1998). This 

framework provides a model representing both the internal and external 

forces involved in human development and how they interact and influence 

an individual’s behaviour. Figure 1 provides a diagrammatic summary of 

the layers of systems involved in the Bioecological Theory of Human 

Development, representing how contexts link within systems and across 

systems. This conceptual perspective suggests that no behaviour occurs in 

isolation and that behaviours are greatly influenced by the context and 

environment in which they occur, as well as broader social and cultural 

settings, and so it is crucial to investigate multiple factors when exploring 

adolescent sexual behaviour. 
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Figure 1. Bronfenbrenner’s Bioecological Theory of Human 

Development 

 

 

(Bronfenbrenner, 2009) 

 

The Bioecological Theory of Human Development was chosen to underpin 

this research study as it acknowledges the involvement of both innate 

biological factors and social and environmental factors in influencing health 

and health behaviours (Bronfenbrenner, 2009). An ecological approach was 

taken as it involves the consideration of the mutual bidirectional 

transactions between people and the characteristics of the environmental 

systems in which they interact, allowing for the exploration and study of 

influences of sexual health and health behaviours of adolescence on a 

number of levels – micro, meso and macro, as well as across developmental 

stages (Bronfenbrenner, 1979). Researchers in the field of adolescent health 

have highlighted the importance of utilising an ecological perspective when 

investigating interrelationships between multiple levels of influence on 
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health outcomes (DiClemente, Salazar, & Crosby, 2007; McLeroy, Norton, 

Kegler, Burdine, & Sumaya, 2003; Raneri & Wiemann, 2007). This 

approach is particularly relevant when studying adolescents as they tend to 

interact simultaneously in a number of different social spheres, where there 

is the potential to restrain or promote their behaviours (DiClemente et al., 

2007; Voisin, DiClemente, Salazar, Crosby, & Yarber, 2006). 

2.3.1 Individual Factors 

According to Bronfenbrenner (1998) the principal force in development is 

the active person at the centre of the model, the individual, and in the case 

of the current study - the adolescent. The model takes into consideration the 

adolescents’ biological and psychological characteristics. Factors such as 

pubertal timing, age and gender are biological characteristics that have been 

shown to influence adolescent sexual initiation. Psychological factors such 

as self-esteem, emotional adjustment and depressive symptoms have also 

been established as impacting onset of sexual activity (Bronfenbrenner & 

Morris, 1998). 

Biological Factors 

Due to the link between pubertal development and sexual reproduction 

capacity, the onset of puberty during adolescence has been associated with 

the instigation of sexual behaviour and desires (Baams, Dubas, Overbeek, & 

van Aken, 2015). Early pubertal onset has been reported as a predictor of 

early sexual initiation and risky sexual behaviour among adolescents, as has 

an early age of menarche among girls specifically (Baams et al., 2015; 

Godeau et al., 2008; Rosenthal, Biro, Succop, Cohen, & Stanberry, 1994). 

In contrast, a longitudinal study carried out by Marino et al. (2013) found no 

evidence of a link between a younger age at menarche and early sexual 

initiation (before 16 years)  , however, menarche occurs late in puberty and 

variance in the tempo of puberty among girls means it is not necessarily a 

useful measure of the timing of pubertal onset (Dorn & Biro, 2011; 

Walvoord, 2010). The hormonal changes of puberty are responsible for 

sexual maturation as well as sexuality development resulting in behavioural 

changes and the emergence of sexual feelings among adolescents, hence 

increasing the likelihood of sexual initiation during this developmental 
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period (Biro & Dorn, 2005; Halpern, Udry, & Suchindran, 1997; Halpern, 

Udry, & Suchindran, 1998). 

For early maturing adolescent girls, their advanced physical characteristics 

can result in them mixing with older peer groups and increasing their 

chances of engaging in sexual activity due to a lack of capacity to cope with 

peer pressure as effectively as older adolescents because of their 

comparatively underdeveloped cognitive and emotional maturity 

(Cavanagh, 2004; Stattin & Magnusson, 1990). Research has suggested that 

an early transition into reproductive maturity is associated with early timing 

of sexual intercourse initiation and increased likelihood of engaging in 

sexual risk behaviour, and this association is stronger for girls than boys 

(Baams et al., 2015). 

Age 

Due to the onset of puberty and a peak in sexual development during the 

adolescent years, age is a strong predictor of sexual initiation. It has been 

documented that the majority of people around the world initiate intercourse 

during the teenage years (Eaton et al., 2012; Singh & Darroch, 2000; 

Zimmer-Gembeck & Helfand, 2008). Specifically, older aged adolescents 

are more likely to have engaged in sexual intercourse than those of younger 

ages (Pilgrim & Blum, 2012; Young et al., 2018). Aside from aspects of 

sexual development, the teenage years represent a phase of increasing 

exposure to peers, in particular to mixed peer environments, and is an 

important time in friendship and relationship development for young people 

(Brown, 2013; Gowers, 2005). In the adolescent years increasing hours are 

spent in the school environment as well as a notable transition into more 

peer orientated social activities (Gowers, 2005; Sawyer et al., 2012), all of 

which are associated with greater opportunity for sexual behaviour.  

Gender 

Despite the fact that girls tend to experience sexual development earlier than 

boys, boys are generally more likely to have engaged in sexual intercourse 

during the adolescent years than girls and are more likely to experience 

early sexual initiation (Pilgrim & Blum, 2012; Ramiro et al., 2015; Singh et 
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al., 2000; Upadhyay et al., 2006). The gender difference in levels of sexual 

activity in adolescence is even more pronounced in some countries in South 

Asia and Africa where intercourse before marriage is still often socially 

unacceptable for females (Brown, Jejeebhoy, Shah, & Yount, 2001; 

Meekers & Calvès, 1999; Singh & Darroch, 2000). However, the gender 

gap in age of sexual debut has narrowed over time in many countries 

(Bozon & Kontula, 1998), with some countries such as New Zealand even 

reporting younger ages of first intercourse among females compared to 

males (Dickson et al., 1998), or in Greenland where a significantly higher 

prevalence of sexual activity at age 15 years was reported by girls compared 

to boys (Currie et al., 2012). Gender is typically defined based on biological 

sex, however differences in the sexual behaviour of adolescent males and 

females can be explained by both psychological factors as well as differing 

social expectations (Bozon & Kontula, 1998; Martin, 1996; Tolman, 2002).  

In the past, and still in many cultures, there exists a difference in gender 

expectations of adolescents when it comes to sexual behaviour and 

sexuality. Boys stereotypically are assigned the role of initiators of sexual 

intercourse and being more sexually aware and active as a sign of their 

masculinity (Holland et al., 2000). In comparison, girls traditionally are 

expected to be sexually passive and inactive for as long as possible and only 

to react to the sexual advances of males (Bozon & Kontula, 1998; Martin, 

1996; Tolman, 2002). A recent qualitative study in Northern Ireland 

identified that adolescents still often employ dominant gender norms of 

femininity and masculinity when communicating about sexual decision-

making, highlighting the reality that gendered expectations still exist in the 

context of adolescent sexual behaviour (Templeton, Lohan, Kelly, & Lundy, 

2017). 

Sexual orientation 

Adolescence has been acknowledged as an important stage for sexual 

orientation development in the life course (Perrin, 2002), however it is not 

always fixed and mobility has been observed in sexual orientation 

throughout adolescence (Ott, Corliss, Wypij, Rosario, & Austin, 2011). 
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Research suggests that lesbian, gay and bisexual (LGB2) adolescents are 

more susceptible to a variety of health-related risk behaviours, including 

sexual risk behaviours, and negative health outcomes compared to 

heterosexual adolescents, primarily attributed to stigma and psychosocial 

factors (Coker, Austin, & Schuster, 2010; Parkes et al., 2011). Several 

studies have reported that sexual minority youth are as likely, or even more 

likely, to report engaging in sexual intercourse, and higher rates of early 

sexual initiation specifically have been reported among the lesbian, gay, 

bisexual, queer, and questioning (LGBQ3) population (Coker et al., 2010; 

Goodenow, Szalacha, Robin, & Westheimer, 2008; Saewyc, Poon, Homma, 

& Skay, 2008).  

Health Factors 

Physical or developmental impairment itself may not affect sexual 

behaviour among adolescents, but the social isolation often associated with 

having a disability or chronic illness may result in less chances to learn 

about sexual behaviour from peers, to participate in sexual experimentation, 

and to acquire the social skills required to develop sexual relationships 

(Alderman, Lauby, & Coupey, 1995; Blum, 1997; Cheng & Udry, 2002). 

Adolescent girls, in particular, with physical disabilities are at an increased 

risk of experiencing forced sex (Cheng & Udry, 2002). 

Psychological Factors 

Emotional adjustment may impact on an individual’s motivation to engage 

in sexual intercourse. However, research into the association between sexual 

initiation and mental health issues such as depression has been conflicting, 

with various analyses supporting opposite-causal directions, suggesting a 

possible bi-directional association (Spriggs & Halpern, 2008). In terms of 

psychological factors that may influence the timing of sexual behaviour, 

depressive symptoms among adolescent girls have been found to predict 

early initiation (Longmore, Manning, Giordano, & Rudolph, 2004; Spriggs 

& Halpern, 2008). It must be noted that Spriggs et al. (2008) utilised an 

                                                 
2 This study explored participants who identified as lesbian, gay or bisexual specifically. 
3 This study explored participants who identified as lesbian, gay, bisexual or queer 

specifically. 



 Chapter 2: Literature review 

64 

 

abbreviated subset of CES-D measures of depressive symptoms and not the 

full tool, and so there is a possibility of non-differential measurement error 

across the sexual initiation timing groups, which may risk odds ratio 

estimates for sexual initiation being biased toward the null. Other 

researchers have reported that risk behaviours, such as adolescent sexual 

initiation, actually preceded depression and depressive symptomology 

(Hallfors, Waller, Bauer, Ford, & Halpern, 2005). As well as internalising 

symptoms such as depression, externalising problems such as attention 

deficit hyperactivity disorder and conduct disorder have been associated 

with early sexual initiation (McLeod & Knight, 2010; Paul, Fitzjohn, 

Herbison, & Dickson, 2000). 

Self-esteem has also been linked with adolescent engagement in sex, 

however, research findings in the area have been largely inconclusive. Some 

findings suggest that female decision-making around the initiation of 

sexually intercourse is more sensitive to levels of self-esteem than males, 

however the direction of this association is unclear (Paul et al., 2000; 

Whitbeck, Yoder, Hoyt, & Conger, 1999). Some findings report high levels 

of self-esteem to be a predictor of early sexual initiation among girls (Paul 

et al., 2000) and others showed a negative correlation signifying that higher 

self-esteem ratings were associated with lower levels of sexual activity 

(Whitbeck et al., 1999). Another study found high levels of self-esteem 

among boys were linked to later ages of sexual debut (Longmore et al., 

2004). A longitudinal study exploring the influence of self-esteem 

prospectively found that girls with higher levels of self-esteem at Time 1 

were more likely to still be sexually inactive by Time 2, whereas boys with 

higher self-esteem scores at Time 1 were liable to have initiated sex by 

Time 2 (Spencer, Zimet, Aalsma, & Orr, 2002). A more recent study on the 

effects of self-esteem on adolescents behaviour concluded that it was not 

predictive of early sexual initiation (Wheeler, 2010), however, unlike the 

other studies mentioned, Rosenberg’s self-esteem scale (Rosenberg, 1965) 

was not specifically utilised in this study. This inconsistent and 

unpredictable relationship between self-esteem and early sexual activity 
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may be explained by the individual’s attitudes regarding the appropriateness 

of sexual intercourse, or other biopsychosocial factors. 

Problem behaviour and antisocial behaviour in childhood has also been 

directly, and indirectly associated with early age of sexual initiation 

(Ramrakha et al., 2007; Schofield, Bierman, Heinrichs, Nix, & Group, 2008; 

Tubman, Windle, & Windle, 1996). Adolescent involvement in delinquent 

activity has also been reported to greatly increase the probability of early 

sexual intercourse initiation (Jordahl & Lohman, 2009). 

2.3.2 Microsystem 

The microsystem is defined as the proximal and chief setting in which 

adolescent development occurs, representing the multifaceted reciprocal 

relationship between the adolescent and the immediate environment 

(Bronfenbrenner, 1979). This system corresponds to the level closest the 

individual, and includes settings such as the family, peer and school 

contexts.  

Family 

A key microsystem influence for individuals through the life course is 

family, and family factors can have a significant affect the behaviour of 

young people during the adolescent years. Family factors such as family 

structure, monitoring, communication and support have also been identified 

as significant predictors of age of sexual initiation in cross-sectional studies 

of adolescent well-being (Jovic et al., 2014; Lenciauskiene & Zaborskis, 

2008; Spriggs Madkour et al., 2010). Parental monitoring has repeatedly 

been linked with young people’s sexual trajectories with low levels of 

monitoring associated with early sexual activity (Henderson et al., 2002; 

Huang, Murphy, & Hser, 2011; Jovic et al., 2014; Valle, Torgersen, 

Røysamb, Klepp, & Thelle, 2005). High levels of parental and family 

connectedness have been associated with a reduced likelihood of early 

sexual initiation (Markham et al., 2003; Miller, Norton, Fan, & 

Christopherson, 1998), with good maternal communication specifically 

linked to more positive sexual decision-making and delaying sexual debut 

(Commendador, 2010). Within the family setting episodes of instability in 
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family structure and welfare assistance have been found to function as risk 

factors for early sexual activity initiation (Jordahl & Lohman, 2009). 

Studies exploring the effects of sibling relationships have reported that 

younger siblings are likely to engage in early sexual intercourse if they are 

close to their older sexually active siblings and spend a large amount of time 

with them or share friends (East, 2009). The younger sisters of adolescent 

mothers in particular are at an increased risk of sexual permissiveness and 

becoming pregnant themselves before age 18 years, and this is also true for 

those whose mother was a teenage parent (East & Jacobson, 2001; East, 

Reyes, & Horn, 2007; Meade et al., 2008). However, older sibling and 

cousin relationships among adolescent boys have been found to be a source 

of advice and support for those considering sexual intercourse and may have 

the potential to influence the timing of initiation (Ott et al., 2012). Family 

factors undoubtedly have a strong influence on the behaviour of adolescents, 

and broader family context such as socio-economic status and living 

environment should also be considered.  

Peers 

During adolescence family influence is often overshadowed by increasing 

peer influence (Brown, 2013). As well as offering another source of support, 

peer relationships also often present alternative values that can influence 

decisions made around many behaviours including sex (Ali & Dwyer, 2011; 

Gowers, 2005). Peer factors such as social or perceived norms and 

composition of close friendship groups have been identified as significant 

predictors of age of sexual initiation among adolescents (Ali & Dwyer, 

2011; Buhi & Goodson, 2007; Jovic et al., 2014; Kinsman, Romer, 

Furstenberg, & Schwarz, 1998). The perceived norms that often influence 

adolescent behaviour can be defined more accurately as injunctive norms, 

social pressures to take part in a behaviour based on the perception of what 

other people think you should do, and descriptive norms based on the 

perceived behaviour of others (Manning, 2009). Perceived peer norms and 

peer pressure in particular can play a major role in adolescents’ decision 

making around sexual intercourse with those who believe their peers to be 

sexually active, those affiliated with gangs, and those who thought their 
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peers would make fun of them for not having sex more likely to have 

engaged in sexual intercourse (Ali & Dwyer, 2011; Pilgrim & Blum, 2012). 

However, peer pressure has been observed as functioning differently 

according to gender with peers encouraging boys and discouraging girls to 

have sex (Smith et al., 2003). In fact, engaging in sexual intercourse during 

adolescence has been associated with decreases in peer acceptance among 

girls, in comparison to increases in peer acceptance among boys, however, 

these findings were undermined by the fact that participants were not 

specifically asked about their awareness of peer sexual behaviour and thus 

definitive links cannot be established between reported sexual behaviour 

and peer acceptance (Kreager, Staff, Gauthier, Lefkowitz, & Feinberg, 

2016). 

School 

The school is an important setting for the socialisation of adolescents and 

their experience in this setting can affect their actions and decisions 

throughout this developmental period. A number of school level factors 

have been associated with early sexual debut. The experience of positive 

school attachment and achievement are reported as protective influences 

against early initiation of sexual activity (Pilgrim & Blum, 2012; Spriggs 

Madkour et al., 2014; Spriggs Madkour et al., 2010). Schools also represent 

an important environment for the provision of sex education, with a large 

proportion of adolescents reporting school as their main reliable source of 

sex education and knowledge (Yu, 2010), and so it represents a particularly 

important environment in influencing sexual behaviour. 

Neighbourhood 

The neighbourhood environment in which children and adolescents grow up 

in is an important contextual influence on their development, and 

neighbourhood characteristics can have consequences for adolescent sexual 

health and associated outcomes. Decker et al. (2018) provided evidence of 

earlier ages of sexual debut in unsafe neighbourhoods and those with high 

levels of poverty, and lower social support and collective efficacy. 

Neighbourhoods with sexually permissive climates, where casual, non-

exclusive and concurrent sexual relationships are considered acceptable, 
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have also been linked to increased chances of sexual initiation among 

adolescents (Warner, Giordano, Manning, & Longmore, 2011). In an Irish 

context, living in rural areas has previously been associated with sexual 

intercourse before age 14 years (Young et al., 2018). A qualitative study in 

rural America linked a lack of accessible leisure-time resources and low 

levels of parental supervision with adolescent sexual activity (Akers, 

Muhammad, & Corbie-Smith, 2011).  

2.3.3 Mesosystem 

The mesosystem consists of the interrelations between key settings or 

microsystems in which the developing adolescent actively participates, such 

as the home and school environments (Bronfenbrenner, 1979). For example, 

parent-teacher relations (i.e., family-school) may promote positive 

behaviours in the adolescent (Pilgrim & Blum, 2012). Parent-peer 

interactions may also influence adolescent sexual behaviour, for example 

protective parenting has been found to interact with peer influences among 

high-risk adolescent girls by buffering the effect of peers and reducing the 

risk of teenage pregnancy (East, Khoo, & Reyes, 2006). 

Sex Education 

Sex education is of particular relevance in the context of adolescent sexual 

behaviour, and it is a factor that is influenced by the combination of a 

number of microsystems such as family, school and peers. As potential 

sources of sexual health and sexuality information, these three settings 

individually, and collectively, can influence the quality and effectiveness of 

sex education experienced by adolescents (Somers & Surmann, 2005). 

School based sex education programmes provide a formal source of sexual 

health information for most adolescents in primary and post-primary school 

settings. Evidence of the effectiveness of sex education varies due to 

inconsistencies in the approaches taken and fidelity of implementation. 

Many studies have demonstrated positive outcomes such as delayed onset of 

sexual initiation (Erkut et al., 2013; Mueller, Gavin, & Kulkarni, 2008; 

Tortolero et al., 2010) and higher levels of contraceptive use at first sex 

(Kirby & Laris, 2009; Mueller et al., 2008). Sex education can be focused 

(such as in abstinence only education), or it can take a broader, more 
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rounded approach (such as comprehensive sexuality education) which 

includes teaching and learning in relation to physical, cognitive, emotional, 

and social sexuality (UN Women & UNICEF, 2018). Comprehensive sex 

education has been associated with delayed sexual initiation (Erkut et al., 

2013) and increased condom use (Jemmott III, 2005), and when compared 

with abstinence-only education has been found to be more effective at 

promoting positive sexual health behaviours and outcomes (Kirby & Laris, 

2009; Kohler et al., 2008). For this reason, the distinction of comprehensive 

sexuality education is specifically important when evaluating the 

effectiveness of sex education. However, some studies fail to distinguish 

between educational approaches (Mueller et al., 2008; Tortolero et al., 

2010). 

In the case of Ireland, receiving comprehensive sex education, even though 

it is implemented inconsistently across schools, has been associated with 

older ages of sexual initiation along with and increased likelihood of 

contraceptive use at the time of first intercourse (Bourke et al., 2014). In the 

same study, Bourke et al. (2014) also found an increase in the likelihood of 

contraceptive use at first intercourse when initiation occurred before the age 

of 17 years. In relation to long term effects, this study also found that those 

who received sex education were more likely to report STI testing and less 

likely to have had a crisis (unplanned) pregnancy than those who did not 

report receiving sex education. 

Parents also play a key role in educating children and adolescents on matters 

of sexuality and sexual health, and parental communication about sex has 

been shown to promote positive and safer sexual behaviours (Flores & 

Barroso, 2017; Widman, Choukas-Bradley, Noar, Nesi, & Garrett, 2016). 

Parental approaches to sex education may reflect their own personal beliefs 

and ethos, and this may not align with those of school based programmes. 

Parental concerns regarding the appropriateness of sex education and its 

content (Goldman, 2008) may have repercussions for its effective delivery 

(Blake, 2013; Renold, 2005), and in turn the sexual health and behaviour of 

adolescents. 
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Peers present a common source of less formal sexual health information 

among adolescents. In one Irish study of youth group members aged 

between 14 and 24 years, a large proportion (89%) reported looking to their 

friends for sexual health and relationships information (Youthwork Ireland, 

2018). As mentioned earlier, peer influence increases in adolescence and 

adolescents’ sexual behaviour has been shown to be influenced by their 

peers and friends, (Ali & Dwyer, 2011; Buhi & Goodson, 2007). However, 

this phenomenon has been successfully adapted in a positive manner in 

recent times in the form of peer-led sex education (Layzer et al., 2014; Paul, 

Bell, Fitzpatrick, & Smith, 2010). 

2.3.4 Exosystem 

The exosystem is comprised of distal social structures and settings that the 

adolescent themselves does not function in, but affect the direct 

environments in which they develop (Bronfenbrenner, 1979). For instance, 

pressures that the individual’s parent is experiencing in their workplace may 

affect the quantity of time the parent can devote to the adolescent (Pilgrim 

& Blum, 2012). In the context of adolescence sexual activity, behavioural 

ideals and gender roles presented via the media have been found to be 

important for adolescents.  

The media 

Over the last couple of decades the media landscape has changed greatly as 

a result of the internet and increasing access to it. The media has 

progressively taken on a leading role in moulding perspectives on sexuality, 

as well as becoming a significant source of sexual behaviour and health 

information (Ward, Reed, Trinh, & Foust, 2014). Both mainstream media 

content and explicit sexual media content have been found to construct a 

distorted representation of sexual behaviour and relationships that 

downplays sexual risks and responsibilities and promotes a sexual double 

standard that often prioritises male sexual pleasure (Gorman, Monk-Turner, 

& Fish, 2010; Ward et al., 2014). Exposure to sexual content and media 

have been linked to more permissive sexual attitudes and assessment of 

peers sexual experiences, as well as predicting early sexual initiation during 

adolescence (Bleakley, Hennessy, Fishbein, & Jordan, 2011; Coyne et al., 
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2019; Vandenbosch & Eggermont, 2013). A qualitative research study 

carried out among urban, low-income minority youth in the United States 

revealed that adolescents and young people use pornography to instruct 

them how to have sexual intercourse, copying sex acts they see, and 

sometimes even resulting in negative outcomes (Rothman, Kaczmarsky, 

Burke, Jansen, & Baughman, 2015). In Ireland, research reported the use of 

pornography for sexual information among university students, regardless of 

the quality of the sex education they had received in school (Dawson, Nic 

Gabhainn, & MacNeela, 2019). 

2.3.5 Macrosystem 

The macrosystem is the fourth system in the theoretical approach and refers 

to the overarching cultural beliefs and values that influence all other systems 

with a unidirectional force (Bronfenbrenner, 1979). For example, generally 

accepted cultural values about how to raise female and male adolescents 

may influence the behaviours of the adolescent (Pilgrim & Blum, 2012). 

Racial and ethnic differences are also relevant when considering the 

prevalence of intercourse among adolescents and the age at which they 

initiate sexual activity (Blum & Nelson-Mmari, 2004). Sexual behavioural 

expectations, values, and attitudes differ substantially across societal, 

cultural, and ethnic-racial contexts (Darroch et al., 2001; Madkour, Farhat, 

Halpern, Gabhainn, & Godeau, 2012; Spriggs Madkour et al., 2010). 

Reported religiosity, religious involvement and evidence of commitment to 

more conventional values and attitudes have been associated with later 

engagement in sexual intercourse and postponement of activity beyond peer 

norms (Pilgrim & Blum, 2012; Reese et al., 2014). Macro-level cultural 

norms have also been found to affect timing of sexual initiation among 

adolescents. For example, adolescents’ likelihood of initiating sex before the 

age of 15 years is lower in countries with higher reported age norms for 

sexual initiation timing (Spriggs Madkour et al., 2014).  

2.3.6 Chronosystem 

The chronosystem incorporates key life transitions, historical events and 

environmental events that transpire throughout development – it represents 

the impact of time on behaviours and on the setting in which a behaviour 
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occurs (Bronfenbrenner, 1989). For instance, the psychological 

consequences of parental divorce that may be exhibited long after the actual 

incident represents the impact of a major life event (Pilgrim & Blum, 2012). 

In terms of adolescent sexual behaviour, adolescents who report early sexual 

initiation have also been found to be more likely to report having 

experienced sexual abuse, a traumatic and life-changing event, or that 

sexual initiation itself may not have been consensual than those who had 

later ages of initiation (Edgardh, 2000; McCarthy-Jones et al., 2019). 

2.3.7 Summary 

A variety of biological, psychological, social and situational factors 

combine to influence the health and health behaviours of adolescents. In 

order to decipher those factors with the most influence it is necessary to 

consider aspects from all levels of impact. Bronfenbrenner’s Bioecological 

Theory of Human Development (1998) provides a comprehensive 

conceptual framework in order to explore adolescents’ sexual behaviour 

patterns, specifically in the context and circumstances of early sexual 

initiation.  

2.4 Factors and behaviours associated with sexual intercourse 

A number of factors and behaviours are relevant when considering the 

circumstances of sexual intercourse: the experience of the event itself and 

the repercussions of engaging in the act, especially at a young age. Factors 

such as contraceptive use, alcohol or substance use, partner characteristics, 

relationship status and levels of consent are all important aspects of the 

manner in which sex unfolds (Langille et al., 2010; McCarthy-Jones et al., 

2019; Rapsey, 2014; Sneed, 2009).  

2.4.1 Contraceptive use 

The use of contraception is a marker of healthy sexual behaviour, however 

existing research indicates lower levels of condom and birth control pill use 

among adolescents who initiate sexual intercourse at younger ages (Dye & 

Upchurch, 2006; Langille et al., 2010; Manlove et al., 2006). This pattern 

has repercussions for STI acquisition and teenage pregnancy, and 

consequently some studies have reported increased rates of STIs (Greenberg 
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et al., 1992; Miller et al., 1999; Upchurch et al., 2004) and adolescent 

pregnancy (Finer & Philbin, 2013; Heywood et al., 2015; Manlove et al., 

2006; Wellings et al., 2001) among those who engage in early sexual 

intercourse. 

Condom use is the only method of contraception that also provides effective 

protection against STIs. Condoms are not absolutely effective, but when 

used correctly, they can substantially reduce the spread of STIs (Holmes et 

al., 2004). As a health protective behaviour, however, condom use is 

distinctive in that it requires the intention and cooperation of two people (de 

Visser & Smith, 2004). Research has shown that condom use at first sex is 

often less likely among those who report younger ages of sexual debut 

(Abel & Fitzgerald, 2006; Avery & Lazdane, 2008; Wellings et al., 2001). 

Researchers have posited that this may be related to a lack of knowledge 

regarding STI risk or how to effectively use condoms, as well as the fact 

that sexually experienced adolescents are more likely to have sex earlier in 

successive relationships compared to those who are inexperienced (Crosby 

et al., 2005; Greenberg et al., 1992; Rosenthal et al., 1994). Another 

important predictor of condom use found among adolescents was talking to 

their partner about protection before actually engaging in intercourse 

(Henderson et al., 2002). 

2.4.2 Alcohol and substance use 

Alcohol and drug use can potentially influence engagement in sexual 

intercourse and health protective behaviours such as contraceptive use 

(Aicken, Nardone, & Mercer, 2011; Cooper, 2002), and has even been 

shown to affect the experience of sex itself (Rapsey, 2014). Early sexual 

initiation in particular has been associated with sexual intercourse under the 

influence of drugs or alcohol (Sneed, 2009). Research among adolescent 

girls has linked alcohol use at first sex specifically with an increased risk of 

the event occurring with a ‘risky’ partner (Livingston et al., 2015) reduced 

likelihood of using a condom (Dye & Upchurch, 2006), and heavy drinking 

has also been linked to sexual dysfunction in men and emergency 

contraceptive use in women in adult life (Aicken et al., 2011). A review of 

event-level research carried out by Weinhardt et al. (2000) concluded that 
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adolescents who engage in first intercourse under the influence of alcohol 

are also less likely to have planned for the event, and so contraception use 

and sexual risk reduction behaviours are less reliably utilised. It has been 

suggested that gender may be a moderator of alcohol use at the time of 

sexual intercourse and consequent condom use, as men have more direct 

control over the behaviour (Weinhardt & Carey, 2000). Other research 

investigates the effect of alcohol consumption on contraceptive use with a 

number of studies reporting no difference in condom use rates among those 

who consumed alcohol prior to intercourse and those who did not 

(Livingston et al., 2015; Morrison et al., 2007). However, one of these 

studies included an all-female sample, and the other had an 

overrepresentation of female participants and so the findings are not 

necessarily transferrable to the entire adolescent population.  

Drinking alcohol before sex has also been found to influence consent, in 

terms of utilising and assessing cues but also an individual’s feelings as part 

of the decision making process to consent, in particular, in the case of a new 

or casual partner (Jozkowski & Wiersma, 2015; Weinhardt & Carey, 2000). 

In the case of women, another study indicated that alcohol reduced 

inhibitions, thereby increasing the likelihood of having sexual intercourse 

(Smith, Toadvine, & Kennedy, 2009). This study also reported that sexual 

motives also contributed to alcohol consumption, and so the question 

remains whether alcohol leads to sexual intercourse or sexual intercourse 

leads to alcohol consumption (Smith et al., 2009). 

2.4.3 Characteristics of partner 

Among girls one of the distinguishing circumstantial factors of early 

initiators is the greater likelihood that they will have an older partner (Albert 

et al., 2003; Kågesten & Blum, 2015; Morrison-Beedy, Xia, & Passmore, 

2013). Having an older partner, in itself, is not necessarily problematic, but 

it has been associated with girls feeling intercourse was expected of them, as 

well as reluctance to discuss using condoms with their partner (Kågesten & 

Blum, 2015; Morrison-Beedy et al., 2013). As well as being more likely to 

engage in any form of sexual intimacy than girls with similar-aged 

boyfriends, those with older boyfriends may be more likely to experience 
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sexual coercion or have intercourse under the influence of drugs or alcohol 

(Gowen, Feldman, Diaz, & Yisrael, 2004). Young women who reported 

older partners at first sex (seven or more years older) have also been found 

to be less likely to have used contraception (Abma, Driscoll, & Moore, 

1998). For early initiating girls having an older partner has also been 

associated with a less positive first sexual experience and an increased risk 

of adverse sexual health consequences (Ryan, Franzetta, Manlove, & 

Schelar, 2008; Symons et al., 2014). Other research found no association 

between partner age differences and contraception use among girls except 

when their partner was six or more years older (Manning, Longmore, & 

Giordano, 2000), and so the magnitude of the age difference may be a more 

important factor for sexually initiating girls rather than simply having an 

older partner. 

2.4.4 Relationship status 

The relationship status of adolescents when they first have sexual 

intercourse has been strongly associated the emotional experience of the 

event, with high levels of relationship commitment related to a more 

successful sexual initiation and decision making (Symons et al., 2014). For 

adolescent girls in particular, being in a steady romantic relationship with 

their first sexual partner has been shown to increase the likelihood of using 

contraception (Manning et al., 2000), and being in a steady relationship has 

been associated with older ages of sexual initiation (Rapsey, 2014). In 

contrast, engaging in first sex with a casual partner has been associated with 

a more negative experience, particularly for girls, as well as more casual 

sexual experiences in less intimate relationships in adulthood (Grello, 

Welsh, & Harper, 2006; Rapsey, 2014). 

2.4.5 Consent and coercion 

Pressure to engage in sexual intercourse for the first time can come in the 

form of partner pressure or expectations in a relationship, or more externally 

through peer pressure. Research has described adolescent boys as 

experiencing more peer pressure to have sex than girls, feeling like they 

need to do it at the first opportunity that comes along (Potard, Courtois, & 

Rusch, 2008). Girls, on the other hand, are more susceptible to feeling 
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pressured within their relationship or by their partner (Wight et al., 2008), 

particularly in the case of an older partner (Gowen et al., 2004), and those 

who have sex earlier and with a greater age discrepancy with partner were 

more likely to experience forced or persuaded intercourse (McCarthy-Jones 

et al., 2019). 

There is evidence that girls are less in control, for a higher proportion of 

girls than boys sexual intercourse occurred under pressure and was 

subsequently regretted, and those girls who reported being ‘pressurised’ 

during a sexual encounter were less likely to use condoms (Henderson et al., 

2002). Another study found that girls who initiated intercourse before 14 

years were found to be more likely to have experienced forced sex at the 

first event (Dickson et al., 1998). Poor communication skills may play a role 

in consent and coercion (Wight et al., 2008) and given that younger 

adolescents are less versed in communicating around sexual situations in 

particular, this may be implicated in increased incidences of unwanted sex 

among this cohort. 

2.4.6 Summary 

When first sexual intercourse occurs at a young age, the circumstances of 

the encounter can have an even more profound effect on the experience than 

if initiation occurred at an older age. Health risk behaviours such as alcohol 

or drug use, or failure to use contraceptives are more likely among those 

who initiate sex early. The characteristics of the sexual partner at the time of 

the event are also extremely important as the experience of early first 

intercourse may be more vulnerable to factors such as age differences and 

relationship status, particularly for adolescent girls.  

2.5 The current study 

This study aims to establish how Irish adolescents’ environmental, social, 

health and well-being factors influence their sexual initiation patterns, as 

well as how early sexual initiation can affect their broader sexual health 

experience. By exploring these important aspects of adolescent life in the 

context of timing of sexual initiation, and through the lens of 

Bronfenbrenner’s Bioecological Theory of Development, it is possible to 
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provide a more profound understanding of adolescent sexual health and 

behaviour. This research, in turn, can enhance and inform the knowledge 

base for adolescent specific sexual health promotion strategies in the future.  

With these rationales in mind, the current study aims to fill the existing gap 

in sexual health research by exploring the context and circumstances of 

early sexual initiation among adolescents in Ireland using a mixed methods 

design in order to capture a more comprehensive account of early sexual 

behaviour in Ireland today.  

The key objectives were: 

Objective 1: To investigate the contextual socio-demographic, health and 

lifestyle factors associated with the timing of first sexual intercourse. 

Research Question 1: What are the contextual socio-demographic and 

lifestyle factors associated with early sexual initiation? 

Objective 2: To determine the circumstances and behaviours specific to the 

event of early first sexual intercourse. 

Research Question 2: What are the circumstances and behaviours 

associated with early sexual initiation? 

Objective 3: To explore the perspectives of adolescents on the context and 

circumstances of early sexual initiation and the reduction of associated risks. 

Research Question 3: What are the perspectives of adolescents on early 

sexual initiation? 

Objective 3: To contribute to the knowledge base on adolescent sexual 

health and behaviour in Ireland and to inform future sexual health 

promotion initiatives. 
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Chapter 3: Methodology 

3.1 Chapter overview 

This chapter provides a detailed account of the overall study design and its 

theoretical underpinnings. It provides a rationale for and description of the 

mixed methods study design employed, along an explanation of the key 

methodological considerations in mixed methods research. It concludes by 

presenting the key research processes undertaken during both phases of the 

study.  

3.2 Philosophical approach 

Research epistemologies provide a valuable means by which theories of 

knowledge creation can be understood and justified (Carter & Little, 2007; 

Schwandt, 2000). Some researchers have advocated for the combination of 

philosophical paradigms in the research process rather than a single method 

approach as it enables the exploration of different aspects of reality, 

providing greater insights into, and deeper understanding of, the research 

question and may be particularly valuable when a complex issue is being 

studied (Mingers, 2003; Seawright, Smith, Mitchell, & McClendon, 2013).  

Mixed methods researchers have suggested pragmatism as the most suitable 

philosophy for integrating approaches and perspectives and to underpin the 

mixed methods research paradigm (Biesta, 2010; Johnson & Onwuegbuzie, 

2004; Morgan, 2013). With this in mind, a pragmatic epistemological 

approach was taken for this research study. 

Pragmatism is not bound to any particular approach of philosophy and 

reality, it instead requires that the researcher use ‘what works’ in order to 

search for answers to the research question (Creswell & Clark, 2017). 

Pragmatism provides an epistemological rationalisation (through epistemic 

values) and logic for mixing approaches and methods (Johnson, 

Onwuegbuzie, & Turner, 2007). It applies similarly to both quantitative and 

qualitative research in that both approaches have a shared objective of 

matching or combining the strengths of different methods in order to meet 
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the requirements of the research question (Johnson et al., 2007; Morgan, 

2013).  

When it comes to philosophical approaches, quantitative research has 

commonly been concerned with postpositivism. Qualitative research is 

mostly associated with constructivism and poststructuralism (Johnson et al., 

2007). Postpositivism theorises that the knowledge and values of the 

researcher influence what is observed through a research study (Fox, 2008; 

Guba & Lincoln, 1994). Constructivism is based on the premise that people 

construct their own understanding and knowledge of the world through 

experiences (Hayes & Oppenheim, 1997). Post-structuralism argues that to 

understand an object you must first understand the system of knowledge that 

produced it (Williams, 2014).  

3.2.1 Quantitative methods 

Quantitative research is usually deductive in nature, characteristically 

starting with a theory or hypothesis which is assessed through observations 

and is often used to link causes to effects (Morgan, 2013), but can 

sometimes be categorised as inductive in its approach when exploratory 

techniques are undertaken (Atieno, 2009). It can be described as a form of 

empirical research into a social phenomenon or question, investigating a 

theory using numerical variables and statistically analysed so as to establish 

whether or not the theory predicts or explains the phenomena of interest 

(Creswell & Creswell, 2017; Yilmaz, 2013). Quantitative research aims to 

answer the research question in an objective manner, with unbiased 

measures and emphasises as little impact as possible from the researcher on 

the data (Morgan, 2013). It is concerned with researching and understanding 

large numbers of people or population groups in a wide variety of settings 

(Morgan, 2013).  

Advantages associated with some quantitative research methods include 

short administration and evaluation times facilitated by relatively fast 

turnaround of tabulated responses from data collection methods such as 

surveys. Numerical data collected through this method also allows for 

comparisons across groups, populations, organisations etc., allowing for the 
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estimation of levels of disagreement or agreement between study 

participants (Choy, 2014; Yauch & Steudel, 2003). One of the critiques of 

quantitative research is the inherent assumption that respondents understand 

survey questions in the same way as the researchers, as well as having 

opinions on the matters raised and that they are happy to express their 

sentiments. Quantitative outputs also fail to take account of potentially 

relevant issues such as additional survey material, for instance notes 

attached to completed surveys (Creswell & Clark, 2017; Yvonne Feilzer, 

2010). Other criticisms of quantitative research approaches is that they are 

predominantly grounded in the belief that psychological characteristics can 

be measured in a quantitative way as opposed to empirical exploration of 

the problem, and that quantitative researchers often assume a flawed 

definition of measurement through the designation of numbers to events and 

objects in accordance with particular rules (Gelo, Braakmann, & Benetka, 

2008; Michell, 1999, 2000; Toomela, 2008). 

3.2.2 Qualitative methods 

Qualitative research is traditionally inductive in nature, typically beginning 

with observations which are then employed to formulate a theory or 

hypotheses (Morgan, 2013), however, researchers have acknowledged the 

use of deductive methodologies in qualitative research (Hyde, 2000; Kirk & 

Miller, 1986). This form of research is grounded in the epistemological 

belief that social phenomena are so multifaceted and interconnected that 

they cannot be explained by solitary variables, and that it is inappropriate to 

use the expression variable when describing qualitative data (Yilmaz, 2013). 

Qualitative research is concerned with meaning, not with numbers, and 

understanding social or psychological aspects of the world (Braun & Clarke, 

2013). Qualitative research also emphasises a subjective approach 

acknowledging the inevitable involvement of the researcher in collecting, 

interpreting and ascribing meaning to the data (Morgan, 2013). It aims to 

provide a comprehensive investigation of people in a specific context or 

environment (Morgan, 2013). 

Qualitative methods allow researchers to investigate the values, beliefs and 

perspectives of both homogenous and diverse groups of people (Choy, 
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2014). Qualitative research acknowledges that behaviours and events do not 

occur spontaneously and the context aspect of the research is weighted 

heavily in these research methods (Braun & Clarke, 2013). Qualitative 

methods generate rich data through the description and explanation of 

participants own experiences, exploring issues that may influence the 

phenomena of interest. Another advantage of utilising a qualitative approach 

is that the investigation is broad and unrestricted and can include additional 

insights raised by the study participant that may not be on the researchers 

original agenda (Morgan, 2013; Yauch & Steudel, 2003). However, 

qualitative approaches have been critiqued on the basis of their subjectivity 

as researchers own personal experience and knowledge inevitably shape 

their observations, analysis and conclusions (Choy, 2014; Creswell & Clark, 

2017; Malterud, 2001; Morgan, 2013). Also, there are limitations in that 

qualitative findings are not generalisable due to the small numbers of 

participants, and the specificity of contexts explored, and qualitative 

processes are also often time consuming (Choy, 2014; Creswell & Clark, 

2017). 

3.2.3 Mixed methods research 

A mixed methods study can be defined as the gathering or analysis of both 

qualitative and quantitative data in the one study, in which the data may be 

collected concurrently or sequentially and include the integration of both 

data types at one or more points in a research process with the intention of 

acquiring a better understanding of the research query (Creswell, Plano 

Clark, Gutmann, & Hanson, 2003; Tashakkori & Teddlie, 2010). Mixed 

methods research has become increasingly described and recognized as the 

third major research approach or paradigm, together with quantitative and 

qualitative research (Creswell et al., 2003; Johnson & Onwuegbuzie, 2004). 

The definition of mixed methods design has also been extended to include 

the mixing of different methodologies and so encompasses studies such as 

those adopting a combination of qualitative methods (Gilbert, 2006). 

The motivation for mixing qualitative and quantitative data within a study is 

often based on the fact that neither approach alone is adequate to address the 

research questions posed. The use of multiple methods in the collection of 
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data can enhance the vigour of the research inquiry and increase the 

reliability and validity of findings (Georgsson & Staggers, 2016), offering a 

more robust analysis by exploiting the strengths of each method (Greene & 

Caracelli, 1997; Tashakkori & Teddlie, 2010). Quantitative methods can 

provide an overview of the study domain, describing its diversity on a 

macro-level. On the other hand, qualitative methods can be employed to 

retrieve specialised knowledge of the area for the purpose of developing 

theoretical concepts and descriptions that explain phenomena pertinent to 

the research domain (Kelle, 2006).  

Creswell (2017) describes the major mixed methods designs: convergent 

parallel; explanatory sequential, exploratory sequential, embedded, 

transformative and multiphase designs, adding that the study design must be 

chosen to match the research problem, purpose and questions. A convergent 

parallel design consists of collecting different but complementary data in 

order to better understand the research problem. An explanatory sequential 

design involves using a qualitative approach to explain quantitative 

findings, while an exploratory sequential design includes an initial 

qualitative phase used to inform or develop a larger quantitative study 

(Creswell & Clark, 2017). An embedded design utilises quantitative or 

qualitative data collection within a quantitative or qualitative procedure in 

order to address different research questions. Transformative design 

addresses issues of underrepresented populations by using mixed methods 

and incorporating a theoretical foundation. A multiphase design is a 

combination of both concurrent and sequential features and is usually a 

large scale study (Creswell & Clark, 2017).  

3.3 Current study design  

Cross-sectional quantitative data analysis can produce important findings 

linking behaviours and outcomes, but interpretation of these findings is 

often limited by the perspective and theoretical approaches of the 

researcher. In order to optimise the potential benefit and usability of the 

findings this study aimed to acknowledge the rights, capacity and value of 

adolescents in explaining and informing their sexual and reproductive 
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health. For this reason it was important that school-going adolescents should 

be consulted with, and their explanations and conclusions incorporated into 

the study findings.  

Given the two-pronged approach required an explanatory sequential design 

was the most suitable approach. An explanatory sequential design involves 

collecting and analysing quantitative data, followed consecutively by a 

qualitative data phase within the same study (Creswell, 2015; Creswell et 

al., 2003; Tashakkori & Teddlie, 2010). The second and qualitative phase 

supplements the early phase by elaborating and rationalising the quantitative 

outputs obtained and providing more refined explanations (Ivankova, 

Creswell, & Stick, 2006). For the current study, this included an 

investigation of associations and influences of adolescent sexual initiation 

on a national level and also facilitated more in-depth understanding of these 

findings in order to adequately meet the study aims and objectives. The 

merging of quantitative and qualitative methods leads to greater quality of 

interpretations from research studies and this forms the foundation of 

mixed-methods sequential explanatory design (Tashakkori & Teddlie, 

2010). The current study is divided into two separate phases, two initial 

quantitative research questions which combine to form the basis of a final 

qualitative phase (see Figure 2). 

Figure 2. Overall study design 

 

A cross-sectional quantitative research design was employed for the first 

phase of this study. Cross-sectional designs are useful for collecting 

information on exposure to risk factors, as well as information about health 

outcomes. They can provide a ‘snapshot’ of a population or of an outcome 

(or multiple outcomes), as well as the social or behavioural characteristics 

related to it, at a particular time point (Levin, 2006).  
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Challenges associated with cross-sectional studies include non-response bias 

due to differences in the participants who consent to take part in the study 

versus does who do not, leading to a failure in collecting a representative 

sample of the population (Cheung, Peter, Smit, de Vries, & Pieterse, 2017). 

In a cross-sectional study only an association, and not causation, can be 

inferred (Sedgwick, 2014). 

Qualitative research, often relies on text data in the form of transcripts or 

field notes (Pope, Ziebland, & Mays, 2000) where the data are analysed in 

with the objective of understanding human behaviour and phenomena as 

they occur in their natural context (Schwandt, 2000). Qualitative approaches 

have the potential to complement other research methods, in particular 

quantitative methods, by providing a more detailed understanding or 

explanations and allowing the researcher to identify contextual and 

situational factors as they relate to the phenomenon of interest (Johnson & 

Onwuegbuzie, 2004). 

Qualitative methods typically provide the experiences or opinions of a 

smaller number of participants than quantitative research, and have the 

ability to provide richer, more explanatory data (Braun & Clarke, 2013; 

Morgan, 2013). Using quantitative methods in order to collect attitudinal 

data limits the scope of the research. Qualitative methods allow for 

participants to have more freedom in the ideas and information they provide 

and also give them more control over the direction and level of detail 

covered during data collection.   

A number of qualitative research methodologies were explored for phase 

two. Structured and semi-structured interviews are useful in collecting 

personal experiences and individual perspectives on topic areas in which 

ideas can be explored more deeply (Braun & Clarke, 2013; Murray et al., 

2009). Focus groups provide a useful opportunity to gather feedback and 

general attitudes from a number of individuals in one sitting (Krueger & 

Casey, 2014). They also provide researchers with the opportunity to observe 

interactions between participants which may form a large part of some 

research studies (Greenbaum, 2003).   
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In this study participants were minors aged 15 to 17 years, and the topic was 

sensitive, therefore it was decided that a participatory workshop approach 

would be more appropriate even though interview or focus group methods 

could also have been employed. These forms of qualitative data collection 

were identified as possibly creating awkward or unwanted situations on the 

part of potentially vulnerable participants in which it would have been 

difficult to exit. In certain cases, interviews would not be deemed 

appropriate. For example, if participants may find the experience 

embarrassing due to the sensitive nature of the topic, or in some cases 

inappropriate, and the likelihood of recruiting participants would be quite 

low. However, given that the qualitative research was conducted to explore 

young people’s interpretation of quantitative data (and not personal 

experiences) individual interviews were considered as they would not be 

potentially “embarrassing or intrusive”. However, the researcher decided 

that an exploration of data interpretations as a group made it easier for 

participating adolescents to comment in the third person, rather than them 

misinterpreting that the questions are about themselves or require personal 

response relevant to their own experience. However, it was anticipated that 

focus groups could be an issue as participants may have found speaking up 

in front of a group difficult or embarrassing, especially in the presence of 

researchers. In addition, the research question did not require the 

consideration of participant interactions and so a traditional focus group 

method was not deemed appropriate. These forms of data collection may 

also have provided challenges in terms of recruiting schools to participate as 

school staff may be reluctant to have their students take part if there was 

perceived potential for negative outcomes. Also, participants needed to be 

provided with materials depicting quantitative findings and interviews or 

focus groups would not provide an adequate setting for such information 

exchange. For these reasons a more participatory approach was decided in 

the form of a workshop in which participants would have the opportunity to 

easily view materials, discuss them and record their interpretations and 

perspectives in a more interactive manner. Using a workshop set-up also 

allowed for the focus to be on the data presented and not on the individual, 

and gave participants the option of providing their feedback without having 
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to verbally express it. It also offered the opportunity for participants to 

reflect on each other’s comments and further discuss them, add to them or 

disagree with them. 

Participatory research design 

The workshop methodology was borrowed from previously tested 

participatory research processes and techniques and adapted in order to 

structure an approach where the capacity of the adolescent participants 

could be captured and fed into the research process. According to Hall 

(1992, p. 22), participatory research is essentially concerned with “who has 

the right to speak, to analyze and to act”. Participatory research is 

underpinned by the epistemological assumption that knowledge is socially 

constructed and so research methodologies that enable social, group or 

collective examination of life experiences of knowledge and power are more 

meaningful (Hall, 1992). In essence, participatory research methods aim to 

plan and conduct the research process in collaboration with those people 

whose experiences and behaviours are under investigation (Bergold & 

Thomas, 2012). 

In participatory research there are no strict methodological conventions or 

explicit approaches to adhere to. The subject matter, methods and 

techniques undertaken in a research study should stem from those involved 

and the context in which they occur (Hall, 1992; Participatory Research 

Network, 1982). Data quality should be interpreted based on the rigour of 

the study protocol. Among children and young people participatory research 

approaches such as focus groups and interviews, and techniques such as 

timelines, mapping, matrices, cartoons, and visual aids including photos, 

collage, sandboxing, charts and diagrams, have been successfully employed 

(Fargas-Malet, McSherry, Larkin, & Robinson, 2010; Kesby, Kindon, & 

Pain, 2005; Mannay, Staples, & Edwards, 2017; Punch, 2002a; Thomas & 

O'Kane, 1998). These approaches allow participants to create “inclusive 

accounts using their own words and frameworks of understanding” (Pain & 

Francis, 2003, p. 1). 



 Chapter 3: Methodology 

87 

 

Article 12 of the United Nations Convention on the Rights of the Child 

(UNCRC) (1989) highlights the entitlement of children and young people to 

have their opinions and views listened to, respected and considered. 

Researchers have increasingly recognised the value of understanding 

children’s viewpoints and perceptions as these may be different to, and be 

more complex than, interpretations of what adults consider children think 

(Alderson, 1999; Borland, 1998; Edwards & Alldred, 1999; Greig, Taylor, 

& MacKay, 2007). Children’s and young people’s level of participation 

have previously been classified by a number of variations of hierarchical 

models (Arnstein, 1969; Hart, 2013; Shier, 2001). A fully participatory 

approach is usually considered most effective in research, but can often 

present challenges in the research environment and so including 

participatory techniques where possible is preferable to none at all (Kesby et 

al., 2005). Indeed Kirby’s recommendations for participation, adapted from 

Shier’s model (Shier, 2001), presented a non-hierarchical model of 

participation recognising that the optimal level of participation should be 

based on what is most appropriate to the specific context (Kirby, Lanyon, 

Cronin, & Sinclair, 2003). Advocates of participatory approaches have 

recommended that the methods utilised in a project should be designed to 

reflect the research questions of the study, recognise limitations of resources 

and time, be conscious of sensitivities and ethical issues, and take into 

consideration the specific characteristics and requirements of the 

participants, along with the physical setting and cultural context in which it 

is undertaken (Christensen & Prout, 2002; Punch, 2002b).  

Participatory methodologies have previously been employed among 

adolescents and children by the HBSC study in an Irish context, in the 

creation and designing of question items for the survey instrument (Daniels 

et al., 2014). Research into participatory approaches has also acknowledged 

that when the researched are given the opportunity to become analysts of 

data they can be considered generators of new knowledge (Kirshner & 

O'Donoghue, 2001). Thus, allowing adolescents to analyse the data in the 

current research study provided them with the opportunity to produce new 
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knowledge and conclusions that could provide vital information in choosing 

sexual health promotion approaches among this population. 

Participation has been described as a form of power, with many 

participatory research methods being concerned with power relations and 

equalising the power balance between participants and the researcher, as 

well as between participants (Schäfer & Yarwood, 2008; Van der Riet & 

Boettiger, 2009). A participatory workshop environment also allows 

participants to have better control over their level of involvement in the 

exercise without feeling pressurised to do so, some may take a more active 

leadership role and others prefer a more passive role. It allows participants 

the freedom to dip in and out of the tasks as they feel comfortable. It also 

provides the opportunity to split participants into smaller groups as opposed 

to one large focus group and can offer more than one form of 

communication or data recording e.g. discussion, writing or drawing. 

However, one of the main advantages of using a participatory workshop 

approach in the case of this study was in order to reduce feelings of 

discomfort or embarrassment that participants might feel when discussing 

the topic of sexual behaviour. Working in smaller groups that are task based 

allowed for openness without being personally focused. This methodology 

mirrors the approach taken in the participant inquiry paradigm of Heron and 

Reason (1997) which promotes the principles of participant involvement 

and partnership and, recognises that the participants are the experts in the 

adolescent context providing the researchers the opportunity to learn from 

them. This method of data collection also provided an appropriate format of 

discussion and knowledge transfer from the perspective of schools 

compared to other formats such as interviews or focus groups, 

acknowledging that it is often challenging to recruit schools to take part in 

research particularly in the case of sensitive topics, due to multiple levels of 

authority and the necessity to also access parents or guardians for consent 

(Lamb, Puskar, & Tusaie-Mumford, 2001; Pincus & Friedman, 2004). 



 Chapter 3: Methodology 

89 

 

3.4 Methodological considerations  

This section considers the key methodological issues considered for the 

quantitative phase the qualitative phase and for the mixed-methods approach 

undertaken. 

3.4.1 Phase one quantitative research  

An essential element in the appraisal of research, as well as guiding 

decisions around the implementation of study findings into practice, is 

establishing how rigorously the matters of validity and reliability have been 

addressed in a study (Heale & Twycross, 2015). Reliability in quantitative 

research refers to the extent to which a specific test, tool or procedure, for 

instance a questionnaire, will yield similar results in alternative situations, 

with the assumption that nothing else has changed. Validity is more 

concerned with the degree to which what is measured relates to the intended 

research question (Roberts, Priest, & Traynor, 2006). In order for a study to 

contain good quality research, evidence of how these factors have been 

considered should be provided (see page 100). 

Robust and transparent methodology 

The quantitative study phases one and two utilised data from the Health 

Behaviour in School-aged Children (HBSC) study. A detailed account of the 

methodology of this cross-sectional survey can be found in Appendix 1.  

The HBSC study undertakes a robust and transparent methodological 

procedure providing the opportunity for valid comparisons across time 

within regions, as well as cross-national comparisons in the context of 

young people’s health and health behaviours. 

Internal validity of the survey items 

HBSC employs a process of continually developing and validating the 

research instruments used in the survey as part of quality assurance, and to 

allow strong research conclusions to be achieved. The study endeavours to 

provide updated and transparent information regarding the psychometric 

properties of the study instruments, with ongoing validation work across 

member countries, thus enabling other researchers to use the items (Currie 

et al., 2014). Many of the demographic, social, lifestyle, health, well-being, 
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and behavioural measures included in phases one and two of this study have 

been included in the HBSC survey for numerous study cycles and have been 

validated through the international HBSC network (Inchley, Currie, Cosma, 

& Samdal, 2018). 

Questions on sexual health were first included in the HBSC survey in the 

1989/1990 survey round, but it was not until 2001/2002 that four sexual 

health and behaviour items were made a mandatory component of the 

survey tool, meaning all participating countries were expected to include the 

measures in order to allow for international comparison and the recording of 

trends. The question items were derived from the US Youth Risk Behavior 

Surveillance study (YRBS) (Grunbaum et al., 2002), along with the 1986 

Minnesota Adolescent Health survey (Blum R, 1989). They measured 

experience of sexual intercourse, the age of sexual initiation, pregnancy 

prevention methods used and condom use at last intercourse. 

A number of test-retest reliability studies have been carried out on the 

YRBS study as a whole, or to make specific assessments on possible factors 

concerning the validity of self-reporting among adolescents of health-risk 

behaviours (Brener, Billy, & Grady, 2003; Brener, Collins, Kann, Warren, 

& Williams, 1995; Brener et al., 2002). A study exploring the consistency of 

adolescents’ self-reporting on the study also noted that adolescents were 

more consistent in reporting their sexual activity, compared to other risk 

behaviours, over a 2-week period (Rosenbaum, 2009). Early evaluations of 

the inter-rater reliability of the YRBS sexual behaviour items have yielded 

satisfactory outcomes (Landis & Koch, 1977) with Kappa values reported 

for ‘have you ever had sexual intercourse?’ of 0.9, ‘how old were you when 

you had sexual intercourse for the first time?’ of 0.88 and ‘the last time you 

had sexual intercourse did you or your partner use a condom?’ with a Kappa 

value of 0.78 (Brener et al., 2002).  

During 2012 and 2013, a mixed methods pilot study was carried out by the 

HBSC network to test proposed changes to the mandatory sexual health 

items as well as newly proposed first sexual intercourse items (Young et al., 

2016). Pilot studies were carried out in France, Hungary, Ireland and 
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Romania, collecting a combination of quantitative and qualitative data 

around the answerability, understandibility and acceptability of the proposed 

questions from a total of 466 students from varying educational contexts and 

socioeconomic backgrounds. The testing process provided invaluable 

feedback and resulted in a predominantly positive response to the items in 

all respects. There was an overall consensus among respondents that the 

additional questions were relevant and appropriate for use among 15 year 

old adolescents (Young et al., 2016). 

External validity – generalisability 

The HBSC survey collects data from a nationally representative sample of 

adolescents and so findings that emerge from phases one and two of the 

study are likely to apply to school-going youth across the Republic of 

Ireland. Limitations, however, must be acknowledged in that the findings 

may not necessarily relate to adolescents who are not in attendance at 

school, or that may be schooled at home. It must also be noted that the 

findings may not be applicable to adolescents from other geographical 

regions as this research was carried out specifically among an Irish 

adolescent cohort.  

3.4.2 Phase two qualitative research 

Lincoln and Guba (1985) expressed what they consider important criterion 

for the quality assessment of qualitative data, it must be credible, 

transferable, dependable and confirmable. Creswell (2013) describes the 

purpose of validation in qualitative research as the utilisation of strategies to 

evaluate the accuracy of a research study. He outlines eight strategies for the 

validation of qualitative research, and suggests that researchers engage in at 

least two of these during the course of their study, these include: prolonged 

engagement and persistent observation in the field, triangulation, peer 

review or debriefing, negative case analysis, clarifying researcher bias, 

member checking, rich and thick descriptions and external audits (Creswell, 

2013). Where possible, a number of these strategies were undertaken as part 

of the qualitative element of this research study and are explained in the 

following sections. These included triangulation, peer review or debriefing, 

clarifying researcher bias, and rich and thick descriptions. 
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Credibility 

As detailed earlier in the chapter, the purpose of the qualitative phase was to 

allow adolescents themselves to interpret and evaluate previous quantitative 

research findings. Workshops using participatory techniques and processes 

were identified as an appropriate method of collecting qualitative data and 

feedback from participants.  

Triangulation refers to the process of comparing research findings with one 

or more sources of existing evidence in the pursuit of verifying a 

phenomenon or theme in a study and so improving its credibility (Creswell 

& Miller, 2000; Hammersley, 2008). Triangulation does not refer to one 

specific method and a number of different forms of triangulation are evident 

in the literature often based on philosophical or methodological perspectives 

(Creswell & Miller, 2000; Hammersley, 2008). Denzin (1978) describes that 

triangulation can be carried out across data sources, methods, theories or 

among different researchers. This study employed triangulation in a number 

of forms: across data sources, across methods, and also it could be 

considered as being carried out across researchers. The qualitative phase of 

this mixed methods research study specifically played a role in triangulation 

by method (i.e., qualitative workshop data in addition to previous 

quantitative findings); by source (i.e., participants in each workshop 

provided feedback on the same materials and questions), and across 

researchers (i.e., participants acted as ‘the researcher’ to provide an 

alternative narrative and perspective of the previous quantitative findings of 

phases one and two). As well as the workshop procedure, substantiating 

documents and findings in the existing literature were also accessed in order 

to contextualise the behaviours and attitudes of the population under study. 

Peer review and debriefing involves the review of the research process and 

data by someone external to the main researcher (Creswell & Miller, 2000). 

The peer de-briefer is tasked with providing support to the researcher, but 

also playing ‘devil’s advocate’ by challenging and questioning their 

methods, meanings and interpretations in order to optimise the researchers 

methodology and conclusions (Lincoln & Guba, 1985). Regular debriefing 

sessions were carried out in this study between the researcher and both the 
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primary and co-supervisors as part of the NUI, Galway Structured PhD 

programme. These sessions were held in advance of data collection in order 

to discuss the workshop protocol, process and materials, as well as after 

subsequent workshops to review findings and consider analysis methods. 

Throughout the analysis process, routine debrief sessions were carried out 

with supervisors for the purpose of logging researcher thoughts, decisions 

and activities. The supervisors provided expert feedback and advice to 

enhance the researcher’s developing ideas and understandings of the data 

and analysis process. 

Transferability 

Describing the qualitative study setting, participants, and themes in rich 

detail is another technique used to establish credibility in a qualitative study 

(Creswell & Miller, 2000). A rich and thick description of the study details 

enables readers to assess the applicability and transferability of the findings 

to other situations or settings (Creswell, 2013; Creswell & Miller, 2000; 

Lincoln & Guba, 1985). Lincoln & Guba (1985) emphasised the 

responsibility of the researcher in ensuring that necessary and adequate 

contextual information about the fieldwork sites is presented allowing the 

reader to carry out such a transfer. However, other qualitative researchers 

argue that the nature of qualitative research itself, in being mostly concerned 

with a small specific group of individuals or environments, restricts the 

generalisability of qualitative studies to other populations or contexts 

(Malterud, 2001; Shenton, 2004a). Thick and rich descriptions of the 

methodological procedure for phase two are provided in Section 3.9, 

including theoretical underpinning and methodological considerations and 

detailing the number of schools and adolescents who took part in the study, 

the exclusion criteria for those who did not take part, and a thorough 

description of the data collection methods utilised (see Section 3.9.5). 

Furthermore, a detailed description of the findings, including themes from 

the analysis, is reported in Section 6.2. 

Dependability 

Dependability is recommended as an alternative component of rigor in 

qualitative research in place of the conventional measure of reliability used 
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in quantitative research (Guba & Lincoln, 1989; Lincoln & Guba, 1985; 

Ulin, Robinson, & Tolley, 2012). However, the main concern at the core of 

dependability is similar to that of reliability and that is to ensure that the 

research process is carried out in a consistent manner according to specific 

methodological conventions, and is free from variation that may affect the 

data (Long & Johnson, 2000; Ulin et al., 2012). In order to meet this 

criterion, it is required that the researcher provide a detailed account of the 

research methods and decisions made throughout the process. As mentioned 

previously, an in-depth account of the qualitative methodology of this study 

is provided in Section 3.9. 

Confirmability 

Qualitative research inherently recognises the researcher’s vital role in 

identifying issues to explore, interpreting information and findings, and 

managing the research process, and acknowledges the experiences and 

values of the researcher themselves which are inseparable from the process 

(Ulin et al., 2012). However, being conscious of the researchers own 

subjectivity is an important element in qualitative research validation. 

Confirmability refers to a means of distinguishing whether the researcher, as 

a co-participant in the study, has preserved the distinction between their 

own individual values and those of the study participants. Lincoln and Guba 

(1985) proposed the use of an audit trail by qualitative researchers recording 

the rationale and process that have led to research decisions and 

conclusions, as well as on-going critique and self-appraisal by the 

researcher, through the use of field notes and materials collected during the 

course of the study (Rolfe, 2006; Ulin et al., 2012). During this study a 

record was kept of: raw data, data reduction and analysis products, data 

reconstruction and synthesis products, process notes, materials relating to 

intentions and dispositions, and instrument development information, as 

recommended by Lincoln and Guba (1985)  . These materials were 

reviewed throughout the study process and were stored in a secure 

environment and available for external inspection and verification. 

In order to further ensure confirmability, qualitative researchers have a 

responsibility to acknowledge and document their own subjectivity in the 
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research process. This may include: biases, assumptions, or reactions that 

could affect data collection or interpretation (Ulin et al., 2012). For this 

reason, details about the researcher are provided. Firstly, I am a PhD 

candidate in the Discipline of Health Promotion, with a background in 

biological sciences, specifically Physiology. I moved into Health Promotion 

due to my interest in the wider determinants of health. This has further led 

me to become concerned with research in the area of children and 

adolescent health and well-being, and specifically in adolescent sexual 

behaviour. I have a particular research interest in gender differences in 

health behaviours. As a mixed methods, Health Promotion researcher I do 

not conform strictly to either a constructionist or positivist epistemology, 

and instead take a more pragmatic approach to the research process 

acknowledging the value in both the quantitative and qualitative research 

paradigms (Biesta, 2010; Johnson et al., 2007; Morgan, 2013). I consider 

children and young people to be experts in their own lives and experiences, 

and I recognise the value they can bring to the research process (Borland, 

1998; Greig et al., 2007). 

As a female, I am biased in my experience of sexual maturity and the 

accompanying social aspects associated with female adolescent 

development (Tolman, 2006). I attended an all-girls post-primary school in 

an urban area in the Republic of Ireland, with a Roman Catholic ethos. My 

experience of sex education was a poor one, however, I do not feel this 

impacted greatly on my understanding of issues of sexual risk. I do 

however, acknowledge that I had a poor awareness of the social aspects of 

sexual health and behaviour, as well as levels of sexual activity and 

behaviour among my wider peers during my adolescent years.  

3.4.3 Methodological issues in mixed methods research 

There is no set procedure when it comes to designing a mixed methods 

study and a number of considerations should be taken into account. 

Philosophy and theory, resources (e.g., skills, financial resources, time), the 

research problem and motivations for employing mixed methods are all key 

factors in the design of a mixed methods study (Klassen, Creswell, Plano 

Clark, Smith, & Meissner, 2012). According to a number of mixed methods 
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researchers, timing, weighting (priority) and mixing (point of interface) are 

other important aspects of the research design process (Creswell & 

Creswell, 2017; Klassen et al., 2012).  

Timing 

In mixed methods studies qualitative and quantitative data collection can 

occur either separately in phases (sequentially) or at the same time 

(concurrently) (Creswell & Creswell, 2017). Collecting the two forms of 

data simultaneously may be desirable in situations where time in the field is 

restricted due to cost, or a time-sensitive issue of interest. On the other hand, 

a sequential approach may be convenient for single investigators who are 

not limited by time and can afford to spread data collection over an 

extended period, or if findings from an earlier phase inform a successive 

phase (Creswell & Creswell, 2017; Klassen et al., 2012). Data for this study 

was collected in two phases. The quantitative data was collected through the 

HBSC Ireland national survey. This was followed by qualitative workshops 

utilising participatory techniques forming a sequential explanatory research 

design.  

Priority 

Another feature that needs to be considered when designing a study is the 

priority given to quantitative or qualitative research processes and data. In 

some mixed methods studies, the weight might be equally emphasized for 

both quantitative and qualitative research. In other studies, priority may be 

assigned to either the quantitative or qualitative elements of the research 

(Creswell & Creswell, 2017; Klassen et al., 2012). The weighting in a study 

design is often reflective of the interests of the researcher, what the 

investigator intends to highlight or indeed the study audience (Creswell & 

Creswell, 2017). Priority should not be assigned to a method based on the 

size of that study, instead it should represent the significance of each study 

and reflect the function it holds within the overall project (Morgan, 2013). 

Weighting can also be characterised in a mixed methods study based on the 

use of a predominantly inductive approach (i.e., theme generation in 

qualitative) or deductive approach (i.e., theory testing) (Creswell & 

Creswell, 2017). The pragmatic approach, however, employs an abductive 
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approach allowing the opportunity to interchange between inductive and 

deductive methods as a technique to connect theory and data (Morgan, 

2013). 

In sequential exploratory designs priority is normally assigned to the 

quantitative aspect of the study depending on the overall study aims, the 

scope of the quantitative and qualitative research questions or the study 

design for each phase (Ivankova et al., 2006). In this study priority was 

given to the initial quantitative phases as they represented the core data 

findings of the study. The qualitative phase also provided extremely 

valuable outputs but was restricted by the fact that it provided an 

explanatory function to the first phase. 

Mixing 

Mixing refers to a full merging of quantitative and qualitative data and can 

be conceptualised as being at one end of a continuum, where the other end 

comprises keeping both sorts of data entirely separate. Various approaches 

to combining qualitative and quantitative data fall between these two 

extremes (Creswell & Creswell, 2017). The point at which mixing occurs, 

or the point of interface, varies depending on the mixed methods design 

(Morse, 2016). This mixing can occur at a number of stages of the research 

process, during data collection, data analysis or data interpretation (Klassen 

et al., 2012). Creswell (2017) refers to three main levels of data mixing: 

connected, integrated and embedded. Connected implies that the 

quantitative and qualitative data bases are separate but still connected, for 

example in a scenario where the initial phase of research and the data 

collection feeds into the second phase. Integration entails the merging of 

both the quantitative and qualitative data bases by transforming qualitative 

themes into numerical data. Finally, an embedded design does not involve 

either connected or integrated data and instead the researcher embeds a 

secondary alternate form of data to the primary database within a larger 

study, providing a supportive function to the study (Creswell & Creswell, 

2017). Mixing can also be describes as being partially or fully mixed. A 

study is considered fully mixed methods in nature when mixing takes place 

at the research objective stage, data analysis and the interpretation stage 
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(Johnson & Onwuegbuzie, 2004; Leech & Onwuegbuzie, 2009). When data 

sets are analysed separately and mixed at the inference stage, the study is 

considered as partially mixed methods (Leech & Onwuegbuzie, 2009).  

Mixing quantitative and qualitative data within sequential explanatory 

designs is possible at a number of stages of the process (Tashakkori & 

Teddlie, 2010). The current study is considered ‘connected’ as the different 

data types are connected between the data analysis of the quantitative phases 

and the data collection of the qualitative phase. Two points of connection 

are made in the study, however, it is partially mixed as the data sets are 

analysed separately. As is common with this form of mixed methods 

research (Hanson, Creswell, Clark, Petska, & Creswell, 2005; Ivankova et 

al., 2006; Tashakkori & Teddlie, 2010), the first point of connection was 

made between the quantitative and qualitative phases with the development 

of the qualitative data collection procedures based on the results from the 

initial quantitative stage. The purpose of this was to investigate these 

findings in more detail by way of supplementary qualitative data collection 

and analysis in the second study stage. The main connecting point in the 

process, however, was the integration of both the quantitative and 

qualitative findings at the interpretation stage of the study. 

Theorising 

Lastly, when carrying out a mixed methods investigation a further element 

to consider is whether the overall study design is guided by a larger 

theoretical perspective, and as such is theory driven (Creswell & Creswell, 

2017; Morse, 2016). A mixed methods design may be informed by a single 

or a number of theoretical and conceptual orientations supporting the 

overarching needs and science of the research study (Klassen et al., 2012). 

Theories in a mixed methods study may be made explicit, or may even be 

implicit and not directly referenced. The theories are usually established at 

the earlier stages of the research process as an orienting lens that guides the 

style of questions used, the participants included in the study, data collection 

methods, and the inferences made from the study findings (Creswell & 

Creswell, 2017). A fully inductive approach to qualitative or mixed-methods 
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research design is typically used to develop a theory or pattern of meaning 

from the data (Creswell & Creswell, 2017). 

Reliability and validity 

Measures of reliability and validity are recommended in mixed methods 

research for both quantitative and qualitative data. Reliability and validity 

are methods of establishing and displaying the rigour of the research 

processes along with the trustworthiness of research results. Reliability 

refers to the likelihood of generating the same findings if the research 

process was repeated using the same measures among a different participant 

group (Kirk & Miller, 1986; Yardley, 2008). Validity establishes whether 

the research accurately measures and describes what it was intended to 

(Goodman, 2008; Kirk & Miller, 1986). Reliability and validity are common 

focal points in quantitative research and so have their origins in the 

positivist paradigm (Gilbert, Gilbert, & Mulkay, 1984; Golafshani, 2003). 

For this reason, many qualitative researchers consider the concepts of 

reliability and validity as defined in quantitative terms and as such perceive 

them as inadequate in the context of qualitative research (Braun & Clarke, 

2013; Glesne & Peshkin, 1991; Golafshani, 2003). Indeed, Guba (1981) 

recommended the use of alternative methodology in order to demonstrate 

trustworthiness in qualitative research, allowing researchers to detach 

themselves from a positive research paradigm. Guba described four criteria 

necessary to consider in order to establish trustworthiness in a qualitative 

study, these include:  

 Credibility (in preference to internal validity) 

 Transferability (in preference to external 

validity/generalisability) 

 Dependability (in preference to reliability) 

 Confirmability (in preference to objectivity) (Guba, 1981). 

Credibility is concerned with the level of confidence that the researcher has 

accurately recorded the phenomena under investigation, and transferability 

refers to the extent to which study findings can be applied to other scenarios 

(Lincoln & Guba, 1985; Shenton, 2004b). Dependability addresses whether 
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the study would yield similar results were it repeated in the same 

environment, using identical methods and with the same participants. 

Confirmability refers to the impartiality of a study on the part of the 

researcher (Lincoln & Guba, 1985; Shenton, 2004b). 

These terms were chosen in order to adhere to a more naturalistic research 

paradigm (Lincoln & Guba, 1985). Separate criterion are often deemed 

necessary for the two research paradigms. Quantitative research typically 

strives for objectivity and generalisability and aims to minimise the 

influence of the researcher. In contrast, qualitative research is by its very 

nature often subjective, influenced by the context in which it is carried out 

(Ulin et al., 2012) and acknowledges that the researcher inescapably 

influences the research process and outputs, and often even seek to exploit 

this dynamic to the fullest (Braun & Clarke, 2013; Yardley, 2008). When 

quantitative researchers refer to research reliability and validity, they are 

generally commenting on whether the research is credible, whereas the 

credibility of a qualitative study depends more on the effort and ability of 

the researcher (Golafshani, 2003). Similarly, the credibility of a quantitative 

study depends on the construction of the instrument or tools used, in a 

qualitative study the researcher may be seen as an instrument in the research 

process (Patton, 2002).  

However, the purpose of the qualitative element in this PhD study was 

further reduce the bias of the researcher. In the qualitative phase the 

workshop participants acted as researcher in processing the quantitative 

findings. This enabled adolescents themselves the opportunity to examine 

the quantitative research outputs and consider and interpret their meaning 

from their subjective viewpoint. This approach stems from participatory 

research paradigm which is based on the epistemological premise that 

knowledge is socially constructed and so research approaches that permit 

social, group or collective inquiry of life experiences of knowledge and 

power are most suitable (Hall, 1992). 



 Chapter 3: Methodology 

101 

 

3.5 Researching sexual behaviour  

Sexual behaviour is a personal and principally private activity that is subject 

to variable degrees of cultural, religious, moral, social and legal norms and 

restrictions (Fenton et al., 2001). The private nature of the activity results in 

limited opportunity to observe behaviours as well as a lack of alternative 

secondary measures for data triangulation, for example, other behaviours 

can be measured through sales of items (i.e., alcohol consumption) or 

physiological assessment (i.e., exercise) (Sims, Smith, Duffy, & Hilton, 

1999; Wellings & Collumbien, 2012). One of the major challenges for 

sexual behaviour research is to produce unbiased and accurate measures of 

individual and population behaviour patterns (Fenton et al., 2001). It is vital 

to employ methods that minimise measurement error which may occur due 

to participation bias, recall and comprehension difficulties, and the level of 

participant willingness to divulge sensitive and often socially censured 

attitudes or behaviours (Catania, Binson, Van Der Straten, & Stone, 1995; 

McLaws, Oldenburg, Ross, & Cooper, 1990).  

Populations or groups of particular interest with regards to sexual behaviour 

such as sex workers, injecting drug users, those experiencing intimate 

partner violence, or those with minority gender or sexual identities are often 

the most difficult to access, and may be hard to reach or be wary of taking 

part in research for social or legal reasons, and often general population 

surveys do not appropriately capture these populations (Sydor, 2013; 

Wellings & Collumbien, 2012). Adolescents are also considered a 

vulnerable group in terms of sexual health, and researching this population 

is socially and culturally sensitive in nature due to varying beliefs regarding 

the appropriateness of adolescent sexual activity (Mitchell et al., 2012). For 

these reasons, adolescents are often another hard to reach group in the area 

sexual health and behaviour research and gathering data from this 

population can involve overcoming numerous barriers and requires very 

specific considerations in choosing appropriate methodologies. 

3.5.1 Measures 

In order to improve sexual health through effective interventions, it is first 

necessary to have reliable and accurate information in the form of patterns 
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and trends in sexual behaviour, as well as the determinants of both positive 

and negative sexual health. Key indicators used in order to assess sexual 

behaviour include: age of first sexual intercourse, number of sexual 

partners, frequency of intercourse, and contraception or condom use. The 

use of such measures can help to link behaviours with outcomes, as well as 

contribute to the identification of individuals or populations that may be at a 

particular risk of sexual ill-health. Early sexual initiation, (Heywood et al., 

2015; Vasilenko et al., 2016), higher frequency of intercourse, larger 

numbers of sexual partners, and lower levels of contraceptives and condom 

use (Beadnell et al., 2005; DiClemente & Crosby, 2003; Holmes et al., 

2004) are all important markers of potentially risky sexual behaviour. 

Collecting data on sexual behaviour also enables sexual health promotion 

practitioners to evaluate the efficacy of sexual health interventions by 

providing comparable output measures (Bonell, Oakley, & Bennett, 2003). 

3.5.2 Bias 

Participation bias refers to the error occurring from discrepancies in the 

behaviour and demographics of individuals who agree to take part in a study 

versus those who do not (Fenton et al., 2001). Participation bias has been 

reported in a number of sexual behaviour studies, and has been linked with 

participant characteristics such as; age, sex, social class, beliefs, attitudes, 

education and sexual behaviour (Catania, Gibson, Marin, Coates, & 

Greenblatt, 1990b; Dunne et al., 1997b; Strassberg & Lowe, 1995). When 

collecting data on sexual behaviour there is an increased chance that those 

who are willing to take part may be more comfortable discussing this 

sensitive topic, be less conservative and may even report more extreme 

behaviours than those who decide not to take part (Catania, Gibson, 

Chitwood, & Coates, 1990a; Dunne et al., 1997b), or in some cases be less 

likely to report risky sexual behaviours (Cheung et al., 2017). 

Item response bias is an additional form of participation bias whereby 

respondents who decline to answer a specific question(s) are more or less 

likely to have involvement in the particular behaviour (Fenton et al., 2001). 

Older age, difficulties with understanding, and ethnicity have been 

associated with unwillingness to respond to more comprehensive and 
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sensitive questions in self-completion surveys (Copas, Johnson, & 

Wadsworth, 1997), though in some cases this effect was found to be small  

(Dunne et al., 1997b). 

Sexual behaviours and experiences are typically reported retrospectively 

and this presents problems in terms of accurate recalling and reporting of 

behaviours (Fenton et al., 2001; Van Duynhoven, Nagelkerke, & Van De 

Laar, 1999). Research suggests that the level of reliability of self-reported 

sexual behaviour varies for a range of features including number of sexual 

partners, and the time period for recall (Capaldi, 1996; Catania et al., 1990a; 

Catania et al., 1990b; McFarlane & St. Lawrence, 1999). Issues with 

accurate recall are most common for frequency reporting (e.g., frequency of 

sex, number of partners) whereas incidence reports (e.g., first sexual 

intercourse) tend to be more reliable (Fenton et al., 2001). Considering the 

fallibility of memory, longer recall periods may lead to a decrease in the 

reliability of self-reports and so shorter recall periods are ideally preferred 

(McFarlane & St. Lawrence, 1999). 

Concerns have in the past been raised around how reliable the self-reporting 

of sexual practices is even when individuals agree to participate in research 

they may withhold information or under-report on their behaviours in order 

to avoid judgement, formally known as social desirability bias (McCallum 

& Peterson, 2012; Richman, Kiesler, Weisband, & Drasgow, 1999). Other 

studies have shown that respondents may also be liable to over-report or 

overstate sexual experiences, for example by stating to have more sexual 

partners than is actually true (Layte et al., 2006). Levels of reporting bias 

may also vary depending on the mode of data collection, with face-to-face 

data collection more likely to be linked with social desirability bias than 

other methods (McCallum & Peterson, 2012; Richman et al., 1999). Despite 

some studies having observed reporting bias (Van Duynhoven et al., 1999), 

self-reporting of sexual behaviours has been established as having a 

sufficient standard of reliability when assessed against other statistical 

sources or when test-retested (Jeannin, Konings, Dubois-Arber, Landert, & 

Van Melle, 1998; Johnson et al., 2001). A comparison of the second and 

third waves of the National Survey of Sexual Attitudes and Lifestyles 
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(Natsal) study in the UK also found there to be little change in reporting 

bias between the two studies, and that any changes in the reporting of sexual 

behaviours and attitudes was likely to replicate actual changes in the 

population (Prah et al., 2014). These existing research findings supported 

the use of self-report data for the novel research reported in the current 

study. 

3.6 Ethical issues 

Ethical approval for the 2014 Health Behaviour in School-aged Children 

study was conducted in accordance with the Declaration of Helsinki, and the 

protocol was approved by the Research Ethics Committee (REC) of the 

National University of Ireland Galway (Project identification code: 

13/NOV/14). All ethical considerations in the survey procedures, along with 

the corresponding information sheets and consent forms used in the study, 

were examined and authorised by the REC.  

Ethical approval for the qualitative study phase was independently reviewed 

and the study was conducted in accordance with the Declaration of Helsinki, 

and the protocol was approved by the REC, NUIG Galway (Project 

identification code: 16-Dec-02). All ethical considerations in the workshop 

procedures, along with the corresponding information sheets and consent 

forms used in the study, were examined and approved for use by the REC 

(see Appendices 2-7). All ethical considerations taken into account by the 

researcher are detailed below. 

In accordance with the official HBSC international protocol, sexual 

behaviour items were asked only of study participants aged 15 years and 

older as most adolescents younger than this age are unlikely to have had 

sexual intercourse, with the additional risk that schools and parents could 

potentially deem such questions to be too sensitive to ask of younger 

participants (Currie et al., 2014). Additionally, a list of support services 

relating to mental health and wellbeing, sexual health and risk behaviours 

were distributed along with the 2013/14 HSBC questionnaire to all schools 

who took part in the survey. This was in anticipation that some individuals 

may have become distressed as a consequence of to completing the HBSC 
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survey, which includes questions on a number of sensitive issues including 

sexual behaviour. 

An important element of any research process is obtaining consent from 

study participants before any research or data collection is commenced 

(Shaw, Brady, & Davey, 2011). As part of the qualitative study phase active 

consent was sought from schools, parents and pupils prior to participation in 

the study. Voluntary participation was also confirmed before the workshops 

began and was ensured throughout the process reminding participants that 

they could withdraw at any time. All participants who agreed to participate 

in the study took part in the entire workshop and none withdrew at any 

stage. 

In order to minimise embarrassment or distress a participatory approach was 

taken in designing the workshops due to the sensitive nature of the subject 

matter. This ensured that participants had control over their level of 

participation without being put on the spot by the researcher or other 

participants and were able to avoid speaking in front of a larger group. This 

non-invasive, non-confrontational approach also helped to reduce the power 

imbalance which exists when adults carry out research with children and is 

one of the main ethical issues (Morrow & Richards, 1996).  

Another important aspect concerning research ethics is ensuring the 

protection of, and minimising the risk to participants in taking part in the 

process. In qualitative research in general, and particularly in the case of a 

sensitive topic, there exists a risk of disclosing too much information on the 

part of the participant which may raise concerns in relation to privacy 

(Halcomb, Gholizadeh, DiGiacomo, Phillips, & Davidson, 2007). In order 

to minimise any issues of confidentiality and privacy, participants were 

asked not to disclose or discuss their own personal experiences regarding 

the research topic and to instead approach the workshop activities from a 

general adolescent perspective providing their own critique, assessment and 

ideas around the workshop materials. Participants were also reminded at the 

beginning of the workshop that all discussions during the workshop were 

confidential and should not be discussed outside of the workshop setting. 
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Participants were also assured of their own anonymity being preserved and 

that their individual names or school names would not be related to the data 

outputs in any way. Personal names were only gathered for the purpose of 

consent giving and were not recorded in electronic form, or linked with data 

collection in any way.  

In anticipation of a situation arising where a participant was to become 

upset a distress protocol was developed (see Appendix 5). In the case of a 

participant disclosing information of a serious or worrying nature, or 

concern on the part of the researcher regarding possible abuse a disclosure 

reporting protocol and a concern reporting protocol respectively were 

developed (see Appendices 6 and 7). These guidelines were in line with the 

NUI Galway Child Protection Policy which is in accordance with Children 

First National Guidelines for Protection and Welfare of Children 1999 

(Department of Health Children, 1999). Throughout the workshops both 

researchers, particularly the second researcher, closely monitored 

participants for signs of discomfort or distress or any other issues of 

concern. Fortunately, no issues arose in any of the workshops and they all 

ran smoothly and according to the protocol.  

3.7 Study execution 

This section outlines the specific research processes undertaken during 

phases one and two. 

3.7.1 Phase one quantitative analyses 

This phase comprised two specific research questions, both of which 

employed data from the HBSC Ireland study of 2014. Information on the 

data source, sample and data cleaning procedures for phase one is presented 

below. 

Health Behaviour in School-aged Children (HBSC) study Ireland 2014 

The 2014 HBSC Ireland survey was identified as an appropriate, reliable 

and convenient data source for phase one as it provided a large, nationally 

representative data set of adolescent health behaviours, including specific 

measures of sexual behaviour among an adolescent cohort. It also represents 

the first cycle of the survey in Ireland to include behavioural and contextual 
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measures around the experience of first sexual intercourse specifically. An 

in-depth overview of the International HBSC study can be found in 

Appendix 1. 

The conceptual framework that informs the HBSC study design focuses on 

understanding adolescent health related behaviours within a social context; 

aiming to describe and examine them within that broader context. It also 

acknowledging the importance of adolescence as a developmental period. 

The framework endeavours to comprehend relationships as a function of 

complex systems and to explain and understand the processes, recognising 

that they alter over time, depending on country, culture, socioeconomic and 

national or local circumstances (Currie, Gabhainn, Godeau, & Committee, 

2009). The conceptual approach of the HBSC study very much reflects the 

constructs of Bronfenbrenner’s Bioecological Theory of Human 

Development (Bronfenbrenner, 2009; Bronfenbrenner & Morris, 1998).  

Data collected in Ireland extends to young people from ages 9 to 18 years in 

order to provide a broader insight into the health and lifestyles of younger 

children as well as adolescents. The Republic of Ireland has been a member 

of the International HBSC network since 1994, and the HBSC survey has 

been carried out in the country every four years since 1998. In 2010, the 

Irish survey included questions on sexual health and behaviour for the very 

first time. These questions were previously included as mandatory items for 

the majority of HBSC study countries, but for cultural, political and 

practical reasons they were not incorporated into the Irish study until later 

(Young et al., 2018). Further progress in the area of adolescent sexual health 

and behaviour research was made in 2014 when an optional questionnaire 

package (not mandatory for countries to include) on the topic of first sexual 

intercourse was included in the Irish study.  

Sampling and recruitment 

The 2014 HBSC Ireland survey, as in previous study rounds, aimed to 

collect a nationally representative sample of school-aged children in the 

Republic of Ireland. This was achieved by sampling a proportionate amount 

of children from each of eight geographical regions in the country. The 2011 
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Republic of Ireland census was used to source data on the population 

distribution across the geographical regions (Central Statistics Office, 

2012a). Records of primary and post-primary schools were retrieved from 

the Department of Education and Skills and these were used to form the 

sampling frame. In 2011, just under 94% of 9-18 year olds are in full-time 

primary or post-primary school education (Central Statistics Office, 2012b). 

The first stage of the participant identification process involved randomly 

selecting individual schools within geographical regions. In the second 

stage, class groups within these schools were selected at random for 

participation in the study. In post-primary schools Leaving Certificate (final 

year state examination) classes were excluded from the sample (Gavin et al., 

2015). Overall, 230 primary and post primary schools, and a total of 13,611 

children and adolescents, participated in the 2014 HBSC Ireland survey, 

with a school response rate of 59% and a pupil response rate of 84.5%. In 

total 94 post-primary schools took part in the study. 

Data collection procedure 

Initially, school principals were contacted by post and invited to participate 

in the study. Once a school agreed to take part, HBSC self-completion 

questionnaires in paper format were offered in either Irish or English 

language formats. Participating schools were also provided with, parental 

consent forms, teacher information sheets and classroom feedback forms, as 

well as plain envelopes to assist with anonymity for participants, and 

postage was pre-paid. Research staff followed up with postal reminders and 

telephone calls in order to encourage survey completion and return. Data 

files from each HBSC country are prepared in accordance with detailed 

guidelines on data entry, coding and data quality-checking which are then 

approved and stored by the International Data Management Centre (Currie 

et al., 2014). For further information on the International HBSC study 

protocol see hbsc.org. 

Children participating in the study were asked to answer questions on socio-

demographic factors, lifestyle factors, as well as health behaviours and 

health outcomes using a self-completion questionnaire. Questionnaires were 

administered in the classrooms environment by class teachers. Ideally, 

http://www.hbsc.org/
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surveys would be administered by independent researchers in order to 

reduce power imbalances and to ensure confidentiality for survey 

participants. Given the size of the HBSC study this was not feasible in an 

Irish context, however, an objective researcher was present for the second 

and qualitative phase of this study. Standardised instructions were provided 

to schools and class teachers (see Appendix 8) to reduce teacher biases and 

power imbalances and in order to promote research objectivity. Classroom 

level information was collected by the research team – including data such 

as number of absent pupils and numbers refusing consent. The consent 

process utilised (i.e., passive or active consent) was determined by each 

individual schools obligations and ethos, often with input from the Board of 

Management. Passive consent requires the consent form to be signed and 

returned in order to opt-out of a study, whereas active consent requires a 

signed consent form in order to opt-in to taking part of a study. Only 

adolescents who provided informed parental consent (either active or 

passive) were authorised to take part. 

Data cleaning 

Only participants aged 15 to 17 years and from 2nd, 3rd, 4th and 5th year of 

post-primary school were included in the sample as the sexual behaviour 

items were only asked of this age group. As previously described through 

the review of the literature (Buttmann et al., 2014; Olesen et al., 2012; 

Spriggs Madkour et al., 2014), many studies classify early sex as occurring 

before the age of 15 years and so the data available through the HBSC study 

allowed for this definition to be employed.  

The data were subsequently analysed for missing cases or missing 

responses. Risk behaviour measures such as smoking, alcohol use, 

drunkenness and cannabis use were cleaned in order to minimise the number 

of missing responses. For example, if a participant failed to respond to the 

lifetime smoking question yet answered that they had never smoked in a 

follow up question about smoking in the last 30 days, their more specific 

answer was attributed to the initial lifetime smoking question.  

In the HBSC questionnaire, adolescents are questioned about condom and 

birth control use at both first sexual intercourse and last sexual intercourse. 
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To avoid asking participants to answer these question items more than once, 

a skip pattern was introduced into the HBSC survey in 2014. Participants 

were first asked about their experience of first sex, followed by a filter 

question asking them if they had sex twice or more, in which case they were 

directed to items specific to the event of first sexual intercourse, or if they 

only had sex once they were directed to the next relevant question item. To 

form an overall measure of condom use and birth control pill use at first sex, 

it was necessary to create variables that were a composite of both last sex 

contraceptive use and first sex for those who had sex twice or more. In the 

process of doing so, some participant’s gave internally contradictory 

answers and so data cleaning guidelines were necessary. Priority was given 

to the first sex specific item responses. In the absence of these, in the cases 

of those who reported sex only once, or those who did not answer this 

question or provide first sex items, the last sex item responses were used.  

A number of cases were also omitted (n=43) from relevant analysis 

following the cleaning of the age of partner at first sex variable. This 

measure was provided in an open answer format in the questionnaire and 

resulted in a number of unlikely or non-numerical responses (e.g., 5; 89; 

“Not your business”) that were removed through the cleaning process. 

3.7.2 Research question one 

The participants, measures and analyses conducted specific to research 

question one are presented below. 

Participants 

The Irish 2013/14 HBSC study included 3928 adolescents aged 15 to 17 

years. As this study aimed to explore behaviours among sexually active 

adolescents only those that reported ever having sexual intercourse were 

included in the analyses. This resulted in a sexually active sample of 879 

participants representing 22.4% of the adolescent sample, and consisting of 

the 436 boys and 443 girls for this phase.  

Measures 

The 2014 HBSC Ireland survey provided a variety of reliable and validated 

health, well-being, lifestyle and social measures, as well as sexual health 
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and behaviour measures which met the requirements of the key research 

question of this first phase. Socio-demographic and lifestyle variables of 

interest, in the context of early sexual initiation, were identified in the data 

set based on findings in the current literature around adolescent sexual 

behaviour and also measures that may be amenable to intervention 

(Edelman, Cassell, de Visser, Prah, & Mercer, 2017; Hammarström, Nilsen, 

Lindroth, Stenqvist, & Bernhardsson, 2019; Manlove, Fish, & Moore, 2015; 

Svanemyr et al., 2015). Variables were categorised based on a number of 

key relevant themes. These themes included: risk behaviours, school, 

environment, health status, health behaviours, peers, family, and life 

perception. All measures were based on the 2014 HBSC international 

protocol (Currie et al., 2014). The full 2014 HBSC Ireland questionnaire can 

be found in Appendix 9. A summary of question items by variable and 

theme can be found in Table 1. On outline of the dependent and independent 

variables for research question two is given below. 

Dependent variable: Participant’s age of sexual initiation was measured by 

asking ‘How old were you when you had sexual intercourse for the first 

time?’ with responses ‘11 years or younger,’ ‘12 years,’ ‘13 years,’ ‘14 

years,’ ‘15 years,’ ‘16 years,’ and ‘17 years old or older.’ 

Independent variables: Gender was measured by asking ‘Are you a boy or a 

girl?’ Age was calculated based on participant’s reported month and year of 

birth, and the month and year of survey completion. Social class was based 

on the highest reported parental occupation and classification is represented 

by social class 1-6, corresponding to low through to high social classes 

respectively (Central Statistics Office, 1986).  

The type of school was characterised based on being either co-educational 

(mixed gender) or single sex (unmixed gender), according to standard 

identifier information in the data file and data available through the 

Department of Education and Skills (Department of Education and Skills, 

2014). All other independent variables included in the first set of 

quantitative analyses are presented in Table 1 below. 
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Table 1. Questionnaire items and response options for independent variables included in the first set of quantitative analyses. 

Question items Response options 

Risk behaviours  

How frequently have you smoked cigarettes during the last 30 days? ‘Not at all’ to ‘More than 20 cigarettes per day’ 

How often do you smoke tobacco at present?  ‘I do not smoke’ to ‘Every day’ 

On how many days (if any) have you smoked cigarettes? ...In your lifetime ‘Never’ to ‘30 days or more’ 

Have you ever taken cannabis (hashish, grass, pot)?...In your lifetime’/in the last 30 days ‘Never’ to ‘30 days or more’ 

Have you ever had so much alcohol that you were really drunk? ...In your lifetime’/in the last 30 days ‘Never’ to ‘30 days or more’ 

On how many days (if any) have you drunk alcohol? ...In your lifetime’/in the last 30 days ‘Never’ to ‘30 days or more’ 

At what age did you first do the following things? Drink alcohol (more than a small amount)/get drunk/ 

Smoke a cigarette (more than a puff)/take cannabis 

‘Never’, ’11 years old or less,’ ‘12/13/14 /15 years old,’ ‘16 years or 

older’ 

School factors  

I feel a lot of trust in my teachers ‘Strongly agree’ to ‘Strongly disagree’ 

I feel that my teachers accept me as I am ‘Strongly agree’ to ‘Strongly disagree’ 

I feel that my teachers care about me as a person ‘Strongly agree’ to ‘Strongly disagree’ 

In your opinion, what does your class teacher(s) think about your school performance compared to 

your classmates? 
‘Very good’, ‘Good’, ‘Average’ and ‘Below average’ 

How do you feel about school at present? ‘I like it a lot’ to ‘I don’t like it at all’ 

I am encouraged to express my own views in my class(es) ‘Strongly agree’ to ‘Strongly disagree’ 

The students in my class(es) enjoy being together ‘Strongly agree’ to ‘Strongly disagree’ 

Most of the students in my class(es) are kind and helpful ‘Strongly agree’ to ‘Strongly disagree’ 

Other students accept me as I am ‘Strongly agree’ to ‘Strongly disagree’ 

Students get involved in organising school events ‘Strongly agree’ to ‘Strongly disagree’ 

In our school the students take part in making the rules ‘Strongly agree’ to ‘Strongly disagree’ 
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The rules in this school are fair ‘Strongly agree’ to ‘Strongly disagree’ 

I feel safe at this school ‘Strongly agree’ to ‘Strongly disagree’ 

Environmental factors  

Do you think that the area in which you live is a good place to live? ‘Yes it’s a really good place’ to ‘No it’s not good at all’ 

Generally speaking, I feel safe in the area where I live… ‘Strongly agree’ to ‘Strongly disagree’ 

I could ask for help or a favour from neighbours ‘Strongly agree’ to ‘Strongly disagree’ 

Where do you live? ‘Country’/ ‘village’, ‘town’ / ‘city’ 

Health status  

In the last 6 months: how often have you had the following...? Headache/ stomach-ache/back ache/ 

feeling low/ irritability or bad temper/ feeling nervous/ difficulties in getting to sleep/feeling dizzy 
‘About every day’ to ‘Rarely or never’ 

Do you have a long-term illness, disability, or medical condition (like diabetes, asthma, allergy or 

cerebral palsy) that has been diagnosed by a doctor 
‘Yes’ or ‘No’ 

Would you say your health is…? ‘Excellent’ to ‘Poor’ 

Health behaviours  
How many times a week do you usually eat or drink...? Crisps, coke or other soft drinks that contain 

sugar, chips/fried potatoes, sweets (candy or chocolate), diet coke or diet soft drinks 
‘Never’ to ‘Every day more than once’  

Over the past 7 days, on how many days were you physically active for a total of at least 60 minutes 

per day? 
‘Never’ to ‘Every day’ 

How often do you usually exercise in free time so much so that you get out of breath or sweat? ‘Never’ to ‘Every day’ 

How many hours do you usually exercise in free time so much so that you get out of breath or sweat? ‘None’ to ‘7 hours or more’ 

How many times a week do you usually eat or drink...? Vegetables/fruits/fish ‘Never’ to ‘Every day more than once’ 

Peers factors  

I have friends with whom I can share my joys and sorrows ‘Very strongly disagree’ to ‘Very strongly agree’ 

I can talk about my problems with my friends ‘Very strongly disagree’ to ‘Very strongly agree’ 



 Chapter 3: Methodology 

114 

 

I can count on friends when things go wrong ‘Very strongly disagree’ to ‘Very strongly agree’ 

My friends really try to help me ‘Very strongly disagree’ to ‘Very strongly agree’ 

How easy is it for you to talk to the following persons about things that really bother you?...Best 

friend/ friend of the same sex/ friend of the opposite sex 
‘Very easy’ to ‘Very difficult’ 

Do you feel comfortable being yourself while with friends? ‘Always’ to ‘Never’ 

How many evenings per week do you usually spend out with your friends? ‘0’ to ‘7 evenings’ 

How many days a week do you usually spend time with friends right after school? ‘0’ to ‘5 days’ 

At present, how many close male / female friends do you have? ‘None,’ ‘1,’ ‘2,’ and ‘3 or more’ 

Family factors  
My family is willing to help me make decisions ‘Very strongly disagree’ to ‘Very strongly agree’ 

My family really tries to help me ‘Very strongly disagree’ to ‘Very strongly agree’ 

I get the emotional support I need from my family ‘Very strongly disagree’ to ‘Very strongly agree’ 

I can talk about my problems with my family ‘Very strongly disagree’ to ‘Very strongly agree’ 

In my family ...I think the important things are talked about/ when I someone listens when I/when there 

is a misunderstanding we talk it over until it's clear/ we ask questions when we don't understand each 

other 

‘Strongly agree’ to ‘Strongly disagree’ 

How easy is it for you to talk to the following persons about things that really bother you?...Mother ‘Very easy’ to ‘Very difficult’ 

Please answer this first question for the home where you live all or most of the time and tick the people 

who live there… 
Father 

Life perception  
In general how do you feel about your life at present? ‘I’m not happy at all’ to ‘I feel very happy’ 

The top of the ladder ‘10’ is the best possible life for you and the bottom ‘0’ is the worst possible life 

for you. In general, where on the ladder do you feel you stand at the moment? 
‘0’ to ‘10’ 

Thinking about the last week...Have you been happy with the way you are? ‘Never’ to ‘Always’ 
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Statistical Analysis 

All analyses were conducted separately for boys and girls. All data are 

presented at the alpha level of .05. However, choosing to present data at a 

significance level of p<.05 may inflate the potential for Type 1 error and 

cognisance should be taken of this during interpretation.  

Exploratory factor analysis 

A series of exploratory factor analyses were performed on the data for the 

purpose of investigating the possibility of condensing the number of 

variables within each of the eight themes of interest down to a reduced 

number of combined factors. A separate principal component analysis 

(PCA) was conducted for each set of items for the eight relevant chosen 

themes using orthogonal rotation (varimax). For all themes, the overall 

Kaiser–Meyer–Olkin (KMO) for each collection of items was used in order 

to verify the sampling adequacy for the analyses and all KMO values were 

above the acceptable limit of .5 (see Table 2) (Kaiser, 1974). The KMO 

measures for individual items within each theme were also above the 

threshold of .5. Bartlett's test of sphericity was also statistically significant 

for all groups of items within each of the eight themes (p < .001), which 

indicated that correlations between items were sufficiently large, and 

therefore satisfactory, for PCA. 

These individual thematic factor analyses were then used to guide the 

formation of factor scales within the multiple imputation data set, as factor 

analysis is not compatible with Multiple Imputation (MI) due to issues with 

combining the results from several sets of imputed data to determine a 

common number of factors and then ordering them (Nassiri, Lovik, 

Molenberghs, & Verbeke, 2018). 

Scale development 

Some of the factors that emerged from the analysis were previously 

validated scales used in the HBSC international study (peer support, family 

support, family communication, student support) which further validated the 

use of these scales in an Irish context (Torsheim, Wold, & Samdal, 2000; 

White, Grzankowski, Paavilainen, Astedt-Kurki, & Paunonen-Ilmonen, 
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2003; Zimet, Dahlem, Zimet, & Farley, 1988). Following evidence in the 

literature, only factors containing three or more loading variables were 

included in the templates for theme scales (Little, Lindenberger, & 

Nesselroade, 1999). Other important items of relevance to the research 

question that did not adequately load onto factors were incorporated into 

subsequent analyses as individual variables. These included; school type, 

urban or rural status, disability or chronic illness status, self-reported health, 

number of close male and female friends, number of days spent with friends 

after school, number of evenings spent with friends, and living with father 

in the main home.  

Scales were created by means of computing the sum of the component 

question items. Prior to the scale development, it was ensured that all 

variables were coded in the same direction. Reliability analysis was 

conducted on each scale that was developed within the data set and all 

scales were found to have an acceptable Cronbach’s alpha value of greater 

than 0.6, see Table 2 (Hair, 2006; Perry, Charlotte, Isabella, & Bob, 2004).  
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Table 2. Reliability analysis of individual scales developed, and 

sampling adequacy and sphericity of principal component analysis  

Theme Chronbach’s α 

Kaiser-Meyer-

Olkin (Sampling 

Adequacy) 

Bartlett's 

Test of 

Sphericity 

Risk behaviours (13 items)  0.848 <.001 

Tobacco or cannabis use  0.86   

Alcohol use or drunkenness  0.81   

Risk behaviours initiation  0.82   

School (13 items)  0.867 <.001 

Relationship with teachers & school 0.83   

Student support  0.75   

School environment: rules, safety, participation  0.67   

Health behaviours (11 items)  0.733 <.001 

Unhealthy food consumption  0.76   

Physical activity and exercise  0.77   

Healthy food consumption  0.61   

Environment (5 items)  0.624 <.001 

Neighbourhood: good, safe, helpful neighbours 0.63   

Peers (11 items)  0.801 <.001 

Peer support  0.96   

Comfortable talking to friends, being yourself  0.71   

Life perception (6 items)  0.704 <.001 

Happiness and satisfaction with life 0.72   

Family (12 items)  0.841 <.001 

Family support  0.93   

Family clear communication  0.85   

Health status (12 items)  0.848 <.001 

Physical/psychological symptoms 0.84   

 

Multiple Imputation 

The percentage of missing data on any individual independent variable was 

low (< 10% missing). Nevertheless, because the analysis included a large 

number of measures, it was appropriate to implement multiple imputation 

(MI) in order to avoid losing participants from the analytical sample as a 

result of missing responses on some variables. This method imputes 

plausible values numerous times where responses are missing, which 

ensures unbiased parameter estimates and maintains the characteristics of 

the data set as a whole (Graham, 2009). 
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Multiple imputation is recommended for use with data that is Missing At 

Random (MAR). However, there is no way to definitively test whether data 

is MAR within a data set, aside from collecting follow-up data from non-

respondents in order to identify data Missing Not at Random (Glynn, Laird, 

& Rubin, 1993; Graham & Donaldson, 1993) or by imposing a model that 

cannot be verified (Little, 1987). However, Little’s Missing Completely At 

Random (MCAR) test was carried out on the continuous variables in the 

data set (is not appropriate for categorical variables) and it provided a 

significant result (χ2 = 31806.693, df = 28904; p<.001), suggesting the data 

is not MCAR. MAR bases the probabilities of the missing responses of the 

observed data as opposed to the missing data (Rubin, 1976; Schafer & 

Graham, 2002). Despite the fact that the data cannot definitively be proven 

to be MAR in nature, it has been shown in practical cases that an inaccurate 

assumption of MAR often only has a minimal impact on parameter 

estimates and standard errors and so does not represent a risk to the analysis 

outcomes (Collins, Schafer, & Kam, 2001). Some items in the HBSC 

questionnaire contained ‘Don’t know’ options, and so in cases where 

participants were not certain of the information they may have ticked this 

option. ‘Missing’ responses may have been due to deliberate non-response 

on the participant, either because they may have been uncomfortable with 

the question, for issues of privacy or because of time constrains. Missing 

responses do not necessarily indicate that the participant did not know the 

answer to the question.  

The imputation model included all independent variables, predictor 

variables and outcome variables. The dependent variable (DV) was also 

included in the imputation model in order to ensure appropriate parameter 

estimates were unbiased (Graham, 2009). However, the potential 

confounding variables of gender and social class were included in the 

imputation model only as predictor variables and were not imputed (neither 

had missing values due to exclusion of non-response cases for gender and 

the structure of the Social Class variable accounted for missing responses). 

The ‘Automatic’ method on SPSS was selected which scans the data in 

order to identify whether or not missing responses show a monotone pattern 
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– if they do, a monotone method is used - if not, a fully conditional 

specification is used. Pooled estimates of complete cases were calculated 

based on ten imputations (Rubin, 1987; White, Royston, & Wood, 2011). 

As the analysis was carried out on an MI data set, it was necessary to 

standardise the variables included in the process for the purpose of 

interpreting β coefficient outputs from the multiple regression analysis. 

Model summary estimates were calculated according to Rubin’s Rules 

(Rubin, 1987). All analyses were conducted using SPSS 23 (IBM Corp, 

2015). 

Multiple Regression 

Multiple linear regression analyses were run separately at first for each of 

the identified themes of interest. These regression analyses were utilised in 

order to explore the percentage of variation explained by the themes in 

terms of Age of sexual initiation (ASI) as well as to identify significant 

individual predictive factors within these themes. These regressions were 

carried out separately for boys and girls. Final scales and variables included 

in the analysis are presented in Table 3. 

  



 Chapter 3: Methodology 

120 

 

Table 3. Final measures in analysis, by theme 

Label Themes and items in regression analysis Direction of measures  

 Dependent variable 
 

ASI Age at first sexual intercourse  11 to ≥ 17 years  

 
Control variable 

 

SC Social Class  Unskilled to professional  

 
Risk behaviours 

 

TC Tobacco or cannabis use (Scale) None to increasing use 

AD Alcohol use or drunkenness (Scale) None to increasing use 

RBI Risk behaviours initiation (Scale) 11 or younger to never 

 
School 

 

RTS Relationship with teachers & school (Scale) Positive to negative 

RS Student support (Scale) Positive to negative 

SE School environment: rules, safety, participation 

(Scale) 

Positive to negative 

 
Environment 

 

NH Neighbourhood: good, safe, helpful neighbours 

(Scale) 

Positive to negative 

URL Where you live  Urban/rural 

 
Health status 

 

PPS Physical/psychological symptoms (Scale) Rarely to often 

DCI Disability/chronic illness  Disability-chronic illness/not 

SRH Self-reported health  Poor to excellent 

 
Health behaviours 

 

UFC Unhealthy food consumption (Scale) Never to daily + 

PA Physical activity and exercise (Scale) Less to more 

HFC Healthy food consumption (Scale) Never to daily + 

 
Peers 

 

FS Peer support (Scale) Positive to negative 

FC Comfortable talking to friends, being yourself 

(Scale) 

Positive to negative 

EF Evenings spent with friends  0 - 7 evenings 

DF Days spent with friends after school 0 - 5 days 

MF/FF Number of close male /female friends  None to 3 or more 

 
Family 

 

FAMS Family support (Scale) Negative to positive 

FAMC Family clear communication (Scale) Positive to negative 

FIH Father in main home Father present/not 

 
Life perception 

 

HSL Happiness and satisfaction with life (Scale) Negative to positive 

 

Following the initial linear regressions, factors and variables that emerged 

as significant predictors of age of sexual initiation were isolated and the 

predictive power R2 (percentage of variation explained) of their over-

arching themes were ranked. These R2 rankings were then utilised to form 
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the basis of a combined hierarchical multiple linear regression comprising 

of all significant coefficients from each of the individual themes. Themes 

with the highest R2 values stemming from the initial regression analyses had 

their corresponding significant factors entered into the model first, with each 

subsequent step of the regression procedure represented by the insertion of 

another theme. Any independent variables not significantly associated with 

the timing of adolescent sexual initiation were omitted from the hierarchical 

analyses. A seven stage (boys) hierarchical multiple regression and a nine 

stage (girls) hierarchical multiple regression were conducted with Age of 

sexual initiation as the dependent variable. Social Class was entered at stage 

one of the regression as a control because it was significantly associated 

with age of initiation for boys in preliminary bivariate analysis. 

All relevant assumptions were tested prior to conducting hierarchical 

multiple regressions analyses. Partial regression plots were generated 

plotting studentised residuals against the predicted values and confirmed 

linearity (Berry, 1993). There was independence of residuals for both 

hierarchical multiple linear regressions, as assessed by a Durbin-Watson 

statistic of 2.019 (boys) and 1.905 (girls) (Berry, 1993; Durbin & Watson, 

1951), as well as in all preliminary regression models. Homoscedasticity of 

variables was confirmed based on visual inspection of a plot of studentised 

residuals against unstandardised predicted values (Berry, 1993). An 

examination of correlations revealed that no independent variables were 

highly correlated, with the exception of Number of close male friends and 

Number of close female friends. However, collinearity checks were carried 

out prior to each scale formation, multiple linear regression as well as each 

hierarchical multiple linear regression and no independent variables were 

highly correlated as the collinearity statistics of Tolerance and VIF all fell 

within accepted limits, thus meeting the assumption of non-multicollinearity 

(Myers, 1990). In reporting the analysis, R2 is presented as the coefficient of 

determination, and adjusted R2 is presented to enable comparison of the 

predictive power of the regression models. 
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3.7.3 Research question two 

The participants, measures and analyses conducted specific to research 

question two are presented below. 

Participants 

The Irish 2014 HBSC study included 3928 adolescents. As with phase one, 

this second phase of the study aimed to explore behaviours among sexually 

active adolescents aged 15 to 17 years. An initial sexually active sample of 

879 participants was available for analysis. As multiple imputation was not 

used in this phase, data from a total of 811 participants, 392 boys (48.3%) 

and 419 girls (51.7%) were available for analysis of behaviours specific to 

first sexual intercourse. 

Measures 

The dependent and independent variables included in these analyses are 

outlined below. 

Dependent variables:  

Participant’s age of sexual initiation was measured as previously described 

in Section 3.7.2.  

Participant’s feelings about the timing of first sexual intercourse were 

measured by asking ‘When you first had sexual intercourse, would you 

personally say:,’ with response options ‘You wanted it to happen earlier’, 

‘You wanted it to happen at that time’, ‘You would rather have had it later’, 

‘You did not really want to have intercourse’ and ‘You did not ask yourself 

that.’ The original item format was utilised as an independent variable in 

initial Chi2 analyses. It was subsequently recoded to form 4 binary versions 

for use as dependent variables in binary logistic regression analyses into: 

‘You wanted it to happen earlier vs. You wanted it to happen at that time,’ 

‘You would rather have had it later vs. You wanted it to happen at that 

time,’ ‘You did not really want to have intercourse vs. You wanted it to 

happen at that time,’ and ‘You did not ask yourself that vs. You wanted it to 

happen at that time.’ 
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Independent variables 

Participant condom use, birth control pill use, and school type were 

measured as previously described in Section 3.7.2.2. 

The age of participant’s sexual partners at first intercourse was measured by 

asking ‘How old was your partner when you had sexual intercourse for the 

first time?’ with response collected through an open answer in years old, or 

‘I don’t know.’ This was initially recoded into ‘Partner 14 years or 

younger,’ ‘Partner 15 to 17 years’ and ‘Partner 18 years or older.’ In order 

to decipher the age difference between survey participants and their partners 

at first sexual intercourse this variable was dichotomised in line with cut-

offs used in previous studies, that cite the rarity of adolescents reporting 

much younger or much older partners (Moreau, Költő, Young, Maillochon, 

& Godeau, 2019; Morrison-Beedy et al., 2013), into ‘Partner younger, same 

age or less than 2 years older’ and ‘Partner 2 or more years older.’ 

Participant’s alcohol or drug use before first sexual intercourse was 

measured by asking ‘Did you drink alcohol or use drugs before you had 

sexual intercourse the first time?’ with response options ‘Yes’, ‘No’ and ‘I 

do not remember.’ This was further reduced to ‘Yes’ or ‘No.’ 

The amount of time in years between sexual initiation of participants and 

the time of survey completion was calculated based on reported age of first 

sexual intercourse and age of participants at the time of data collection. This 

was then dichotomised for use in binary logistic regression analyses into 

'Less than 2 years' or '2 years or more.’  

Statistical analyses 

Chi2 analyses were carried out in order to explore possible associations 

between the independent variables and age of first sexual intercourse, see 

Table 4. Age of sexual initiation was dichotomised into sex before age 15 

years and sex at 15 years or older.  
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Table 4. Variables included in Chi2 analysis, for girls and boys 

separately 

 

Binary logistic regression was deemed to be the most appropriate method 

due to the fact that the percentage of zero frequencies was too high to 

produce a reliable multinomial regression model, even after reducing the 

number of variables. A separate series of binary logistic regression analyses 

were carried out using the enter method for each of the four binary versions 

of the feelings about the timing of first sex variable. The enter method 

places all the predictors into the model in one block and parameters are 

calculated based on this block (Field, 2009). In each series of regressions a 

separate model was constructed for each of the circumstantial measures 

included in the survey; partner age, condom use, birth control pill use and 

alcohol or drug use at first sexual intercourse. Early sexual initiation was 

included as a predictor in all regression models. Possible confounding 

variables were explored for the analyses, these included; participant age, 

social class, and time lapse from sexual initiation to the time the survey was 

conducted. Time lapse was identified as a possible confounder in the 

analysis for girls, and so the time lapse variable was included in all girls 

regression models as a covariate. No significant confounder was identified 

for boys. In all, 16 binary logistic regression models were conducted for 

both boys and girls using the enter method. Each of the boys’ models 

contained two predictors (early sexual initiation plus other predictors) and 

the girls’ models included three predictors (early sexual initiation plus time 

lapse plus other predictors), see Table 5. 

  

Dependent variables  Early sexual initiation 

Independent variables School type 

Partner age 

Condom use 

Birth control pill use  

Alcohol or drug use  

Feelings about the timing of first sexual intercourse 
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Table 5. Variables contained in binary logistic regression analysis 

 Boys Girls 

Method Enter Enter 

Covariates Early sexual initiation Early sexual initiation  

Time lapse since first sex 

Predictors Partner age 

Condom use 

Birth control pill use  

Alcohol or drug use  

Partner age 

Condom use 

Birth control pill use  

Alcohol or drug use 

Dependent 

variables  

 

Feelings (earlier vs. happy) 

Feelings (later vs. happy) 

Feelings (not want vs. happy) 

Feelings (not ask vs. happy) 

Feelings (earlier vs. happy) 

Feelings (later vs. happy) 

Feelings (not want vs. happy) 

Feelings (not ask vs. happy) 

Note: Each predictor was entered in a separate regression model with each dependent 

variable and accompanying covariates. 

All relevant assumptions were tested prior to conducting binary logistic 

regressions analyses. There was independence of residuals for all regression 

analyses with all Durbin-Watson statistics for relevant models close to 2.0 

(Durbin & Watson, 1951; Field, 2009). Collinearity checks were carried out 

for each regression analysis and no independent variables were highly 

correlated, with the collinearity statistics of Tolerance and VIF all falling 

within accepted limits, and so meeting the assumption of non-

multicollinearity (Myers, 1990). The binary logistic regression analyses did 

not contain any continuous predictors and so it was not necessary to confirm 

linearity in the data. All regression analyses were investigated for possible 

outliers that may impede on the reliability of the individual models. Any 

cases with standardised residuals of greater than 3.29 were omitted from 

final regression analyses, as recommended in the literature (Tabachnick & 

Fidell, 2013). In analyses where omission of outliers rendered the model 

unreliable, particularly in situations where important measures of interest 

were in question, outliers were investigated further and the inclusion of the 

outliers was considered. In the case of birth control pill use among girls in 

the regression analysis for feelings about timing (earlier vs. happy), not all 

outliers were excluded as following further scrutiny some individual cases 
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were judged as reliable and important to include in the regression model4. 

All analyses were conducted using SPSS 23 (IBM Corp, 2015). 

3.8 Qualitative Methods - Phase Two  

The purpose of this phase of the study was to explore adolescents’ 

perspectives on the factors influencing early sexual initiation that emerged 

from the quantitative findings of phases one and two. Children and 

adolescents themselves are the experts in their own lives (Mason & Danby, 

2011). Phase two offered an opportunity to include ideas and explanations 

for complex findings through the eyes of the population who have a lived 

understanding of the context and circumstances of the behaviours. The aim 

of this phase was not to gather information on individual participants own 

personal experiences but to comment more generally on the HBSC research 

findings and how they may be explained in the context of adolescents lives 

in Ireland, from the perspectives of adolescents. 

3.8.1 Sampling and recruitment 

A purposive sampling design was undertaken for phase two with the aim of 

recruiting participants that could provide rich and insightful data by way of 

their own experience or knowledge as adolescents. This technique involved 

a non-random/probability sample based on the population characteristics 

and did not require a set number of participants or an underlying theory 

(Etikan, Musa, & Alkassim, 2016). In this case the purpose was to choose 

schools to reflect the characteristics of participants in the school-based 

HBSC cross-sectional study used in the quantitative phases including urban, 

rural, mixed and single-sex post-primary schools. Therefore adolescents 

from both urban and rural settings schools were recruited from Dublin city 

(urban) and from Galway county (rural); a boys school, a girls school and a 

mixed (co-educational) school was recruited from each setting. This 

accounted for the similarities or differences between groups of participants. 

Adolescents aged 15 to 17 years not currently in education represent a 

different population to whom the findings may not have been directly 

                                                 
4 Profile of cases omitted: Female, 17 years, rural, single gender school, first sex 16 years; 

Female, 15 years, urban, mixed gender school, first sex 15 years. 
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relevant. However, unlike with the quantitative data, it was not possible to 

distinguish by gender in the mixed-schools’ qualitative data due to the 

participatory workshop format of the data collection. 

School names were retrieved through the Irish Department of Education and 

Skills published list of post-primary schools. Schools in the Dublin city area 

and schools in Galway county area that were more than 20 kilometres from 

Galway city were identified for recruitment. Within these areas schools 

were chosen based on their school population (boys, girls, mixed) and their 

accessibility and convenience for the researcher. School principals were 

initially contacted by postal letter and invited to take part in the study (see 

Appendix 2). This communication was followed up by a phone call or email 

to each school principal in order to elaborate on the research study and 

answer any queries they may have. In total, 20 schools were invited to take 

part in the study, seven of whom refused and six who agreed to take part, 

and the remaining were not further followed-up. 

On acceptance of participation by a school principal envelopes were 

delivered to the school for distribution to students. Each envelope contained 

a parental information letter and consent form as well as a student letter and 

consent form (see Appendices 3 and 4). Both parents and school principals 

were provided with the email contact details of the lead researcher in case 

they had any queries or concerns. Active written informed consent was 

sought in all cases due to the sensitive nature of the study topic. A further 

verbal explanation of the study was provided by the researcher at the 

beginning of the workshop for all students who returned a signed parental 

consent form and their active written informed consent was confirmed. 

Participants were informed that they could withdraw from the workshop at 

any time. Schools were required to commit to one workshop but in cases 

where the school was eager for more students to take part more than one 

workshop was carried out by the researcher. There was no incentive for 

participation in the study for the students or schools. 

Across the six schools that took part in the study participants from 

Transition Year and higher, aged 15 to 17 years, who were given parental 
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consent and who consented to participating themselves by signing a consent 

form were included in the study. Classes were chosen by the school 

principal or nominated teacher of the participating schools. Overall, 100 

post-primary school students (65 boys and 35 girls) aged 15 to 17 years, 

ranging from Transition Year to Leaving Certificate classes (4th to 6th year), 

participated in the study. This age group was recruited in order to reflect the 

age range of participants that were included in the quantitative phase 1, 

which were guided by the HBSC international protocol that recommends 

only asking sexual behaviour items of students aged 15 years and older 

(Currie et al., 2014). Schools were provided with information about the 

purpose of the study, an outline of the workshop content and process and the 

age requirements of participants. In total, six schools participated consisting 

of a range of single gender and mixed schools from both urban and rural 

areas in the Republic of Ireland. Socioeconomic status was not collected, 

however, two of the six schools were designated as disadvantaged by the 

Department of Education and Skills. A greater number of boys took part in 

the study as both of the boys’ schools were large schools who were 

interested and willing to carry out two workshops. 

3.8.2 Data collection procedures 

Each school was asked to provide students for one workshop, however, two 

schools had larger class groups interested in taking part and were eager to 

offer the opportunity of participating to all students in order to avoid 

exclusion or bias. In the case of these schools two workshops were carried 

out. In total eight workshops were carried out; two mixed gender, two with 

girls and four with boys.  

The rigour of the research data collected was ensured through the 

development and pre-testing of a clear data collection protocol which was 

adhered to throughout the study. All workshops took place in an empty 

classroom or school hall space during normal school hours. Prior to the 

workshop the researcher met with the school principal or teacher in charge 

of the class group. Three work stations were set up in the room to cater for 

small group work during the workshop. Each work station was made up of 

three large worksheets containing guiding questions for the workshop 
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exercises (see Appendix 10), as well as markers for writing. These questions 

included: Is this surprising? Why? Why might this be? Why might this be 

specific to those who had sex early/boys/girls? Is it important to know this? 

Should anything be done about it? Recommendations? The guiding 

questions were designed in order to gather information around participant 

reaction to the findings, their explanation of findings from their perspective 

and also to collate any recommendations they may have around the issues. 

Based on previous experience of consultation with children (Daniels et al., 

2014) the pattern of responses to closed and open questions does not mirror 

the short responses of other populations. It was anticipated that each 

workstation group would consist of at least three students and a minimum of 

nine participants per workshop. However, in the case of one school the 

minimum of nine students was not reached. In this school the workshop 

participants were divided into two workstation groups but were allotted 

extra time in order to carry out all workshop activities. Other props and ice 

breaker materials were also laid out in the room prior to the arrival of the 

participants. 

Each workshop commenced with an introduction from the researcher 

explaining their background and the purpose of the study. An outline of the 

workshop schedule was provided as well as ground rules for the running of 

the workshop (confidentiality, respect etc.). Participants were informed that 

any reference to sexual intercourse in the workshop was concerning full 

penetrative intercourse. Participants were reminded that the purpose of the 

workshop was not to discuss their personal experiences but to comment, 

interpret and explain the research findings put in front of them. Participants 

were also reminded that they were free to withdraw from the workshop at 

any time and for any reason.  

The session began with a number of icebreaker activities. Icebreakers are 

useful in creating an atmosphere that promotes interaction and creative 

thinking, and empowers participants (Forbess-Greene, 1983). One involved 

asking the group a number of questions, voting signs were placed around the 

room (excellent, good, fair and poor) and they were invited to place 

themselves at whichever sign represented their answer. The second 



 Chapter 3: Methodology 

130 

 

icebreaker activity involved the use of a rope along the floor to represent 

percentages 0 to 100. Participants were asked to consider their perception of 

levels of sexual activity among adolescents in Ireland and to place 

themselves along the rope where they felt was accurate. These exercises 

were designed in order to create a relaxed environment for the participants 

and to introduce them to the workshop topic.  

Following the workshop icebreakers participants were randomly assigned, 

using numbers sequences, to three sub-groups and allotted a workstation. 

Each sub-group was then provided with a research finding from the 

quantitative research outputs of phase 1. These were represented in the form 

of a written expression or a histogram depending on the type of output (see 

Figure 3). Efforts were made to ensure that quantitative findings were 

expressed in the simplest form possible while retaining the integrity of the 

statistical outputs. It was ensured that these were clear and easy to 

understand for the 15 to 17 year old cohort. This was achieved through the 

use of simplified graphics containing only essential information and figures, 

as well as the use of clear, straightforward language where relevant. For a 

full list of quantitative findings materials used in workshops see Appendix 

11. 

Figure 3. Example of workshop materials: histogram of finding 
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The researcher also spoke to each sub-group in order to check that they 

accurately understood the finding and that they were clear on what was 

being asked of them. The participants were asked to discuss each finding 

within their sub-group and to then consider each of the five guiding 

questions on their worksheet, to provide their thoughts and ideas around 

these and answer them as best they could. All participants were free to write 

down their individual ideas, or to designate someone to do the writing. This 

allowed participants to adjust their level of participation in line with how 

comfortable they were with getting involved. Participants were given 15 

minutes to discuss each finding (10 in total) and write down their 

impressions and explanations. This time was allotted following successful 

testing in a pilot study and was deemed to provide enough time for 

participants to discuss and record their thoughts on the findings. It also 

ensured that all findings would be covered in the allotted class time. An 

audio recording device was placed at each of the three workstations for 

recall purposes and to verify data collection. Each sub-group viewed and 

commented only on the findings provided to them due to class time 

constraints, but also in order to avoid over-whelming participants with too 

many research findings leading to confusion and a lack of clarity in their 

comments and conclusions. 

A second researcher with experience in the area of adolescent health 

research was also present for each workshop in order to assist in the running 

of the activities and ensuring the workshop ran to schedule. The researchers 

did not lead the group work, but instead took a back seat as ‘floating 

facilitators’ overlooking the workshop progression in general and 

communicating only with participants on occasion to ensure they had no 

difficulties or to clarify any questions they may have had. The floating 

facilitator model stems from problem-based learning approaches whereby 

the facilitator alternates between groups, asks questions, prompts discussion 

and ensures understanding (Duch, Groh, & Allen, 2001). Time was set aside 

at the end of each workshop to allow participants to debrief and ask any 

questions they felt necessary. Participants were also provided with an 

information sheet containing a list of reliable resources in case they required 
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were also invited to approach the researchers after the workshop if they had 

any specific issues. Both researchers also took part in a de-briefing 

following each workshop in order to discuss any issues that may have 

arisen, and to summarise how the workshop had run. 

Workshop pilot 

The first school that agreed to take part in the study was used as a pilot 

study. For this pilot two workshops were carried out with a total of 29 

participants aged 15 years and over. The pilot served a number of functions 

due to the novel design of the workshops. It aimed to test the 

understandability of the way the quantitative findings were expressed and 

the suitability of the format in which they were presented.  It also assessed 

the timing of the workshop and workshop activities, and most importantly is 

was used in assessing the appropriateness of the topic with the age-group 

and how comfortable they were in discussing the topic of early sexual 

initiation. No changes were made to the workshop schedule or activity 

format as participants were satisfied with both the materials and the time 

they had to complete the workshop tasks. Participants were also satisfied 

with the workshop format and so data collected in the pilot school were also 

included in the main study as part of the six participating schools.   

Due to practical and recruitment issues workshops were carried out over a 

one year period. During this time some revisions were made to the original 

quantitative data analysis in the first quantitative phase whereby minor 

changes were made to the structure of a number of variables included in the 

multiple regression analyses. This resulted in three additional findings 

emerging as significant and workshop materials were amended accordingly. 

A final number of 10 significant research findings were included in the 

participatory workshops. Data collected in all six schools were included in 

the final analysis. However, the additional three items identified through the 

updated quantitative analysis were not available for the first two schools and 

so no responses were collected from participants in these schools for these 

particular items. 
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3.8.3 Data analysis 

The data collected from the eight workshops were transcribed into 

Microsoft Excel by the researcher. Once in Microsoft Excel the workshop 

transcripts were then imported into QSR NVivo 11 package (QSR 

International Pty Ltd, 2015) in order to manage and code the data. As one of 

the main aims of the qualitative phase was to gain insight into adolescents’ 

perspectives and interpretations of specific study findings, individual topic 

summaries were composed based on the data collected from all six schools 

presenting the overall views and reactions of the workshop participants to 

the findings presented. This was important in ensuring that participant’s 

perspectives on specific topics were not overlooked through the process of 

more focused qualitative analysis, and allowed the researcher to capture 

how participants reacted to the topics as well as how they might explain the 

actual findings. The structured worksheet format used in the workshops to 

collate participant’s responses was reflected in the summary of individual 

findings.  

In order to analyse the workshop data as a whole an inductive thematic 

approach was utilised. This was chosen as it allows the data to be explored 

in depth to identify themes that are linked to the data itself and is not 

restricted to the specific questions asked in the workshops (Braun & Clarke, 

2006). The qualitative explanatory component of the study was designed to 

illicit understanding of the quantitative findings and thematic analysis was 

used for this reason providing a level of understanding of the context for the 

quantitative data rather than an individual discourse or reflection from the 

participant. Thematic analysis, unlike qualitative approaches such as 

Interpretative phenomenological analysis (IPA) or grounded theory, is better 

described as a method as opposed to a methodology. For this reason, 

thematic analysis enjoys a theoretical freedom that other approaches do not 

and is not explicitly linked to any epistemological or theoretical perspective, 

enabling it to be an adaptable and useful research approach capable of 

providing a rich and detailed, multifaceted account of data. Thematic 

analysis is an effective method of describing patterns across data which also 



 Chapter 3: Methodology 

134 

 

aims to understand participants’ feelings or perceptions within a particular 

context, relative to the overall research question (Braun & Clarke, 2006).  

Braun and Clarke’s (2006) six phases of thematic analysis were used to 

guide analysis of the workshop data (Braun & Clarke, 2006). Phase one 

involved firstly becoming familiar with the data content through the process 

of reading and re-reading the transcripts. This allowed the researcher to 

identify initial patterns and meaning in the data and making note of such. 

Particular attention was given to text whose meaning may not have at first 

reading been obvious due to lack of clarity. This familiarisation phase 

provided an important foundation for further analysis phases by allowing 

the researcher to gain an insight into the depth and breadth of the subject 

matter. Following familiarisation the process of initial coding began in 

phase two. This involved examining the transcripts in detail and applying 

complete coding whereby anything of potential interest to the overall 

research question was coded; in essence it is the simplest form of coding 

and codes are closely associated with the raw data. In phase two, codes were 

then collated into similar categories with the intention of identifying broader 

themes. This phase of the analysis process focuses on exploring how 

different combinations of codes could potentially come together to form a 

theme or sub-theme. Eventually, codes were combined to form four main 

themes, each of which contained a number of sub-themes. Phase four 

involved the reviewing of these themes, firstly, a level 1 review was carried 

out by reading through transcript extracts ascribed to each individual theme 

in order to ensure coherence across them and their relevance to the theme 

itself. At this stage, some extracts were dropped from a theme and others 

were added. Secondly, a level 2 review was conducted which involved the 

assessment of the validity of each theme in relation to the overall data set. 

Re-reading the entire data transcripts was essential in considering the 

overall fit of the themes. Again, some extracts were coded or un-coded 

through the process used in the previous phase, and assigned to new or 

alternative themes or sub-themes. In phase five, having reached the stage of 

having a suitable thematic map, theme names and sub-themes were defined 

and named so that they clearly reflected the data. Each theme was examined 
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to ensure the scope of the theme was not too broad and also to identify how 

it related to the overall narrative of the data. A detailed analytical write-up 

of each theme and its individual constituent sub-themes was completed in 

order to identify the individual narrative of themes and to avoid unnecessary 

overlap between themes. This exercise also assisted in confirming the 

hierarchy of the overall thematic map. The process of defining and refining 

resulted in a clearly outlined number of stand-alone explanatory themes that 

also came together to adequately tell the overall story of the workshop data. 

Finally, in phase six, the finalised set of themes and sun-themes were 

analysed and written-up in a detailed report. When this was complete 

relevant extracts were selected from the data set that accurately illustrated 

the essence of the individual themes and key findings of the data. Selected 

quotes remained in their original format and spelling and grammar mistakes 

were not edited.  

Consultations were carried out between the researcher and supervisors 

throughout the analysis process. Regular face-to-face meetings were held 

between the researcher and supervisors in which discussions and decisions 

were made about analysis units, boundaries of codes and themes, and 

clarification around coding hierarchies were made. Through this process a 

consensus was reached on the final themes to be included.  
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Chapter 4: Quantitative Results 1 

4.1 Chapter overview 

This chapter presents the results of the first quantitative phase of this study. 

The descriptive and inferential analysis of research question one are 

presented. These results outline the contextual socio-demographic and 

lifestyle factors that significantly predict the timing of sexual initiation.  

4.2 Quantitative analysis 1 

Research question 1: What are the contextual socio-demographic and 

lifestyle factors associated with early sexual initiation? 

This first quantitative study phase investigated the influence of a range of 

contextual socio-demographic and lifestyle factors on the timing of sexual 

initiation among a representative sample of Irish adolescents aged 15 to 17 

years. These factors included a number of individual, family and peer 

measures, educational and environmental measures, as well as measures of 

health and risk behaviours. The function of this phase was to identify the 

most important predictive and protective correlates of early sexual initiation. 

Findings from this phase were published in a peer-reviewed journal article 

that can be found in Appendix 12. 

4.2.1 Descriptive statistics 

The prevalence of the socio-demographic characteristics of this study’s 

sexually active sample and the remaining non-sexually active sample of 15 

to 17 year olds are reported in Table 6 for comparison purposes. A number 

of significant differences were observed in the socio-demographic 

characteristics of the sexually active and non-sexually active samples. 

Specifically, there are a significantly larger proportion of younger 

adolescents, rural adolescents, higher social class girls, and girls attending 

single-sex schools in the non-sexually active population. 
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Table 6. Prevalence of socio-demographics among the sexually active 

and non-sexually initiated samples, by gender 

 
Sexually active 

% 

Non-sexually 

active % 

Non-sexually 

active % 

Sexually active 

% 

 Boys (n=436) Boys (n=954) Girls (n=443) Girls (n=1627) 

Age     

15 years 31.7a 41.1b 27.1a 44.9b 

16 years 39.7a 37.4a 38.8a 38.0a 

17 years 28.7a 21.5b 34.1a 17.1b 

χ2 13.892*** 75.574*** 

Social class     

High (1-2) 49.9a 55.0a 48.8a 54.9b 

Mid (3-4) 36.2a 34.7a 37.4a 35.7a 

Low (5-6) 13.9a 10.3a 13.8a 9.4b 

χ2 4.117* 7.741* 

 

Urban/rural status 
    

Urban 48.6a 37.3b 56.3a 44.4b 

Rural 51.4a 62.7b 43.7a 55.6b 

χ2 15.331*** 19.614*** 

School type     

Single gender 26.4a 23.1a 46.7a 54.0b 

Mixed gender 73.6a 76.9a 53.3a 46.0b 

χ2 1.798 7.313** 

Note: Each subscript letter denotes a subset of ever had sex categories whose column 

proportions do not differ significantly from each other at the .05 level. 

4.2.2 Inferential statistics 

A Pearson’s product-moment correlation was performed to explore the 

relationships between continuous variables. Phi coefficients were calculated 

to investigate the relationship between dichotomous variables and Point-

Biserial correlations were computed to assess the relationship between 

dichotomous and continuous variables. Independent variables found to be 

highly correlated were Number of close male friends and Number of close 

female friends, and were found to be positively correlated. These and all 

other variables met the assumption of non-multicollinearity prior to all 

regression analyses. Detailed bivariate associations between study variables 

can be found in Appendix 13, for boys and girls. Adopting themes as 

predictors as opposed to individual items mitigated against the potential of 

the bivariate analysis having masked relevant relationships. 
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4.2.3 Contextual socio-demographic and lifestyle measures and timing 

of sexual intercourse 

Separate preliminary multiple linear regression (MLR) analyses were 

initially run for each of the identified themes of interest: risk behaviours, 

school, environment, health status, health behaviours, peers, family, and life 

perception. These regression analyses were used to identify how well 

themes individually predicted Age of sexual initiation (ASI) and in order to 

identify significant coefficients in each theme. These regressions were 

carried out separately for boys and girls. The results of these analyses are 

presented in Tables 7 and 8. 

Table 7. Ranked results of individual multiple linear regression (MLR) 

analyses by theme, for boys 

Theme (MLR) R² value Significant coefficients in theme p value 

Peers .094*** Peer support 

Number of close male friends 

0.005 

0.002 

Family .066*** Family support <0.001 

Risk behaviours .056*** Risk behaviours initiation 0.046 

School .045** Relationship with teachers and school 0.024 

Life perception .041*** Happiness and satisfaction with life 0.004 

Environment .039** Positive neighbourhood environment 0.008 

Health status .031*   

Health behaviours .024*   

* p <.05; ** p <.01; *** p <.001 
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Table 8. Ranked results of individual multiple linear regression (MLR) 

analyses by theme, for girls 

Theme (MLR) R² value Significant coefficients in theme p value 

Risk behaviours .200*** Alcohol use or drunkenness 

Risk behaviours initiation 

<.001 

<.001 

School .054*** Relationship with teachers and school 0.003 

Health behaviours .048*** Unhealthy food consumption 0.001 

Health status .042** Physical & psychological symptoms 0.006 

Peers .039* Number of close female friends 

Number of close male friends 

0.014 

0.031 

Family .028* Family dynamics and behaviours 0.034 

Environment .028** Positive neighbourhood environment 0.001 

Life perception .013 Happiness and satisfaction with life 0.043 

* p <.05; ** p <.01; *** p <.001 

 

Predictors of early sexual initiation among boys 

A seven stage hierarchical multiple regression analysis was conducted with 

Age of sexual initiation (ASI) as the dependent variable on a sample of 436 

boys (see Table 9). Social class was entered at step 1 in order to account for 

social effects and social class influences. In subsequent steps measures for 

peer, family, risk behaviours, school, life perception, the environment, 

health status and health behaviours were entered into the model in that 

order, based on their R² values from initial individual theme multiple 

regression models whereby themes with the highest R² values were entered 

first (see Table 7).  

The overall model (Model 7) was statistically significant (R² = .109, F(1, 

427) = 6.53, p < .001; adjusted R² = .093). The analysis model revealed that 

at Step one, Social Class contributed significantly to the regression model 

(R² = .022, F(1, 434) = 9.52, p < .01; adjusted R² = .019) accounting for 

2.2% of the variation in Age of sexual initiation. The addition of Peer 

measures (Peer support, Number of close male friends) led to a statistically 

significant increase in R² of .044, F(2, 432) = 10.05, p<.001, and explained 
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6.5% of the variation in ASI. Introducing Family support to the model in 

Step 3 explained a further 1.8% of the variation (R² = .083, F(1, 431) = 9.74, 

p < .001; adjusted R² = .074). Adding Risk behaviour initiation to the 

regression model further increased the percentage of variance in ASI 

explained to 10.3%, a significant increase in R² of .02, F(1, 430) = 9.84, p < 

.001; adjusted R² = .092. The addition of Relationships with teachers and 

school also contributed significantly to the model (R² = .106, F(1, 429) = 

8.46, p < .001; adjusted R² = .093), as did the further introduction of 

Happiness and satisfaction with life at step 6 (R² = .107, F(1, 428) = 7.35, p 

< .001; adjusted R² = .093). Positive neighbourhood environment was the 

final measure added in Step 7 and increased the percentage of variance 

explained in age of sexual initiation to 10.9%.  

The most important measures in predicting age of sexual initiation among 

boys in the sample were the Peer items, as these exclusively explained 4.4% 

of the variation in age of sexual initiation, Number of male friends in 

particular also emerged as a significant coefficient in the regression model. 

Items measuring Family support and Risk behaviour initiation also emerged 

as significant coefficients in the multiple regression model. Higher numbers 

of close male friends and higher levels of family support were both 

associated with an older age of sexual initiation, whereas early risk 

behaviour initiation was associated with younger ages of sexual initiation.   
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Table 9. Hierarchical linear regression model results, predictors of age of sexual initiation among boys 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 

  β β β β β β β 

Step 1: Control        
Social class 0.158** 0.101 0.086 0.083 0.079 0.078 0.071 

Step 2: Peers        
Peer support  0.138* 0.071 0.071 0.066 0.060 0.060 

Number of close male friends   0.198** 0.176** 0.175** 0.18** 0.175** 0.165* 

Step 3: Family        
Family support     0.165** 0.144* 0.136* 0.135* 0.135 

Step 4: Risk behaviours        
Risk behaviours initiation       -0.153** -0.136* -0.129* -0.129* 

Step 5: School        
Relationship with teachers and school         -0.065 -0.048 -0.043 

Step 6: Life perception        
Happiness and satisfaction with life           0.05 0.033 

Step 7: Environment        
Positive neighbourhood environment             -0.052 

R2 0.022 0.065 0.083 0.103 0.106 0.107 0.109 

∆R2 0.022 0.044 0.018 0.020 0.003 0.002 0.002 

Adjusted R2 0.019 0.059 0.074 0.092 0.093 0.093 0.093 

F 9.52** 10.05*** 9.74*** 9.84*** 8.46*** 7.35*** 6.53*** 

* p ≤.05; ** p ≤.01; *** p ≤.001        
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Predictors of early sexual initiation among girls 

A nine stage hierarchical multiple regression analysis was conducted with 

Age of sexual initiation (ASI) as the dependent variable on a sample of 443 

girls (see Table 10). Social class was entered at step 1 in order to account 

for social effects and social class influences. In subsequent steps measures 

for risk behaviours, school, health behaviours, health status, peers, family, 

the environment and life perception were entered into the model in that 

order based on their R² values from initial individual theme multiple 

regression models whereby themes with the highest R² values were entered 

first (see Table 8).  

The overall model (Model 9) was statistically significant (R² = .232, F(1, 

431) = 11.85, p < .001; adjusted R² = .213). At Step 1 Social Class did not 

contribute significantly to the regression model (R² = .003, F(1, 441) = 1.23, 

p > .05; adjusted R² = .001). The addition of Risk behaviour measures 

(Alcohol use or drunkenness, Risk behaviour initiation) at Step 2 of the 

analysis model did reveal a statistically significant contribution (R² = .198, 

F(2, 439) = 36.08, p < .001; adjusted R² = .192) accounting for 19.8% of the 

variation in Age of sexual initiation. Adding Relationship with teachers and 

school to the model significantly explained a further 1% of the variation (R² 

= .208, F(1, 438) = 28.69, p < .001; adjusted R² = .200). The introduction of 

Unhealthy food consumption at Step 4 further increased the percentage of 

variance explained in ASI to 21.9%, a significant increase in R² of .012, F(1, 

437) = 24.69, p < .001; adjusted R² = .211. Adding Physical and 

psychological symptoms also significantly contributed to the model (R² = 

.224, F(1, 436) = 20.94, p < .001; adjusted R² = .213), as did the subsequent 

introduction of Peer measures (Number of close female/male friends) in Step 

6 (R² = .227, F(2, 434) = 15.97, p < .001; adjusted R² = .213). The inclusion 

of Family dynamics and behaviours at Step 7 (R² = .228, F(1, 433) = 14.17, 

p < .001; adjusted R² = .211), and Positive neighbourhood environment at 

Step 8 (R² = .228, F(1, 432) = 12.75, p < .001; adjusted R² = .210) did not 

lead to a further increase in R². However, including Happiness and 

satisfaction in the final step increased the percentage of variance in ASI 

explained to 23.2%. 
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Table 10. Hierarchical linear regression model results, predictors of age of sexual initiation among girls 

 Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 Model 7 Model 8 Model 9 

  β β β β β β β β β 

Step 1: Control          

Social class 0.046 -0.005 -0.003 -0.026 -0.028 -0.026 -0.025 -0.026 -0.024 

Step 2: Risk behaviours          

Alcohol use or drunkenness  0.242*** 0.252*** 0.245*** 0.245*** 0.242*** 0.242*** 0.242*** 0.241*** 

Risk behaviours initiation  -0.43*** -0.401*** -0.386*** -0.379*** -0.371*** -0.37*** -0.369*** -0.372*** 

Step 3: School          

Relationship with teachers and school   -0.089 -0.079 -0.064 -0.063 -0.062 -0.059 -0.068 

Step 4: Health behaviours          

Unhealthy food consumption    -0.098* -0.094* -0.092* -0.092* -0.09* -0.086* 

Step 5: Health status          

Physical & psychological symptoms     0.056 0.05 0.048 0.043 0.072 

Step 6: Peers          

Number of close female friends      0.064 0.064 0.061 0.067 

Number of close male friends      -0.037 -0.038 -0.039 -0.04 

Step 7: Family          

Family dynamics and behaviours       -0.008 -0.006 -0.02 

Step 8: Environment           

Positive neighbourhood environment        -0.019 -0.028 

Step 9: Life perception          

Happiness and satisfaction with life         -0.074 

R2 .003 .198 .208 .219 .224 .227 .228 .228 .232 

∆R2 .003 .195 .010 .012 .004 .004 .000 .000 .004 

Adjusted R2 .001 .192 .200 .211 .213 .213 .211 .210 .213 

F 1.23 36.08*** 28.69*** 24.61*** 20.94*** 15.97*** 14.17*** 12.75*** 11.85*** 

* p <.05; ** p <.01; *** p <.001       
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The most important measures in predicting age of sexual initiation among 

girls in the sample were the Risk behaviour items, with Alcohol use or 

drunkenness and Risk behaviour initiation also emerging as significant 

coefficients in the regression model, which uniquely explained 19.5% of the 

variation in ASI.  Another significant coefficient that emerged from the 

regression model was Unhealthy food consumption. Higher levels of current 

alcohol use or drunkenness were associated with an older age of sexual 

initiation, whereas early risk behaviour initiation and current high levels of 

unhealthy food consumption were associated with younger ages of sexual 

initiation.  

4.2.4 Summary of results 

Different factors predict early sexual initiation among boys and girls. For 

boys, social level factors such as family support, and number of close male 

friends were significant in predicting age of sexual initiation among boys, as 

was risk behaviour initiation. Among girls, more individual lifestyle factors 

such as risk behaviour initiation, alcohol use or drunkenness and unhealthy 

food consumption significantly predicted younger ages of sexual debut. 

Overall, contextual socio-demographic and lifestyle factors were a stronger 

predictor of age of sexual initiation for girls than boys. 

In conclusion, the socio-demographic, lifestyle and behavioural factors 

incorporated in the analysis were stronger predictors of age of sexual 

initiation among sexually active adolescent girls than boys. Collectively, the 

predictors included in the model accounted for a total of 23.2% of the 

variation in age of sexual initiation for sexually active girls aged 15 to 17 

years, while a total of 10.9% of the variation in age of sexual initiation was 

explained in the boys’ model
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Chapter 5: Quantitative Results 2 

5.1 Chapter overview 

This chapter presents the results of the second quantitative phase of this 

study. The descriptive and inferential analysis of phase one are presented for 

research question two. Results describe the circumstantial factors associated 

with early sexual initiation. 

5.2 Quantitative analysis 2 

Research question 2: What are the circumstances and behaviours associated 

with early sexual initiation? 

This second quantitative study phase investigated the explicit circumstances 

of first sexual intercourse among adolescents who initiated sex at early ages 

and those who first had sex at age 15 to 17 years. The function of this was to 

decipher whether circumstantial factors such as partner age, contraceptive 

behaviours or alcohol and drug use at the time of first intercourse differed 

for those who were early initiators. This phase also explored adolescents 

feelings about the timing of their first sexual intercourse experience and 

whether early sexual initiation specifically, or other circumstances of the 

event, better explained adolescents feelings. 

5.2.1 Descriptive statistics 

Of the sexually active sample included in the second set of quantitative 

analyses (n=811), 39.3% of boys and 27% of girls aged 15-17 years had 

reported early sexual initiation (ESI), before age 15 years. Socio-

demographic characteristics of the early initiating (ESI) sample and the non-

early initiating (SI) sample are reported in Table 11.  
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Table 11. Prevalence of socio-demographics according to early sexual 

initiation (ESI) and sexual initiation (SI) at 15 years or older, by gender 

  Boys (n=392) % (n) Girls (n=419) % (n) 
 ESI <15 years SI 15 years + ESI <15 years SI 15 years + 

Age     
15 years 46.8 (72) 19.3 (46) 52.2 (59) 16.7 (51) 

16 years 37.7 (58) 40.3 (96) 33.6 (38) 40.5 (124) 

17 years 15.6 (24) 40.3 (96) 14.2 (16) 42.8 (131) 

Social Class 
    

Low 13.9 (15) 14.8 (29) 15.1 (14) 14.0 (36) 

Middle 46.3 (50) 30.1 (59) 34.4 (32) 38.1 (98) 

High 39.8 (43) 55.1 (108) 50.5 (47) 47.9 (123) 

Urban/rural status     
Urban 46.6 (68) 49.4 (116) 55.0 (61) 55.9 (170) 

Rural 53.4 (78) 50.6 (119) 45.0 (50) 44.1 (134) 

 

5.2.2 Inferential statistics 

Tests of association were carried out in order to explore differences  in the 

circumstances of first sexual intercourse between those adolescents who 

reported they first had sex before the age of 15 years compared to those who 

reported sexual initiation at age 15 years or older. Chi2 associations, and 

effect size, can be found in Table 12. 
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Table 12. Chi2 associations, and effect size, between early sexual initiation and circumstantial factors at first sex, by gender 

  Boys (n=392) % (n)  Girls (n=419) %(n) 

  ESI <15 yrs SI 15 yrs + χ2 Phi/Cramer's V ESI <15 yrs SI 15 yrs + χ2 Phi/Cramer's V 

School type   0.28 0.027   4.93* 0.108 

Unmixed gender 25.3 (39) 27.7 (66)   37.2 (42) 49.3 (151)   

Mixed gender 74.7 (115) 72.3 (172)   62.8 (71) 50.7 (155)   

Age of Partner   19.20*** 0.245   36.99*** 0.323 

Same age/younger/<2 yrs older 61.9 (73) 83.7 (169)   46.5 (40) 80.3 (216)   

2 or more years older 38.1 (45) 16.3 (33)   53.5 (46) 19.7 (53)   

Age of Partner   95.10*** 0.545   34.26*** 0.311 

≤14 years 54.2 (64) 6.4 (13)   24.4 (21) 4.1 (11)   

15-17 years 35.6 (42) 81.2 (164)   61.6 (53) 84.0 (226)   

≥18 years 10.2 (12) 12.4 (25)   14.0 (12) 11.9 (32)   

Condom use   36.43*** 0.324   13.75*** 0.186 

Yes 54.0 (67) 83.9 (188)   67.3 (68) 84.4 (249)   

No 46.0 (57) 16.1 (36)   32.7 (33) 15.6 (46)   

Birth control pill use   0.33 0.033   7.60** 0.142 

Yes 22.9 (27) 25.8 (48)   11.5 (11) 24.8 (70)   

No 77.1 (91) 74.2 (138)   88.5 (85) 75.2 (212)   

Alcohol/drug use   8.52** 0.157   0.12 0.018 

Yes 42.9 (54) 27.6 (59)   24.7 (24) 26.6 (77)   

No 57.1 (72) 72.4 (155)   75.3 (73) 73.4 (213)   

Feelings about timing   15.47** 0.205   25.32*** 0.255 

Wanted it to happen earlier 35.3 (49) 18.3 (42)   13.6 (14) 5.9 (17)   

Wanted it to happen at that time 36.0 (50) 44.1 (101)   30.1 (31) 57.3 (164)   

Rather have had it later 8.6 (12) 7.9 (18)   31.1 (32) 22.7 (65)   

Did not really want to 2.9 (4) 2.2 (5)   7.8 (8) 3.1 (9)   

Did not ask yourself that 17.3 (24) 27.5 (63)   17.5 (18) 10.8 (31)   

* p <.05; ** p <.01; *** p <.001 
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 School type 

The type of school attended by participants was significantly associated 

with age of first intercourse for girls, χ2 (1) = 4.926, p =.026, with a small 

effect size (V=.108); but not for boys, χ2 (1) = .276, p =.599, with a 

negligible effect size (V=.027). A higher proportion of girls attending mixed 

gender schools reported initiating sexual intercourse before the age of 15 

years compared to those in single-sex girls’ schools. 

Age of partner 

Partner age at first sex was significantly associated with age of sexual 

initiation for boys, χ2 (2) = 95.102, p <.001, with a large effect size 

(V=.545); and girls, χ2 (2) = 34.256, p <.001, with a medium effect size 

(V=.311). Boys who reported early sexual initiation were also more likely to 

report having a partner of the same age, while girls who reported early sex 

were more likely to report an older aged partner at first sex. The vast 

majority of both boys and girls who first had sex at age 15 years or older 

were more likely to report having a similar aged partner aged 15-17 years 

(81.2% boys; 84% girls). 

A binary version of age difference with partner at first sex was significantly 

associated with age of sexual initiation for boys, χ2 (1) = 19.202, p <.001, 

with a small effect size (V=.245); and for girls: χ2 (1) = 36.989, p <.001, 

with a medium effect size (V=.323). A larger proportion of boys who 

reported early sexual initiation (38.1%) had partners two or more years 

older than them, compared to the older initiators (16.3%). The majority of 

girls who engaged in early sexual initiation reported a partner who was two 

or more years older than them (53.5%) compared to 19.7% of the older 

initiators. 

Condom use 

Condom use at first sex was significantly associated with age of sexual 

initiation for boys: χ2 (1) = 36.430, p <.001, with a medium effect size 

(V=.324); and for girls: χ2 (1) = 13.745, p <.001, with a small effect size 

(V=.186). Both boys and girls who reported sexual initiation before age 15 

years were less likely to report using a condom at first sex. 
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Birth control pill use 

Birth control pill use at first intercourse was significantly associated with 

age of initiation for girls, χ2 (1) = 7.597, p =.006, with a small effect size 

(V=.142); but not for boys: χ2 (1) =.332, p =.564. Girls who engaged in early 

sexual intercourse were less likely to report using birth control pills at the 

time of first intercourse.  

Alcohol or drug use 

Alcohol or substance use before first sex was significantly associated with 

age of sexual initiation for boys, χ2 (1) = 8.352, p =.004, with a small effect 

size (V=.157); but not for girls, χ2 (1) = .123, p =.725. Boys who engaged in 

sexual intercourse early were more likely to have reported using alcohol or 

drugs at the time of first sex.  

Feelings about timing 

Feelings about the timing of sexual initiation was significantly associated 

with age of first sex for boys, χ2 (4) = 15.472, p =.004, with a medium effect 

size (V=.205); and for girls, χ2 (4) = 25.232, p <.001, with a large effect size 

(V=.255). A larger proportion of boys who had sex at age 15 years or older 

reported they wanted sex to happen at the time compared to early initiators, 

and the early initiating boys were more likely to report wanting sex to have 

happened earlier. Among girls, those who had sex at 15 years or older were 

also more likely to have been happy with the timing of first sex compared to 

the early initiators, and the early initiating girls were more likely to report 

wanting it to have happened later.  

5.3 Circumstances and age of first sexual intercourse 

In order to explore in more detail the circumstances and age of first sexual 

intercourse and how they related to participants feelings about the timing of 

the event, a series of binary logistic regression analyses were conducted. 

This consisted of separate regression analyses for the four binary versions of 

the feelings about timing variable (see Section 3.8.4.2) and each of the 

circumstantial variables: age of partner, condom use, birth control pill use, 

and alcohol and drug use at the time of first sex. Age of first sex was also 

included in each of the regression analyses as a predictor, in order to 
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decipher whether early sex or other circumstantial factors had a greater 

influence on participants feelings about the timing of their first intercourse 

experience. Analyses were carried out separately for boys and girls. In the 

case of girls, time lapse between when first sex occurred and when the 

survey was carried out was identified as a possible confounder and included 

in all models for control purposes. The prevalence of socio-demographic 

measures by feelings about timing (binary) measures are reported for boys 

in Table 13, and for girls in Table 14. The original options for the feelings 

about timing variable: ‘You wanted it to happen earlier’, ‘You wanted it to 

happen at that time’, ‘You would rather have had it later’, ‘You did not 

really want to have intercourse’ and ‘You did not ask yourself that,’ were 

used to create 4 binary measures, each of which included ‘You wanted it to 

happen at that time’ as a comparison group. Multiple imputation was not 

used in the second quantitative analysis phase as it was not deemed 

necessary. For this reason the sample sizes differ for individual variables.
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Table 13. Prevalence of socio-demographics measures by binary feelings about timing measures, for boys (n=392)5 

  Feelings about the timing of first sexual intercourse % (n) 

  At the time  Earlier Later Did not want Did not ask 

Age  (n=242) (n=181) (n=160) (n=238) 

   15 years 36.3 (33) 36.3 (33) 26.7 (8) 22.2 (2) 13.8 (12) 

   16 years 42.9 (39) 42.9 (39) 43.3 (13) 44.4 (4) 47.1 (41) 

   17 years 20.9 (19) 20.9 (19) 30.0 (9) 33.3 (3) 39.1 (34) 
      

Social class  (n=190) (n=146) (n=133) (n=194) 

   High (1-2) 50.8 (33) 50.8 (33) 44.7 (34) 50.0 (4) 44.9 (31) 

   Mid (3-4) 41.5 (27) 41.5 (27) 40.8 (31) 25.0 (2) 40.6 (280 

   Low (5-6) 7.7 (5) 7.7 (5) 14.5 (11) 25.0 (2) 14.5 (10) 
      

Urban/rural status  (n=236) (n=179) (n=158) (n=234) 

   Urban 51.7 (45) 51.7 (45) 53.3 (16) 44.4 (4) 50.6 (43) 

   Rural 48.3 (42) 48.3 (42) 46.7 (14) 55.6 (5) 49.4 (42) 

      
School type  (n=242) (n=181) (n=160) (n=238) 

   Unmixed gender 28.6 (26) 28.6 (26) 10.0 (3) 33.3 (3) 27.6 (24) 

   Mixed gender 71.4 (65) 71.4 (65) 90.0 (27) 66.7 (6) 72.4 (63) 

                                                 
5 Multiple imputation was not used in the second quantitative analysis and so the sample sizes differ for individual variables. 
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Table 14. Prevalence of sociodemographic measures by binary feelings about timing measures, for girls (n=419)6 

  

  

Feelings about the timing of first sexual intercourse % (n) 

At the time Earlier Later Did not want Did not ask 

Age  (n=226) (n=292) (n=212) (n=244) 

   15 years 20.5(40) 41.9 (13) 24.7 (24) 23.5 (4) 34.7 (17) 

   16 years 38.5 (75) 32.3 (10) 45.4 (44) 47.1 (8) 34.7 (17) 

   17 years 41.0 (80) 25.8 (8) 29.9 (29) 29.4 (5) 30.6 (15) 

 
     

Social class  (n=198) (n=249) (n=188) (n=208) 

   High (1-2) 43.9 (76) 72.0 (18) 44.7 (34) 53.3 (8) 57.1 (20) 

   Mid (3-4) 38.7 (67) 20.0 (5) 40.8 (31) 33.3 (5) 31.4 (11) 

   Low (5-6) 17.3 (30) 8.0 (2) 14.5 (11) 13.3 (2) 11.4 (4) 

      
Urban/rural status  (n=226) (n=291) (n=212) (n=243) 

   Urban 59.0 (115) 51.6 (16) 52.1 (50) 52.9 (9) 56.3 (27) 

   Rural 41.0 (80) 48.4 (15) 47.9 (46) 47.1 (8) 43.8 (21) 

      
School type  (n=226) (n=292) (n=212) (n=244) 

   Unmixed gender 50.8 (99) 38.7 (12) 47.4 (46) 58.8 (10) 26.5 (13) 

   Mixed gender 49.2 (96) 61.3 (19) 52.6 (51) 41.2 (7) 73.5 (36) 

                                                 
6 Multiple imputation was not used in the second quantitative analysis and so the sample sizes differ for individual variables. 
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5.4 Predictors of feelings about the timing of first sexual intercourse 

among boys 

All models reported in this subsection met logistic regression7 assumption 

criteria and had adequate model fits with Hosmer and Lemeshow tests of p 

>.05. A descriptive breakdown of the circumstantial factors according to the 

four dependent variables regarding feelings about the timing of first sex, for 

boys, is presented in Table 15. 

                                                 
7 The assumptions of binary logistic regression include: a dichotomous dependent variable; 

one or more independent variables (either continuous or nominal variables); linearity (linear 

relationship between the continuous independent variables and the logit transformation of 

the dependent variable); independence of errors (cases of data should not be related); 

multicollinearity (predictors not too highly correlated) (Field, 2009). 
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Table 15. Prevalence of circumstantial factors of first sex by feelings about timing (binary) measures, for boys (n=392)8 

 Feelings about the timing of first sexual intercourse % (n) 

At the time Earlier Later Did not want Did not ask 

Age of first sexual intercourse  (n=242) (n=181) (n=160) (n=238) 

Sexual initiation < 15 years  33.1 (50) 53.8 (49) 40.0 (12) 44.4 (4) 72.4 (63) 

Sexual initiation 15 years + 66.9 (151) 46.2 (42) 60.0 (18) 55.6 (5) 27.6 (24) 
      

Age of partner  (n=205) (n=153) (n=134) (n=206) 

Same age/younger/<2 years older 76.0 (98) 71.1 (54) 75.0 (18) 60.0 (3) 83.1 (64) 

2 or more years older 24.0 (31) 28.9 (22) 25.0 (6) 40.0 (2) 16.9 (13) 
      

Condom use  (n=220) (n=164) (n=145) (n=222) 

Yes 77.7 (108) 60.5 (49) 76.0 (19) 16.7 (1) 81.9 (68) 

No 22.3 (31) 39.5 (32) 24.0 (6) 83.3 (5) 18.1 (15) 
      

Birth control pill use  (n=201) (n=146) (n=131) (n=193) 

Yes 27.2 (34) 28.9 (22) 23.8 (5) 0.0 (0) 17.6 (12) 

No 72.8 (91) 71.1 (54) 76.2 (16) 100.0 (6) 82.4 (56) 
      

Alcohol/drug use  (n=230) (n=169) (n=154) (n=223) 

Yes 24.0 (35) 59.5 (50) 13.0 (3) 25.0 (2) 27.3 (21) 

No 76.0 (111) 40.5 (34) 87.0 (20) 75.0 (6) 72.7 (56) 

                                                 
8 Multiple imputation was not used in the second quantitative analysis and so the sample sizes differ for individual variables. 
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5.4.1 Happy with the timing versus would rather it had happened 

earlier 

Age of partner 

A binary logistic regression was performed to determine the effects of age 

difference of partner at first sex, and sexual initiation before age 15 years on 

the likelihood that boys wanted first sexual intercourse to have happened 

earlier compared to at the time it did happen.  

Table 16. Prediction of wanting first sexual intercourse to have 

happened earlier, ESI and partner age difference for boys 

    95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.95 0.31 2.58** 1.40 4.74 

Age difference of partner  -0.02 0.35 0.98 0.49 1.93 

Constant -0.91 0.21 0.40   

Note: Nagelkerke R2 = .065. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(2) = 10.067, p < .05, and 

explained 6.5% of the variance in feelings about the timing of first sex. 

Early sexual initiation was the only significant predictor in the model, with 

boys who first had sex before 15 years of age having a 2.58 times higher 

likelihood of reporting they wanted sex to have happened earlier.   

Condom use 

A binary logistic regression was performed to determine the effects of 

condom use at first sex, and sexual initiation before age 15 years on the 

likelihood that boys wanted first sexual intercourse to have happened earlier 

compared to at the time it did occur.  

Table 17. Prediction of wanting first sexual intercourse to have 

happened earlier, ESI and condom use for boys 

    95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.71 0.30 2.03* 1.12 3.68 

First sex condom use  -0.59 0.32 0.55 0.29 1.04 

Constant -0.42 0.32 0.66     
Note: Nagelkerke R2 = .077. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(2) = 12.708, p < .05, and 

explained 7.7% of the variance in feelings about the timing of first sex. 
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Early sexual initiation was the only significant predictor in the model with 

boys who first had sex before 15 years of age having a 2.03 times higher 

likelihood of reporting they wanted sex to have happened earlier.   

Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that boys wanted first sexual intercourse to have happened earlier 

compared to at the time it did occur.  

Table 18. Prediction of wanting first sexual intercourse to have 

happened earlier, ESI and birth control pill use for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.69 0.30 1.99* 1.11 3.56 

First sex birth control pill 

use  
0.14 0.33 1.15 0.60 2.18 

Constant -0.84 0.23 0.43     
Note: Nagelkerke R2 = .037. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = 5.514, p > .05, in 

explaining the variance in feelings about the timing of first sex. Early sexual 

initiation was the only significant predictor in the model with boys who first 

had sex before 15 years of age having a 1.99 times higher likelihood of 

reporting they wanted sex to have happened earlier.   

Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that boys wanted first sexual intercourse to have happened 

earlier compared to at the time it did occur.  

Table 19. Prediction of wanting first sexual intercourse to have 

happened earlier, ESI and alcohol or drug use for boys 

    95% C.I. for EXP(B) 
 B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.59 0.30 1.81* 1.01 3.25 

Alcohol/drug use - first sex  1.46 0.30 4.31 2.40 7.75 

Constant -1.41 0.23 0.25     
Note: Nagelkerke R2 = .182. * p <.05; ** p <.01; *** p <.001. 
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The overall model was statistically significant, χ2(2) = 32.762, p < .05, and 

explained 18.2% of the variance in feelings about the timing of first sex. 

Early sexual initiation was the only significant predictor in the model with 

boys who first had sex before 15 years of age having a 1.81 times higher 

likelihood of reporting they wanted sex to have happened earlier.  

Summary 

Of the models that were significant, boys who reported early sexual 

initiation before age 15 years were more likely to have wanted their first 

sexual experience to have occurred earlier compared to those who had sex at 

15 years or older. Also, when explored in the context of factors relating to 

the circumstances of first sexual intercourse, timing of sexual initiation 

emerged as a stronger predictor of wanting sex to have occurred earlier than 

age difference of partner, contraceptive methods used, and alcohol or drug 

use at the time of first sex. 

5.4.2 Happy with the timing versus would rather it had happened later 

Age of partner 

A binary logistic regression was performed to determine the effects of age 

difference of partner at first sex, and sexual initiation before age 15 years on 

the likelihood that boys wanted first sexual intercourse to have happened 

later compared to at the time it did occur.  

Table 20. Prediction of wanting first sexual intercourse to have 

happened later, ESI and partner age difference for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.70 0.47 2.00 0.81 4.98 

Age difference of partner  -0.13 0.53 0.88 0.31 2.51 

Constant -1.91 0.31 0.15     
Note: Nagelkerke R2 = .025. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = 2.202, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor age difference of partner were significant 

predictors within the model. 
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Condom use 

A binary logistic regression was performed to determine the effects of 

condom use at first sex, and sexual initiation before age 15 years on the 

likelihood that boys wanted first sexual intercourse to have happened later 

compared to at the time it did occur.  

Table 21. Prediction of wanting first sexual intercourse to have 

happened later, ESI and condom use for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.03 0.48 1.03 0.41 2.63 

First sex condom use  -0.09 0.52 0.92 0.33 2.55 

Constant -1.66 0.50 0.19     
Note: Nagelkerke R2 = .000. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = .039, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor condom use at first sex were significant predictors 

within the model. 

Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that boys wanted first sexual intercourse to have happened later 

compared to at the time it did occur.  

Table 22. Prediction of wanting first sexual intercourse to have 

happened later, ESI and birth control pill use for boys 

    95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.09 0.49 1.10 0.42 2.85 

First sex birth control pill 

use  
-0.18 0.55 0.83 0.28 2.45 

Constant -1.77 0.33 0.17     
Note: Nagelkerke R2 = .002. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = .145, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor birth control pill use at first sex were significant 

predictors within the model. 
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Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that boys wanted first sexual intercourse have to happened 

later compared to at the time it did occur.  

Table 23. Prediction of wanting first sexual intercourse to have 

happened later, ESI and alcohol or drug use for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  0.83 0.48 2.30 0.90 5.87 

Alcohol/drug use - first sex  -1.90 1.05 0.15 0.02 1.17 

Constant -2.06 0.34 0.13     
Note: Nagelkerke R2 = .091. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(2) = 8.254, p < .05, and 

explained 9.1% of the variance in feelings about the timing of first sex. 

However, neither early sexual initiation nor alcohol or drug use at first sex 

were significant predictors within the model.  

Summary 

The model containing measures of early sexual initiation and alcohol or 

drug use before first sex was the only significant model to predict any of the 

variance in whether sexually active boys wanted sex to have happened later 

rather than when it did. However, neither of these measures individually had 

significant predictive power within the model.  

5.4.3 Happy with the timing versus did not ask yourself at the time 

Age of partner 

A binary logistic regression was performed to determine the effects of age 

difference of partner at first sex, and sexual initiation before age 15 years on 

the likelihood that boys did not ask themselves at the time of first 

intercourse how they felt about the timing compared to wanting it to have 

happened at the time it did occur.  
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Table 24. Prediction of not having considered feelings about the timing 

of first sexual intercourse, ESI and partner age difference for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  -0.14 0.33 0.87 0.46 1.66 

Age difference of partner  -0.41 0.37 0.66 0.32 1.38 

Constant -0.39 0.18 0.68     
Note: Nagelkerke R2 = .011. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = 1.690, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor age difference of partner were significant 

predictors within the model. A binary logistic regression was performed to 

determine the effects of condom use at first sex, and sexual initiation before 

age 15 years on the likelihood that boys did not ask themselves at the time 

of first intercourse how they felt about the timing compared to wanting it to 

have happened at the time it did occur.  

Table 25. Prediction of not having considered feelings about the timing 

of first sexual intercourse, ESI and condom use for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  -0.17 0.32 0.85 0.45 1.58 

First sex condom use  0.22 0.36 1.24 0.61 2.52 

Constant -0.64 0.35 0.53     
Note: Nagelkerke R2 = .005. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = .854, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor condom use at first sex were significant predictors 

within the model. 

Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that boys did not ask themselves at the time of first intercourse 

how they felt about the timing compared to wanting it to have happened at 

the time it did occur.  

Table 26. Prediction of not having considered feelings about the timing 

of first sexual intercourse, ESI and birth control pill use for boys 
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   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  -0.55 0.34 0.58 0.30 1.12 

First sex birth control pill 

use  
-0.59 0.38 0.55 0.26 1.17 

Constant -0.31 0.20 0.73     
Note: Nagelkerke R2 = .036. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = 5.048, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor birth control pill use at first sex were significant 

predictors within the model. 

Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that boys did not ask themselves at the time of first 

intercourse how they felt about the timing compared to wanting it to have 

happened at the time it did occur.  

Table 27. Prediction of not having considered feelings about the timing 

of first sexual intercourse, ESI and alcohol or drug use for boys 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Sexual initiation < 15 years  -0.52 0.32 0.59 0.32 1.12 

Alcohol/drug use - first sex  0.21 0.32 1.24 0.66 2.34 

Constant -0.55 0.18 0.58     
Note: Nagelkerke R2 = .018. * p <.05; ** p <.01; *** p <.001. 

Statistically, the overall model was not significant, χ2(2) = 2.983, p > .05, in 

explaining the variance in feelings about the timing of first sex. Neither 

early sexual initiation nor alcohol or drug use before first sex were 

significant predictors within the model. 

Summary 

None of the regression models significantly predicted if sexually active boys 

did not ask themselves how they felt about the timing of sexual initiation 

when it occurred. Early sexual initiation or any of the circumstantial 

variables also did not emerge as significant predictors within the individual 

models. 
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5.5 Predictors of feelings about the timing of first sexual intercourse 

among girls 

All models reported in the results met logistic regression assumption criteria 

and had adequate model fits with Hosmer and Lemeshow tests of p >.05. A 

breakdown of the circumstantial factors according to the four dependent 

variables regarding feelings about timing, for girls, are presented in Table 

28. 
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Table 28. Prevalence of circumstantial factors of first sex by feelings about timing (binary) measures, for girls (n=419) 

 Feelings about the timing of first sexual intercourse % (n) 

At the time Earlier Later Did not want Did not ask 

Age of first sexual intercourse  (n=226) (n=292) (n=212) (n=244) 

Sexual initiation < 15 years  15.9 (31) 45.2 (14) 33.0 (32) 47.1 (8) 36.7 (18) 

Sexual initiation 15 years + 84.1 (164) 54.8 (17) 67.0 (65) 52.9 (9) 63.3 (31) 

      

Age of partner  (n=206) (n=274) (n=197) (n=222) 

Same age/younger/<2 years older 81.5 (150) 59.1 (13) 65.5 (59) 15.4 (2) 68.4 (26) 

2 or more years older 18.5 (34) 40.9 (9) 34.4 (31) 84.6 (11) 31.6 (12) 

      

Condom use  (n=219) (n=287) (n=206) (n=239) 

Yes 85.9 (164) 60.7 (17) 79.2 (76) 26.7 (4) 81.3 (39) 

No 14.1 (27) 39.3 (11) 20.8 (20) 73.3 (11) 18.8 (9) 

      

Birth control pill use  (n=213) (n=280) (n=200) (n=229) 

Yes 26.5 (49) 10.7 (3) 15.8 (15) 6.7 (1) 22.7 (10) 

No 73.5 (136) 89.3 (25) 84.2 (80) 93.3 (14) 77.3 (34) 

      

Alcohol/drug use  (n=219) (n=288) (n=209) (n=240) 

Yes 18.2 (35) 40.7 (11) 30.2 (29) 29.4 (5) 37.5 (18) 

No 81.8 (157) 59.3 (16) 69.8 (67) 70.6 (12) 62.5 (30) 
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5.5.1 Happy with the timing versus would rather it had happened 

earlier 

Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that girls wanted first sexual intercourse to have happened earlier 

compared to at the time it did occur.  

Table 29. Prediction of wanting first sexual intercourse to have 

happened earlier, time-lapse, ESI and birth control pill use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.33 0.59 0.72 0.23 2.28 

Sexual initiation < 15 years  1.33 0.58 3.77* 1.21 11.79 

First sex birth control pill 

use  
-2.13 1.04 0.12* 0.02 0.92 

Constant -1.86 0.59 0.16   

Note: Nagelkerke R2 = .227. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 19.829, p < .001, and 

explained 17.1% of the variance in feelings about the timing of first sex. 

Early sexual initiation was a significant predictor in the model with girls 

who first had sex before 15 years of age having a 3.77 times higher 

likelihood of reporting they wanted sex to have happened earlier. Birth 

control pill use at first sex was also a significant predictor with girls who 

reported use having a 0.12 times lower odds of reporting they wanted sex to 

have happened earlier. 

Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that girls wanted first sexual intercourse to have happened 

earlier compared to at the time it did occur.  
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Table 30. Prediction of wanting first sexual intercourse to have 

happened earlier, time-lapse, ESI and alcohol or drug use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.67 0.73 0.51 0.12 2.15 

Sexual initiation < 15 years  1.87 0.74 6.46* 1.52 27.43 

Alcohol/drug use - first sex  2.28 0.62 9.79*** 2.92 32.84 

Constant -3.68 0.85 0.03   

Note: Nagelkerke R2 = .351. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 33.015, p < .001, and 

explained 35.1% of the variance in feelings about the timing of first sex. 

Early sexual initiation was a significant predictor in the model with girls 

who first had sex before 15 years of age having a 6.46 times higher 

likelihood of reporting they wanted sex to have happened earlier. Alcohol or 

drug use before first sex was also a significant predictor with girls who 

reported substance use before first intercourse having a 9.79 times higher 

odds of reporting they wanted sex to have happened earlier. 

Summary 

Both models including early sexual initiation as a predictor were significant. 

Girls who first had intercourse before age 15 years were more likely to 

report they would rather have had sex earlier than when they did, compared 

to girls who initiated at 15 or older. These odds were also significant in both 

models that included birth control pill use and alcohol or drug use at first 

sex. Alcohol or drug use and birth control pill use at first sex were also 

significant predictors of girls wanting sex to have happened earlier, as was 

having a partner that was 2 or more years older. 

5.5.2 Happy with the timing versus would rather it had happened later 

Age of partner 

A binary logistic regression was performed to determine the effects of age 

difference of partner at first sex, and sexual initiation before age 15 years on 

the likelihood that girls wanted first sexual intercourse to have happened 

later compared to at the time it did occur.  
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Table 31. Prediction of wanting first sexual intercourse to have 

happened later, time-lapse, ESI and partner age difference for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.24 0.36 0.79 0.39 1.59 

Sexual initiation < 15 years  0.61 0.37 1.85 0.89 3.82 

Age difference of partner  0.63 0.31 1.88* 1.03 3.43 

Constant -0.84 0.36 0.43   

Note: Nagelkerke R2 = .068. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 13.8012, p < .01, and 

explained 6.8% of the variance in feelings about the timing of first sex. Age 

difference with partner was the only significant predictor with girls who had 

a partner 2 or more years older than them at the time of first intercourse 

having a 1.88 times higher likelihood of reporting they would rather have 

had sex later. 

Condom use 

A binary logistic regression was performed to determine the effects of 

condom use at first sex, and sexual initiation before age 15 years on the 

likelihood that girls wanted first sexual intercourse to have happened later 

compared to at the time it did occur.  

Table 32. Prediction of wanting first sexual intercourse to have 

happened later, time-lapse, ESI and condom use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.44 0.34 0.64 0.33 1.26 

Sexual initiation < 15 years  0.68 0.35 1.97 1.00 3.89 

First sex condom use  -0.32 0.34 0.73 0.37 1.41 

Constant -0.25 0.42 0.78   

Note: Nagelkerke R2 = .061. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 12.870, p < .01, and 

explained 6.1% of the variance in feelings about the timing of first sex. 

Neither early sexual initiation or condom use at first sex were significant 

predictors within the model. 
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Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that girls wanted first sexual intercourse to have happened later 

compared to at the time it did occur.  

Table 33. Prediction of wanting first sexual intercourse to have 

happened later, time-lapse, ESI and birth control pill use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.33 0.35 0.72 0.36 1.44 

Sexual initiation < 15 years  0.78 0.36 2.17* 1.08 4.39 

First sex birth control pill 

use  
-0.57 0.33 0.57 0.29 1.09 

Constant -0.48 0.35 0.62   

Note: Nagelkerke R2 = .073. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 15.135, p < .01, and 

explained 7.3% of the variance in feelings about the timing of first sex. 

Early sexual initiation was the only significant predictor in the model with 

girls who first had sex before 15 years having a 2.17 times higher likelihood 

of reporting they would rather have had sex later. 

Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that girls wanted first sexual intercourse to have happened 

later compared to at the time it did occur.  

Table 34. Prediction of wanting first sexual intercourse to have 

happened later, time-lapse, ESI and birth alcohol or drug use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.44 0.35 0.64 0.33 1.28 

Sexual initiation < 15 years  0.82 0.36 2.27* 1.13 4.56 

Alcohol/drug use - first sex  0.72 0.30 2.05* 1.14 3.67 

Constant -0.73 0.35 0.48   

Note: Nagelkerke R2 = .090. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 19.334, p < .001, and 

explained 9% of the variance in feelings about the timing of first sex. Early 
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sexual initiation was a significant predictor in the model with girls who first 

had sex before 15 years of age having a 2.27 times higher likelihood of 

reporting they wanted sex to have happened later. Alcohol or drug use 

before first sex was also a significant predictor with girls who reported 

substance use before first intercourse having a 2.05 times higher odds of 

reporting they wanted sex to have happened later. 

Summary 

All models including early sexual initiation as a predictor were significant. 

Girls who first had intercourse before age 15 years were more likely to 

report they would rather have had sex later than when they did, compared to 

girls who initiated at 15 or older. These odds were significant in the models 

that included birth control pill use and alcohol or drug use at first sex. 

Alcohol or drug use before sex was also a strong predictor of girls wanting 

sex to have happened later, as was having a partner that was 2 or more years 

older. 

5.5.3 Happy with the timing versus did not ask yourself at the time 

Age of partner 

A binary logistic regression was performed to determine the effects of age 

difference of partner at first sex, and sexual initiation before age 15 years on 

the likelihood that girls did not ask themselves at the time of first 

intercourse how they felt about the timing compared to wanting it to have 

happened at the time it did occur.  

Table 35. Prediction of not having considered feelings about the timing 

of first sexual intercourse, time-lapse, ESI and partner age difference 

for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  0.25 0.50 1.28 0.48 3.45 

Sexual initiation < 15 years  1.19 0.47 3.28* 1.30 8.29 

Age difference of partner  0.47 0.42 1.60 0.70 3.66 

Constant -2.18 0.52 0.11   

Note: Nagelkerke R2 = .072. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 9.807, p < .05, and 

explained 7.2% of the variance in feelings about the timing of first sex. 
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Early sexual initiation was the only significant predictor in the model with 

girls who first had sex before 15 years having a 3.28 times higher likelihood 

of reporting they hadn’t asked themselves how they felt about the timing of 

first intercourse when it happened. 

Condom use 

A binary logistic regression was performed to determine the effects of 

condom use at first sex, and sexual initiation before age 15 years on the 

likelihood that girls did not ask themselves at the time of first intercourse 

how they felt about the timing compared to wanting it to have happened at 

the time it did occur.  

Table 36. Prediction of not having considered feelings about the timing 

of first sexual intercourse, time-lapse, ESI and condom use for girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.37 0.43 0.69 0.30 1.61 

Sexual initiation < 15 years  0.98 0.42 2.66* 1.17 6.05 

First sex condom use  -0.05 0.45 0.95 0.39 2.31 

Constant -1.31 0.54 0.27   

Note: Nagelkerke R2 = .071. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 10.92, p < .05, and 

explained 7.1% of the variance in feelings about the timing of first sex. 

Early sexual initiation was the only significant predictor in the model with 

girls who first had sex before 15 years having a 2.66 times higher likelihood 

of reporting they hadn’t asked themselves how they felt about the timing of 

first intercourse when it happened. 

Birth control pill use 

A binary logistic regression was performed to determine the effects of birth 

control pill use at first sex, and sexual initiation before age 15 years on the 

likelihood that girls did not ask themselves at the time of first intercourse 

how they felt about the timing compared to wanting it to have happened at 

the time it did occur.  
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Table 37. Prediction of not having considered feelings about the timing 

of first sexual intercourse, time-lapse, ESI and birth control pill use for 

girls 

    95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  0.35 0.50 1.42 0.53 3.77 

Sexual initiation < 15 years  1.45 0.47 4.25** 1.71 10.55 

First sex birth control pill 

use  
-0.09 0.41 0.91 0.41 2.04 

Constant -2.06 0.52 0.13   

Note: Nagelkerke R2 = .079. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 11.522, p < .01, and 

explained 7.9% of the variance in feelings about the timing of first sex. 

Early sexual initiation was the only significant predictor in the model with 

girls who first had sex before 15 years having a 4.25 times higher likelihood 

of reporting they hadn’t ask themselves how they felt about the timing of 

first intercourse when it happened. 

Alcohol or drug use 

A binary logistic regression was performed to determine the effects of 

alcohol or drug use before first sex, and sexual initiation before age 15 years 

on the likelihood that girls did not ask themselves at the time of first 

intercourse how they felt about the timing compared to wanting it to have 

happened at the time it did occur.  

Table 38. Prediction of not having considered feelings about the timing 

of first sexual intercourse, time-lapse, ESI and alcohol or drug use for 

girls 

 
   95% C.I. for EXP(B) 

  B SE Exp(B) Lower Upper 

Time lapse  -0.11 0.45 0.89 0.37 2.15 

Sexual initiation < 15 years  1.06 0.44 2.88* 1.22 6.79 

Alcohol/drug use - first sex  0.97 0.36 2.64** 1.30 5.37 

Constant -1.82 0.47 0.16   

Note: Nagelkerke R2 = .104. * p <.05; ** p <.01; *** p <.001. 

The overall model was statistically significant, χ2(3) = 16.268, p < .01, and 

explained 10.4% of the variance in feelings about the timing of first sex. 

Early sexual initiation was a significant predictor in the model with girls 

who first had sex before 15 years having a 2.88 times higher likelihood of 
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reporting they hadn’t ask themselves how they felt about the timing of first 

intercourse when it happened. Alcohol or drugs before first sex was also a 

significant predictor with girls who reported substance use before first 

intercourse having a 2.64 times higher odds of reporting they hadn’t ask 

themselves how they felt about the timing. 

Summary 

All models including early sexual initiation as a predictor were significant. 

Early sexual initiation also emerged individually as a significant predictor in 

all four models, with girls who first had intercourse before 15 years more 

likely to report they did not ask themselves at the time of first sex how they 

felt about the timing compared to girls who initiated at 15 or older. 

5.6 Summary of results 

The purpose of this phase was to explore which circumstantial factors at the 

time of first sexual intercourse best predicted adolescents’ feelings about the 

timing of the event according to whether they were classified as early 

initiators or not. A summary of all binary logistic regression analyses 

carried out among boys and girls can be seen in Tables 39 and 40 

respectively.  

Overall across the majority of analyses, for both boys and girls, those 

adolescents who reported engaging in sex before 15 years were less likely to 

be happy with the timing of their first experience compared to those who 

initiated at 15 years or older. In some cases, this meant that the early 

initiators would rather have had sex earlier, in others it meant they would 

rather have had intercourse later or that they had not in fact asked 

themselves how they felt at the time. In almost all scenarios, however, those 

who reported early ages of first sex were less likely to be content with when 

they first had sex. The exception to this was in the case of boys where those 

who were early initiators were less likely to report they hadn’t asked 

themselves how they felt about the timing of sex when it happened, and 

were more likely to be happy with the timing than those who first had sex at 

age 15 years or older.  
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Among the circumstantial factors included in the analysis, the use of alcohol 

or drugs before first sex was the most common significant predictor of 

feelings around the timing of first sex. Those participants who had used 

alcohol or drugs were more likely to be unhappy with the timing of first 

intercourse compared to those who did not. 

For girls, those who reported having a partner two or more years older at the 

time of first sex were significantly more likely to report not being happy 

with the timing of intercourse as opposed to wanting it to have happened 

earlier or later. This was a significant predictor among boys, although 

having an older partner was more likely to result in them being happier with 

the timing. The use of condoms during first sex, among both boys and girls, 

increased the likelihood of them being happy with the timing of the event 

(except for the case of boys not having asked themselves how they felt), 

though this was only statistically significant in the case of girls for being 

happy or wanting sex earlier. The use of birth control pills among girls 

increased the likelihood that they were happy with the timing of first sex 

compared to all other outcomes explored, however, it was only significant 

when compared to wanted an earlier timing of first sex. A pattern could be 

seen among boys where those who reported their partner had used birth 

control pills at the time of first sex were more likely to have wanted it to 

have happened earlier, or correspondingly not wanted it to have happened 

later than when it did.  

In general, when relevant circumstantial factors surrounding the event of 

first sexual intercourse are considered, early age of first intercourse is a 

stronger predictor of how both boys and girls feel about the timing of the 

experience. More specifically, early initiating adolescents are less likely to 

be happy and content with the timing than those who first have sex at age 15 

years or older. 
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Table 39. Summary of binary logistic regression analyses for feelings about timing variables and circumstances of first 

sex, for boys 

  Timing  - happy vs earlier Timing  - happy vs later 
Timing  - happy vs did not 

ask 

  P Exp(B) P Exp(B) P Exp(B) 

ESI (1=Before 15 years) 0.00 2.58 0.14 2.00 0.67 0.87 

Age difference (1=Partner 2 yrs+ 

older) 
0.94 0.98 0.81 0.88 0.27 0.66 

Nagelkerke R2 0.07 0.03 0.01 
 

      
ESI (1=Before 15 years) 0.02 2.03 0.95 1.03 0.60 0.85 

Condom (1=Yes condom used) 0.07 0.55 0.87 0.92 0.55 1.24 

Nagelkerke R2 0.08 0.00 0.01 
 

      
ESI (1=Before 15 years) 0.02 1.99 0.85 1.10 0.10 0.58 

Pill (1=Yes pill used) 0.68 1.15 0.74 0.83 0.12 0.55 

Nagelkerke R2 0.04 0.00 0.04 
 

      
ESI (1=Before 15 years) 0.05 1.81 0.08 2.30 0.11 0.59 

Alcohol/drug (1=Yes alco/drug use) 0.00 4.31 0.07 0.15 0.51 1.24 

Nagelkerke R2 0.18 0.09 0.02 
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Table 40. Summary of binary logistic regression analyses for feelings about timing variables and circumstances of first 

sex, for girls 

  Timing - happy vs earlier Timing - happy vs later Timing - happy vs did not ask 

  P Exp(B) P Exp(B) P Exp(B) 

Time-lapse (1= < 2 years)   0.51 0.79 0.62 1.28 

ESI (1=Before 15 years)   0.10 1.85 0.01 3.28 

Age difference (1=Partner 2 yrs+ 

older) 
  0.04 1.88 0.26 1.60 

Nagelkerke R2 * 0.07 0.07 
       
Time-lapse (1= < 2 years)   0.20 0.64 0.39 0.69 

ESI (1=Before 15 years)   0.05 1.97 0.02 2.66 

Condom (1=Yes condom used)   0.35 0.73 0.91 0.95 

Nagelkerke R2 * 0.06 0.07 

       
Time-lapse (1= < 2 years) 0.58 0.72 0.35 0.72 0.49 1.42 

ESI (1=Before 15 years) 0.02 3.77 0.03 2.17 0.00 4.25 

Pill (1=Yes pill used) 0.04 0.12 0.09 0.57 0.83 0.91 

Nagelkerke R2 0.17 0.07 0.08 
 

      
Time-lapse (1= < 2 years) 0.36 0.51 0.21 0.64 0.80 0.89 

ESI (1=Before 15 years) 0.01 6.46 0.02 2.27 0.02 2.88 

Alcohol/drug (1=Yes alco/drug use) 0.00 9.79 0.02 2.05 0.01 2.64 

Nagelkerke R2 0.35 0.09 0.10 
* Assumption criteria not met.



 Chapter 6: Qualitative Results 

175 

 

Chapter 6: Qualitative Results 

6.1 Chapter overview 

This chapter presents the results of the qualitative phase of this study. First, 

the overall perspectives of adolescents on the study’s quantitative findings 

are provided. Following this, the results of thematic analysis carried out on 

the workshop data is presented and details key themes and sub-themes 

evident in the adolescents’ interpretation of the HBSC survey findings.  

6.2 Phase Two 

Research question 3: What are the perspectives of adolescents on early 

sexual initiation? 

The second and qualitative phase of this study was designed in order to 

investigate adolescents’ views and explanations of the factors found to 

influence early sexual initiation, as well as those that were influenced by 

engaging in intercourse at a young age, based on the phase one and two 

quantitative analyses. The function of this was to provide a more 

comprehensive understanding of adolescents’ behaviours in relation to 

sexual initiation, from the perspective of the population of interest that may 

enhance the translation of such findings into practical learnings in the area 

of adolescent sexual health promotion.  

6.2.1 Sample profile 

A breakdown of the schools that participated in qualitative workshops is 

presented in Table 41, providing information on the location of schools, 

gender composition and the number of boys or girls that took part in 

individual workshops. Also presented in the table is if the school was 

designated as a DEIS school. DEIS is a programme designed to address the 

educational needs of children and adolescents from disadvantaged 

communities and they receive additional resources and staffing as a result. 
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Table 41. Profile of schools that participated in qualitative workshops 

Label Location DEIS Gender Boys (n) Girls (n) Total (n)  Workshops 

BSR Rural No Boys 29 - 29 2 

GSR Rural No Girls - 7 7 1 

MSR Rural Yes Mixed 9 2 11 1 

BSU Urban No Boys 23 - 23 2 

GSU Urban Yes Girls - 13 13 1 

MSU Urban No Mixed 4 13 17 1 

 

6.3 Adolescents’ perspectives on sexual health findings 

A key objective of the qualitative phase was to gather the perspectives and 

explanations of adolescents around the specific quantitative study findings. 

In order to provide an overall account of participant’s reactions, topic 

summaries were compiled based on data collected from all six schools. This 

ensured that participant’s viewpoints on specific topics were not lost 

through the procedure of more detailed and specific thematic analysis. At 

the end of each finding participants were asked if they felt the finding was 

important. This was asked of participants in order to gauge the possibility of 

identifying approaches to deal with each of the specific findings from an 

adolescent perspective. Participants were asked and encouraged to elaborate 

on this. 

6.3.1 Alcohol or drug consumption before first sex 

In general, participants were not surprised by the finding that compared to 

adolescents who first had sex at 15 years or older, boys who had sex early 

were more likely to have used alcohol or drugs beforehand, but girls who 

had sex early were less likely. A majority of participants noted that they 

would expect alcohol consumption to be more common among boys, a 

number of groups citing that boys start drinking earlier than girls and that 

this may lead to having sexual intercourse. While this difference in age of 

alcohol initiation and alcohol use by gender was not the key focus for 

participants to discuss at this point, it was relevant as part of the process that 

participants used to subsequently focus on the gender-specific trends in 

substance use at first sex. 
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When young lads are under the influence of alcohol, they are more likely to 

want/have sex then when sober. 9 

(BSR) 

A smaller number reported surprise at the statistics, however, in all cases 

this was down to their expectation that the percentages would have been 

higher all round. Participants described how boys want to have sex, or feel 

pressured to do so, but lack confidence at younger ages and so use drink or 

drugs to achieve this. Older boys were described as naturally more confident 

and would not need to rely on substances.  

It's more forced on boys to have sex then for girls 

(GSU) 

Alots because guys wouldn't be confident around girls and a bit nervous so 

they drink to ease themselves.... 

(BSU) 

As guys get older they would get more confident around girls so they 

wouldn't need to drink to be confident. 

(BSU) 

Other boys, it was explained, may have had sex as a result of poor decision 

making when they were under the influence of alcohol and drugs.  

Under drug or alcohol intake you're not aware of what you're doing. 

(GSR) 

In contrast, girls were thought to place more importance on having sex for 

the first time and would not want or need the complication of alcohol or 

drugs. It was also pointed out that girls are at risk of pregnancy and so the 

consequences of having sex under the influence of alcohol or drugs would 

be greater for them. 

                                                 
9 Quoted text is presented as it was written by the workshop participants and no spelling or 

grammar edits have been carried out. 



 Chapter 6: Qualitative Results 

178 

 

..... girls may overthink and be more carefull to have sex while under the 

influence 

(BSU) 

It was also noted that girls who are older are more likely to be in situations 

where they come under the influence of substance. 

Over 15 - Girls start going out and have more chance of getting very drunk 

or getting spiked and therefore more are having sex. 

(GSR) 

The vast majority of study participants believed it was important to know 

this information, recognising that people, especially adolescents, don’t think 

clearly when under the influence of substances. They felt this was 

problematic in terms of decision-making around first sexual intercourse. 

6.3.2 Boys’ family support 

The finding that boys who have a supportive family are less likely to have 

had sex at younger ages prompted a mixed reaction from participants. Some 

participants recognised the important influence of family and that a 

supportive family were more likely to advise adolescents not to engage in 

early sex.  

They would have been told, growing up, not to have sex until the time is 

right.... 

(MSR) 

Others, however, did not think that levels of family support would have any 

effect on sexual behaviour and so were surprised by the finding.  

... because I didn't think it had anything to do with family 

(MSU) 

A number of participants explained that in a supportive family there is likely 

to be more opportunities to receive advice and opinions and that these 

would be respected and listened to by adolescents. They felt that supportive 
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families would likely encourage adolescents to avoid having sexual 

intercourse at an early age.  

If you have a supportive family you are more likely to listen to their 

concerns and opposition to you having sex 

(BSU) 

On the contrary, participants hypothesised that adolescents from 

unsupportive families are more likely to rebel as they are left to make 

decisions on their own.  

....if they don't have supportive family they might act out 

(MSU) 

In terms of this finding being specific to boys, participants posited that this 

may be related to the fact that girls talk a lot with their friends and have a 

strong peer support system in this sense and may not rely so much on family 

support. They felt that boys with low family support would be missing this 

valuable outlet as they may not have the peer support to compensate for it as 

a girl would. 

Girls can talk to girls, whereas boys only really have their family to talk to. 

If theirs no family then why care? 

(GSR) 

The majority of participants felt this information was important to know, 

especially for parents. 

6.3.3 Boys’ number of male friends 

Almost all participants were surprised that boys with fewer close male 

friends were more likely to first have sex younger than those with more 

close male friends. This was tied in with the assumption that more male 

friends would lead to more peer pressure or that having more male friends 

would mean more popularity, confidence and opportunities to have sex.  

...we would think usually that the more close friends that are boys, there 

would be more peer pressure. 

(GSR) 
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People with more friends would be more confident so you think they'd have 

sex earlier. 

(BSU) 

Those who were unsurprised explained that less male friends automatically 

meant having more female friends, thus creating more opportunities for 

sexual relationships or encounters. 

...as they have more friends that are girls. 

(BSR) 

Other possible explanations provided included that boys with less male 

friends may look for attention and company from girls or that boys who are 

in a romantic relationship with a girl may spend more time with her and end 

up losing male friends.  

Some people tend to look after relationships with girls more than their 

friends. 

(BSU) 

It was also suggested that boys with more close male friends might be more 

conscious of how their behaviour is perceived with regards to girls, or may 

get more support or advice on avoiding risky sexual situations. In contrast, 

those with fewer male friends would likely have fewer opinions to 

contemplate in terms of their actions. 

...they don't have as many opinions coming from others 

(MSU) 

Some participants felt it was important to know this information. Others did 

not think so as there is not much that can be done to change or influence the 

situation. 

6.3.4 Condom use 

Most participants were not surprised that adolescents who had sex early 

were less likely to use a condom when they first had sex compared to those 

who had sex older than 15 years of age. Similarly, there was no surprise that 
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levels of condom use were much higher among girls - as girls have a greater 

risk of negative consequences of sex such as pregnancy.  

....girls are safer than boys because the consequences of not using a condom 

are worse than the consequences for boys. 

(BSU) 

Participants discussed lack of education of the risks of early sex and 

importance of condom use, especially the poor provision of such in schools, 

as an explanation. It was highlighted that provision of sex education dealing 

with relevant topics is limited in the early years of adolescence.  

...it would be harder for a young person to gain possesion of a condom than 

older people 

(BSU) 

It was also posited that younger adolescents might be scared to buy 

condoms, or girls may be ashamed to ask a boy to wear a condom. There 

were discussions about boys not wanting or caring to wear a condom, or that 

boys may presume the girl is on ‘the pill’.  

.....they might just wanna do it and don't care about wearing a condom. 

(GSU) 

A general lack of maturity was also raised to help explain the failure of 

younger adolescents to use condoms during first sexual intercourse.  

......because under 15 to me is very young - they aren't really mature enough 

- also they don't know everything about contraception. 

(MSU) 

Participants felt this information was mostly important as it could encourage 

young people to use contraception and to highlight the need for better sexual 

education at younger ages. 

6.3.5 Girls’ current alcohol consumption 

Participants responded with varying reactions to the finding that girls who 

had sex early are less likely to currently drink alcohol frequently. Several 
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were surprised as they would have expected those who engage in early 

sexual activity to also be more likely to experiment with alcohol.  

...would have assumed girls that have sex younger would be more likely to 

experiment with drink. 

(BSR) 

Those who weren’t surprised postulated that alcohol may have been 

involved in the event of first sexual intercourse. In fact the consumption of 

alcohol at first sex was considered key in explaining this finding by many 

participants. It was postulated that alcohol consumption may have 

contributed to a negative first sexual experience by influencing decision 

making or being drunk on the occasion.  

Drink might be a reason to have sex early. 

(GSR) 

....it would only be the case if it was alcohol that lead to sex. Like if they had 

sex when they were hammered drunk and regretted it after 

(MSR) 

Connected to these scenarios was the possibility that this negative 

experience may have led to a girl regretting their first sexual experience and 

as a result being more cautious about getting drunk, or knowing her ‘limit’ 

in terms of alcohol consumption.  

If they were drunk having sex the first time this might make the girl regret it 

more than doing it sober. 

(GSU) 

.... because they learned their lesson that when your drunk you do things 

you never would sober. 

(GSR) 

Another explanation provided for lower levels of current alcohol 

consumption among early initiating girls included having been ‘wilder’ 
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when younger, or possibly even becoming pregnant as a result of a drunken 

sexual encounter. 

Participants agreed that this was an interesting finding, but generally did not 

believe it was a particularly important one and they did not have any 

specific recommendations for how it could be addressed. 

6.3.6 Girls’ current unhealthy food consumption 

The overwhelming response to the finding that girls who had sex early are 

more likely to currently consume unhealthy food frequently was surprise. 

Most workshop participants did not envisage that these two behaviours 

would be related.  

The majority of participants hypothesised that early sexual behaviour may 

be linked to current unhealthy eating among girls as a result of regret related 

to their first sexual encounter. This regret was not necessarily thought to be 

connected to a bad first sexual experience per se (though one comment did 

suggest this), but rather the negative social repercussions associated with an 

early timing of first sex for girls.  

After a bad sexual experience, I think girls tend to suffer more than boys. 

(BSU) 

People call them sluts. 

(MSU) 

These consequences included feeling ashamed, being bullied and called 

names and behaviours that were generally referred to as ‘slut shaming’. 

These experiences were said to possibly contribute to low self-esteem, 

negative emotions or depression leading to comfort or binge eating.  

....may be due to depression or possibly low self-esteem which is shown and 

proven to have lead to comfort eating. 

(BSU) 

Girls often binge eat when they feel bad about themselves 

(GSR) 
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These eating behaviours were also linked to heartbreak and other emotions 

connected with romantic attachment. A number of physiological factors 

were also provided as explanations for current unhealthy eating habits, such 

as puberty, hormones, pregnancy and contraceptives.  

There was a mixed response from participants as to the importance of this 

information. Some felt it would be useful in highlighting the need for 

healthier lifestyles among girls.  

6.3.7 Age of partner at first sex 

Almost none of the study participants were surprised by the fact that 54% of 

boys who had sex early had partners of the same age, but 62% of girls who 

had sex early had older partners.  

Its just how it works….Most girls like guys their own age and higher 

(MSR) 

This finding was mainly attributed to the broadly accepted belief across 

workshops that girls prefer to have older sexual partners. This was based on 

the general belief among participants that adolescent girls are more mature 

than the same-age boys and that an older partner would be more desirable as 

he would be more mature, have more experience and that this would lead to 

an increased chance of pleasure or enjoyment of their first sexual 

experience.  

...... girls would rather have sex with someone who is more experienced or 

mature because they'd rather more "pleasure". 

(BSU) 

Because they want them to be mature and not brag about it. 

(MSR) 

This was contrasted with the belief that boys care less about the age of their 

partner, or other contextual details, and are simply keen to just have sex.  

On a more negative note, some participants expressed fears that younger 

adolescent girls could be pressured or coerced into sex by older men or boys 

as a result of their vulnerability. 
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This may be because older men pressure young women into having sex 

before their physically or emotionally ready. 

(BSR) 

The importance placed on the finding was mixed, with some saying it did 

not matter. Others felt it could be important in highlighting possible 

problematic age differences. 

6.3.8 Risk behaviour initiation 

No workshop participants were surprised by the finding that teenagers who 

are younger when they initiate risk behaviours such as cigarette smoking, 

cannabis use, alcohol consumption and drunkenness were more likely to 

have had sex earlier.  

Participants explained the association above by suggesting that when under 

the influence of alcohol or drugs a person’s decision-making ability is 

altered and that a person would not be ‘thinking straight’ and their 

judgement would be impaired which could increase their chances of having 

sex.  

....when you are drunk or you are using drugs you are more likely to have 

sex because you are not yourself 

(GSR) 

...when they get drunk/high stuff happens. 

(MSR) 

They also stated that adolescents who engage in behaviours such as smoking 

and alcohol and drug use would also be willing to have underage sex as they 

are all activities of a rebellious nature.  

If you're willing to do one illegal thing you're willing to do another. 

(MSU) 

Most participants felt this fact was already common knowledge and that it 

was not that important to know these specific findings. 

6.3.9 School type 
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In general, participants were not surprised by the finding that girls in mixed 

schools were more likely to have sex before the age of 15 years than those 

in all-girls schools, but that there was no difference for boys across school 

types. Some surprise was expressed about the percentage of boys and girls 

that were sexually active as opposed to the actual difference across school 

and gender. 

The higher levels of sexual activity among girls in mixed schools were 

largely attributed to an increase in exposure to boys.  

Because in a mixed school girls + boys have more contact. In single sex 

schools boys + girls don't spend as much time together. 

(GSR) 

However, other explanations were offered in order to explain why a similar 

pattern was not seen among boys. It was suggested that girls are shyer 

around boys (than vice versa) and so the exposure to boys in a mixed school 

would lead girls to be more comfortable with them and possibly lead to a 

sexual encounter.  

Because girls are usually shy with boy but if they are in a mixed school you 

get more chances because you spend years with boys. 

(MSR) 

As boys were seen as less shy, the difference in exposure would have less 

effect on their interactions. Differences in attitudes to sex were also 

highlighted. Boys were viewed as being just as eager for sex no matter what 

their school environment, but it was suggested that girls would be more 

likely to want an emotional relationship before having sex and that there 

was a greater likelihood of this happening in a mixed gender school 

environment. 

Because girls look for an emotional relationship that is easier to create in a 

mixed school than in a single-sex school 

(GSR) 
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There was mixed feedback regarding the importance of the information. 

Some felt it was important in relation to the level of underage sexual 

activity, others thought it could be useful information for parents when 

choosing a school for their children. Others did not think it was that 

important as there is not much to be done about it and that the positive 

aspects of socialising for boys and girls in mixed schools out-weighed the 

possible negatives effects in terms of sexual activity. 

In single sex schools boys and girls are almost shy/scarred of each other 

(MSR) 

6.3.10 Feelings about timing of first sex 

Most participants were not surprised at the finding that, among adolescents 

who had sex before age 15 years, a larger proportion of girls than boys 

would rather it had happened later or not at all as they expected that girls 

would be more likely to regret having sex early.  

Some other participants were surprised and this reaction was mostly due to 

the levels of regret within groups. Some did not expect such a high 

percentage among girls would regret their first sexual experience and 

assumed that they would think about the behaviour more before engaging in 

it. In the case of boys, some expected a greater difference in levels of regret 

among younger and older initiating age groups. 

According to the participants, a number of reasons may account for the 

higher levels of regret or unhappiness around the timing of their first sexual 

experience among girls. A common explanation posited by participants was 

that girls would be more susceptible to reputational judgement and bullying 

by their peers, being labelled a ‘slut’ or ‘whore’, and shamed for their sexual 

activity.  

Because girls get called names for having sex at an early age, and beyond 

that, they can be bullied 

(BSR) 

....girls who regretted having sex before 15, regret it because I think they 

would have been perceived as a whore by their friends. 
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(BSU) 

If boys have sex it's fine but if a girl does she's a ‘slut’. 

(GSU) 

On the other hand boys were seen as experiencing positive effects to their 

reputation such as looking “cool”, or treated like their sexual activity was a 

positive achievement. 

.....lads will be praised. 

(GSR) 

Other reasons cited were that younger adolescent girls were less mature and 

may even have been pressured into sex.  

....most girls would probably be pressured into sex at a young age and 

regret it later. 

(BSU) 

It was also expressed that girls were more likely to place importance on the 

occasion of first sexual activity, such as; who it is with, where it happens 

and would generally be more protective of their virginity than boys, thus 

leaving them more vulnerable to feelings of regret.  

They might regret it if they did it with the wrong person or weren't mature 

enough 

(GSR) 

Unhappiness with the timing of first sex among young adolescent girls was 

also linked to more negative consequences of intercourse such as pregnancy, 

in a number of the workshop groups.  

A high proportion of participants felt this was important statistical 

information and it would be advantageous for adolescent to be aware of 

these findings as it might encourage them to think more before initiating 

sexual activity. It was also noted that this information could prompt efforts 

to reduce the stigma around sexual behaviour among adolescent girls in 

particular. 



 Chapter 6: Qualitative Results 

189 

 

...girls should be allowed to do whatever they want without being slut 

shamed. They should not have to regret having sex because of what other 

people say or think. 

(GSU) 

6.4 Thematic analysis 

Having detailed the participant’s feedback and interpretations on the 

individual quantitative statistical findings from phase 1, it was deemed 

important to explore the entire workshop data set in order to identify any 

important overarching themes or patterns present across the findings. This 

allows for consideration of the most central perspectives of adolescents 

around the topic of early sexual initiation and related behaviours and 

lifestyle factors. Thematic analysis was identified as an appropriate method 

to achieve this objective. Through the process of thematic analysis four 

main themes were identified: decision-making, power imbalances, social 

judgement and adolescents’ recommendations, along with a number of sub-

themes (see Table 42). 

Table 42. An outline of the themes and sub-themes resulting from 

thematic analysis 

Theme Sub-theme 

Decision-making Gender expectations 

 Peer/partner pressure 

 Alcohol and drugs 

 Education 

 Consequences 

Power imbalances Difference in importance of first sex 

 Differences in risks/benefits 

 Differences in emotional attachment 

 Age differences 

Social judgement Personal achievement for boys 

  Shameful/damaging for girls 

Adolescents’ recommendations Improve education and knowledge 

 Improve attitudes and support  

 Nothing can be done 
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6.4.1 Decision-making 

Adolescent decision-making around sexual initiation is influenced by a 

number of factors. Workshop data pointed to a number of characteristics 

and behaviours that can affect adolescents’ actions when it comes to 

initiating sexual activity. Factors such as gender; peer and partner relations, 

substance use, education and the risk of negative consequences were all 

seen as important in the context of sexual initiation.  

Gender expectations  

Gender expectations appeared as a common theme throughout the data with 

differing expectations evident for boys and girls. For boys it was expected 

that they would try and have sex as soon as possible and that they do not 

care so much about where or who they first have intercourse with, putting 

less thought into any decisions around the event itself.  

Boys have bigger egos so they want to get the "virgin" burden off their 

shoulders10 

(BSU) 

Lads may care less about who it is with & more about just doing it 

(GSR) 

In contrast, girls were expected to behave more maturely and emotionally, 

placing more importance on the event of first sex by putting more thought 

into the decision, particularly about when and who it happens with as well 

as other circumstances such as contraception. 

Girls care more about how close they are to the boy and want a connection 

with them before engaging in sexual activity 

(BSU) 

Peer/partner pressure 

According to many participants, a boys’ decision to engage in sexual 

intercourse is largely attributed to peer pressure. It was clear that there is a 

                                                 
10 As workshop findings were specifically discussed in terms of gender as well as more 

broadly, many of the comments made by young people include specific reference to either 

girls or boys. 
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lot of pressure on boys to become sexually active in order to impress friends 

and lose their ‘virgin’ status as soon as possible, leading to poorer decision 

making around first sex and the surrounding circumstances.  

Lot of pressure on boys so they take every opportunity 

 (GSR) 

Boys may feel more pressured to partake in sex 

(BSU) 

On the other hand, girls were likely to be susceptible to partner pressure 

with regard to their decision to engage in sexual activity. Girls were seen as 

more vulnerable and likely to be convinced to not only have sex, but may 

even be discouraged from discussing contraception. 

Boys may manipulate younger girls for sex, taking advantage of 

vulnerability 

 (BSR) 

Alcohol and drugs 

Alcohol and drugs were consistently reported to influence decision-making 

in a negative manner. Being under the influence of alcohol or drugs leads to 

poor awareness and making a decision one would not make sober and that it 

could encourage adolescents to have sex when they would not otherwise do 

so.  

Because when boys at a young age 15-17 get drunk there easily led and 

when a girl is drunk they are not thinking straight 

(MSR) 

It was also mentioned that adolescent boys were likely on occasion to 

deliberately drink alcohol in order to gain the confidence to pursue and 

engage in sexual intercourse, which they normally would be too shy or self-

conscious to do.  

….because when you get drunk your more (sometimes) likely to do things 

you wouldn't do if you were sober! 

(MSU) 
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Education 

Education was commonly highlighted as influencing decision-making 

around first sexual intercourse, particularly in the case of younger 

adolescents. A lack of understanding around sexual intercourse itself, as 

well as the consequences of early or risky intercourse, due to the absence of 

adequate or timely sex education, was reported to lead to premature sexual 

initiation.  

…. because of lack of education in early age. Not aware of consequences 

and how easily it can go wrong ie STI's 

(GSR) 

Consequences  

The associated consequences of sexual intercourse were also seen as 

influential factors around deciding to initiate sexual intercourse or not. The 

consequences of having sex were considered much greater for girls as they 

were at risk of pregnancy and also faced negative social backlash from their 

peers, an outcome that was not reported among boys. The reproductive 

abilities of girls in particular were seen in a negative light as opposed to 

being a potentially positive life experience. 

Because girls have the problem of being able to have a baby 

(MSU) 

The consequences of initiating sexual activity for boys were portrayed as 

much more positive with the event seen as an achievement and receipt of 

positive social recognition.  

If a guy has sex young, his friends tend to support him and call him a 

'player' or a 'pimp' but if a girl has sex young, people would call her a 

'whore' or a 'slut'. 

(MSR) 

6.4.2 Power imbalances 

Power imbalances were evident in the discussions of first sexual intercourse. 

As the findings were explored through the lens of gender, these power 

imbalances are very much underpinned by the different experience and 



 Chapter 6: Qualitative Results 

193 

 

influences of boys and girls in the context of sexual initiation. However, it 

must be noted that while gender and power are strongly linked in this theme, 

gender differences do not necessarily lead to an imbalance of power and 

also gender power imbalances sometimes occur as a result of differences in 

behavioural trends among the genders as opposed to explicit gender 

differences. Girls were consistently portrayed as being in a less powerful 

position than boys when it came to negotiating sexual intercourse and the 

consequences of doing so. 

Difference in importance of first sex 

One of the main power imbalances was a difference in attitude to, and the 

importance placed on, first sexual intercourse by boys and girls. As 

mentioned earlier, for girls first sex was seen as an important life event with 

a lot of thought and emotion invested in it.  

Girls want to remember the first time more then boys 

(BSU) 

In contrast for boys it was more a case of getting it over with.  

Boys don't care to much about it. Its just about not being a virgin. 

(MSR) 

Boys don't care maybe they just want to get it over with (sometimes) 

whereas girls want to wait for the right special person. 

(MSU) 

Men generally don't care about their virginity, whereas girls are more 

protective of theirs. 

(BSU) 

This variance in attitude to sex creates a disparity in the risk of outcomes 

possible, as girls having put more weight on the event are more vulnerable 

to negative effects, and so the imbalance of power leaves a girl in a more 

exposed position. 
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Differences in risks/benefits  

In addition to the power imbalance, the risks of engaging in intercourse 

were always described as greater for girls than for boys (e.g. such as the risk 

of pregnancy or social shaming).  

It's more risky for girls as they could have a child, but for boys their 

consequences are not as great. 

(BSU) 

For boys, losing their virginity was seen as beneficial to their social standing 

amongst their peers and very little negative outcomes seem to be associated 

with the behaviour.  

I believe girls don't want to be labelled terms like 'slut', where as boys have 

very little regrets because it's seen as 'cool' to have had sex as early as 

possible. 

(BSU) 

Lads would be more proud of it. Girls more conscience of their reputation 

(BSR) 

This contrast in risks and benefits for girls and boys creates a clear 

imbalance in power as there is much more to be gained by boys engaging in 

sex based on these observations.  

Differences in emotional attachment  

Girls were also purported to become more emotionally attached to a partner, 

or to base their decision to have sex on emotions or feelings. It was 

frequently stated that girls want to be romantically or emotionally involved 

with a boy before they would have sex with them.  

At this age maturity in girls is far more emotionally led, where as a lot of 

guys would be less likely to consider sex as something so emotionally. 

(MSR) 

Girls become emotionally attached easier than boys. 

(BSU) 
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Some girls get attached to boys and get more feelings and end up getting 

hurt when most boys are only in it for their 'bit'. 

(GSU) 

Participants even suggested that girls may be ashamed, or nervous about 

asking a partner to use a condom as they might judge them negatively for it 

thus affecting their relationship.  

People are scared to ask a guy to put on a condom for fear the guy might 

not like them anymore 

(MSU) 

When this is juxtaposed with the motivations presented on the part of boys 

(just want to have sex) it again places girls in a potentially more vulnerable 

position as they are more exposed to having their feelings hurt or regretting 

intercourse.  

Age differences  

Finally, a clear power imbalance was presented in the data with regards to 

age differences. As girls were more likely to have sex with an older partner 

participants felt they were more at risk of being taken advantage of or 

coerced into having sexual intercourse by their partner.  

Girls who have sex with people older than them may have only done this 

because they were pressured into it. 

(BSR) 

Its easier for an older boy to take advantage of younger girls than older 

girls to take advantage of younger boys. 

(BSU) 

6.4.3 Social judgement 

As raised in previous themes, the manner in which boys and girls appear to 

be judged by their peers for having sex are very different. The theme of 

social judgement and the disparity it brings is apparent throughout the data.  
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Personal achievement for boys 

For boys, engaging in first sexual intercourse was judged to be a personal 

achievement and was strongly associated with positive social outcomes. 

Boys who had sex and lost the ‘virgin label’ were seen as ‘cool’ and popular 

with their friends and resulted in an increase in social status.  

Having sex for young boys is more of a social affirmation than it would be 

for girls. 

(MSR) 

Because it makes them look manly/cool. 

(GSR) 

The circumstance of the event did not seem to influence the narrative of 

their behaviour and it was generally seen as a positive accomplishment free 

of negative social judgement. However, it must be noted that boys were 

reported to be subjected to a large amount of peer pressure to engage in such 

sexual activity. 

Shameful/damaging for girls 

First sexual intercourse is not greeted with such positive social reaction for 

girls. In fact, girls engaging in sexual activity risk negative social backlash 

in the form of name-calling, bullying and general shaming. Throughout the 

workshops the term ‘slut-shaming’ was commonly used to describe the 

nature of the treatment that sexually active girls are likely to be subjected to 

by their peers.  

Girls get slut shamed!! 

(MSU) 

Having sexual intercourse at a young age was also reported to be damaging 

to the reputation of girls. In general, initiating sexual activity for girls 

appeared to be accompanied by very negative social judgement. 

...girls get called something slagging them and wrecking their reputation 

(MSU) 

Might be upset about having intercourse at so young age. Could be getting 

bullied because of it which could make a girl insecure 
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(GSR) 

6.4.4 Adolescents’ recommendations 

Study participants provided a number of recommendations regarding how to 

deal with issues that arose from the individual quantitative findings. Many 

of the recommendations overlapped and some key suggestions emerged 

across all topics. The majority of feedback provided related to negative 

influences on sexual health or potential adverse outcomes.  

Improve education and knowledge 

The most common recommendation made by participants was to improve 

education and knowledge around sexual behaviour and related health and 

lifestyle factors among adolescents. The majority of the suggestions made 

related to the improvement of sex education in schools, specifically to 

targeting adolescents at younger ages and tailoring topics to the different 

age groups more appropriately.  

Teach kids at a young age about sexual protection 

(MSU) 

It was also suggested that findings such as those presented to participants in 

the workshops should also be made more readily available to students, 

perhaps through their Social, Personal and Health Education classes in 

school. Comments were also made recommending the inclusion of more 

education specifically around the social aspects of sexual intercourse as 

opposed to just the physiological elements.  

Schools should make their RSE programme more orientated towards the 

social side of sex (instead of focusing on how pregnancy works, etc) 

(GSR) 

Some participants recommended that parents should play a bigger part in 

educating their children around sexual health and other topics.  

...parents should be told about the stats and should talk to their children 

about the risks associated with underage sex. 

(BSR) 
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In general, they felt that information should be made more accessible to 

them by both their schools and families. 

Improve attitudes and support  

Another recommendation made by study participants was also to promote 

more supportive attitudes to sex. They felt there was a need to reduce stigma 

around sexual activity among adolescents, particularly for girls.  

This topic should be made more comfortable to discuss. 

(GSR) 

Girls talking about it more. 

 

(MSU) 

Their suggestions included teachers and parents providing more practical 

advice to adolescents in a non-judgemental way. 

More workshops to reassure teens that they don't need to be ashamed of 

having sex & even if you regret it, you don't have to feel bad about it 

(MSU) 

Nothing can be done 

Within some workshop groups, there was a sense that there was little that 

could be done regarding some of the topics covered and that adolescents are 

just going to have sex or drink alcohol no matter what.  

...nothing can be done about this (risk behaviour initiation), education won't 

stop this from happening because experimenting with new things is part of 

teenagers lives and nature 

(BSU) 

I don't think that anything should be done to prevent people from having 

sex. If they want to and think they are ready, who should stop them? 

Eminem was born when his mother was 15 

(MSR) 

In some cases, they felt there was simply no need to address the association 

between some measures and sexual behaviour as there may be other positive 

aspects to the association (e.g., that the higher levels of early sex among 
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girls in mixed schools because they were more integrated may be beneficial 

in general). 

...because in mixed schools there are other benefits so even though the stats 

for girls might be higher in a mixed school they still have more experience 

with the opposite sex. 

(MSR) 

6.5 Summary of findings 

Inviting adolescents to take part in the latter stages of the research process in 

a participatory manner has resulted in the collection of nuanced and 

perspective-specific qualitative data that attaches an extra layer of 

understanding to the quantitative findings of phase one. The study 

participants displayed interest and ability in understanding and considering 

quantitative survey findings, thus enhancing the current study’s conclusions 

and recommendations. Adolescents showed themselves to be comfortable 

and capable in discussing the sensitive sexual health and behaviour subject 

matter. 

The thematic analysis of qualitative data for phase two presented strong 

evidence of gender stereotyping, as well as differences in how sexual health 

and behaviour is experienced for boys and girls during adolescence. The 

gendered observations of participants appear to be based on out-dated 

gender stereotypes whereby boys are expected to actively seek out sexual 

circumstances, while girls are expected to show more control and reserve in 

order to resist and delay sexual intercourse until a time that would be more 

socially acceptable. Indeed social and peer judgement appeared to be a 

strong influencer on the behaviours of both boys and girls, not only in the 

context of sexual intercourse but also in the case of condom use and the use 

of substances. Judgment, however, influenced boys and girls in contrasting 

manners according to the study participants. Boys tending to alter their 

behaviours in order to achieve positive social judgement and affirmation, 

while girls were more likely to adapt their behaviour to avoid negative 

social judgement and repercussions. In fact, for girls, first sexual intercourse 

as an experience seems to be fraught with vulnerabilities and negativities. 
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Overall, very little of the data focused on enjoyment and sexual pleasure, 

although many participants did convey an interest in the inclusion of more 

sex positive approaches to sex education and equipping adolescents with 

social skills to navigate safe and positive sexual experiences. Thematic 

trends observed in the analysis were consistent across school types and 

geographical areas. 
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Chapter 7: Discussion 

7.1 Chapter overview 

The aim of this research study was to provide a comprehensive picture of 

how the experience of first sexual intercourse differs for those who initiate 

sex at early ages compared to those who debut at older ages, and what 

factors might influence both the timing of first sex and the experience itself. 

This study provides a novel account of the context and circumstances of 

first sexual intercourse among adolescents in Ireland. This chapter discusses 

the study’s findings in relation to existing research and literature, the 

limitations of the study and concludes with implications and 

recommendations arising from the study findings.  

7.2 Linking the research phases 

From the perspective of Bronfenbrenner’s Bioecological Theory of Human 

Development, the combination of findings from both phases provides an in-

depth understanding of the mechanism in which important socio-

demographic, health and lifestyle factors influence the sexual behaviour of 

adolescents in Ireland, as well as how the circumstances of first sex are 

affected by an early age of initiation (Bronfenbrenner, 2009). Across all 

phases of the study key factors representative of the model’s systems were 

significant and clear gender differences emerged in terms of factors 

influencing early sexual initiation as well as the effects of being sexually 

active at younger ages.  

The first quantitative analysis aimed to explore contextual socio-

demographic and lifestyle factors relevant to adolescents in Ireland and how 

they might influence their sexual behaviour, in particular their initiation of 

sexual intercourse. Involvement in risk behaviours such as smoking, alcohol 

use and cannabis use was significantly related to early initiation of sexual 

activity among both boys and girls. Different factors were predictive for 

each gender. Boys were shown to be more influenced by the people around 

them, with peer and family factors strongly implicated in the timing of first 

sexual intercourse. For girls, on the other hand, school and health behaviour 
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factors played a more important role in predicting age of first sexual 

intercourse.  

The second quantitative analysis focused on the specific circumstances 

relating to the event of first sexual intercourse. These included age of 

partner, condom use and birth control pill use at first sex, alcohol or drug 

use before first intercourse and also a measure of how adolescents felt about 

the timing of first sex at the time when it occurred. Initial analysis found 

that adolescents who reported first engaging in sexual intercourse before the 

age of 15 years were more likely to report negative circumstances or 

behaviours relating to the experience, as well as being less likely to be 

happy with the timing than those who first had sex at 15 years or older. 

More detailed analysis of the circumstantial predictors of feelings about the 

timing of first sex confirmed this link with early sexual initiation emerging 

more frequently and more strongly as a predictor of not being content with 

the timing.  

The purpose of the qualitative phase was to add more depth and explanation 

to the previous statistical analyses through the exploration of adolescents’ 

perspectives on these particular findings. Overarching themes of decision 

making, power imbalances, social judgement, and adolescents’ 

recommendations were identified through qualitative data analysis and these 

will be discussed in the context of the quantitative findings throughout this 

chapter. Decision making describes why adolescents engage in sexual 

intercourse and what influences then to do so, specifically at an early age. 

Power imbalances illustrates a number of factors that may lead to an 

individual being vulnerable in the context of sexual initiation. Social 

judgement explains how adolescents reputations are affected by being 

sexually active and how this appears to differ by gender. Finally, 

adolescents’ recommendations describes what adolescents believe would 

help to enhance the sexual health of their peers and lead to more safe and 

satisfactory sexual experiences. Together these themes provide a more 

comprehensive understanding of the motivations and repercussions of 

engaging in sexual intercourse among adolescents in Ireland, particularly at 

younger ages. 
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Each phase of the current study provided important information regarding 

different aspects of adolescent sexual health, particularly first sexual 

intercourse. First, exploring important contextual socio-demographic and 

lifestyle factors in the lives of Irish adolescents allowed the identification of 

specific aspects of boys and girls lives that may uniquely influence their 

engagement in early sexual behaviour. Second, exploring the specific 

circumstances of first sexual intercourse among this cohort revealed 

differences in the behaviours of early initiators and how these potentially 

integrate to influence adolescents’ feelings about the timing of their first 

sexual intercourse experience. Last, consulting with adolescents themselves 

about these findings provided an added dimension to the research by 

offering a youth perspective of the findings. The qualitative study presented 

another viewpoint to the researcher, resulting in more nuanced 

understanding of the survey data and thus more relevant and applied 

findings.   

7.3 Comparing findings to existing research 

7.3.1  Phase One – quantitative analysis 1 

The first set of quantitative analyses revealed that overall socio-

demographic, lifestyle and behavioural factors were a stronger predictor of 

age of sexual initiation among adolescent girls compared to boys, 

highlighting the importance of gender as a key developmental factor 

according to Bronfenbrenner’s Bioecological Theory (Bronfenbrenner, 

2009). Risk behaviour initiation as an individual level behavioural factor 

was a significant predictor for all adolescents. Other behaviours such as 

alcohol use and getting drunk, and unhealthy food consumption were also 

significantly predictive of a younger age of sexual initiation among girls. 

Boys on the other hand were more influenced by microsystem factors 

including number of close male friends and family support. 

Number of close male friends  

Looking at the outcomes of this analysis phase for boys, those who reported 

fewer close male friends were found to be more likely to first engage in 

sexual intercourse at younger ages than those with more friends. This 
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finding is relevant to Bronfenbrenner’s model at the microsystem level 

(Bronfenbrenner, 2009). The mechanism of this association is not clear but 

could be linked to social norms or perceptions around norms since intention 

to engage in, or initiate, sexual intercourse has been found to be motivated 

by perceived levels of peer sexual activity (Ali & Dwyer, 2011; Buhi & 

Goodson, 2007; Kinsman et al., 1998). Moreover, belonging to a larger peer 

network may result in a more accurate evaluation of peer sexual initiation 

and activity, hence potentially protecting against premature engagement in 

sexual intercourse. However, a more specific exploration of the influence of 

peer network size and perception of peer norms is necessary in order to fully 

understand this association. 

Adolescents themselves described a number of possible explanations. It was 

suggested that boys who had fewer male friends were likely to have more 

female friends, thus creating greater opportunity for romantic or sexual 

relationships and in addition less male support or advice about sex. Boys in 

romantic relationships were considered more likely to be sexually active, 

and were also thought to be more at risk of neglecting their male friendships 

by spending more time with their girlfriend, thus losing some close friends. 

In a systematic review exploring the development of romantic relationships 

in adolescence and its effects on peer friendships, Zimmer-Gembeck (2002) 

reported that romantic relationships resulted in reduced time being spent 

with peers, even increasing conflict within friendships (Zimmer-Gembeck, 

2002). However, these effects were more common among girls than boys.  

Family support  

Phase one statistical analysis also established that boys who are part of a 

supportive family are less likely to report first having sexual intercourse at 

younger ages. This issue relates to Bronfenbrenner’s model at the 

microsystem level (Bronfenbrenner, 2009). This aligns with previous 

evidence demonstrating that positive family factors are protective against 

negative health behaviours, as well as risky sexual health behaviours 

(Lenciauskiene & Zaborskis, 2008; Spriggs Madkour et al., 2010; Stanton et 

al., 2002). However, the cross-sectional data was not sufficient to decipher 
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the specific reason this may be a stronger protective factor for boys than for 

girls but the qualitative data provided useful insights.  

The adolescents described good family support as providing a sort of ‘moral 

compass’ for boys and helping them to make better decisions in terms of 

sexual relationships and behaviours, and thus delaying engagement in 

sexual intercourse until they were older. They suggested that an absence of 

family support would be more detrimental to boys than girls as girls tend to 

have a better support network of friends.  

Risk behaviour initiation & alcohol or drunkenness  

The first quantitative phase of the current study revealed that initiation of 

risk behaviours such as smoking, alcohol use, drunkenness or cannabis at 

younger ages was predictive of early sexual initiation among both boys and 

girls. These health factors are applicable to Bronfenbrenner’s model at the 

individual level (Bronfenbrenner, 2009). Sexual risk behaviours have been 

linked consistently in the literature with other risky behaviours such as 

smoking, alcohol and substance use and are often reported to occur in 

clusters and so the fact that initiation of these behaviours were related in an 

Irish context is not a surprise (Jackson et al., 2012; Spriggs Madkour et al., 

2010). However, the finding that girls who reported lower levels of alcohol 

use or less experience of being drunk were also more likely to have initiated 

sex at a young age contrasts to what might be expected based on current 

evidence. This finding appears to be in conflict with other research that 

reported a higher frequency of alcohol consumption at age 16 years by girls 

who had experienced early initiation of sexual intercourse (Boisvert et al., 

2017). Initially, this may seem to be a positive outcome in terms of sexual 

debut behaviour, but the explanation for this association cannot be 

deciphered from the quantitative data analysis. It is possible that this pattern 

of behaviour may even be connected to a negative first sex experience 

involving alcohol or substance use, which has previously been associated 

with increased levels of regret at the time of first sexual occurrence, and 

may in turn discourage girls from subsequent alcohol or drug related 

behaviours (Reissing, Andruff, & Wentland, 2012). An alternative possible 

explanation for the unanticipated direction of this association may be 
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romantic relationship status. In the past, research studies have linked 

romantic relationships with early age of sexual experience (Siebenbruner et 

al., 2007; Zimmer-Gembeck & Helfand, 2008) and being committed in a 

romantic relationship could potentially alter the social behaviour of 

adolescents, in turn reducing their participation in risk behaviours. Existing 

sociological studies have also hypothesised that adolescent romantic 

relationships may result in partners acquiring a level of attachment to each 

other, a trait that has been connected to more positive social behaviours, 

along with decreases in alcohol and drug use among other behaviours 

(Giordano, Longmore, & Manning, 2006; Keyes, 2006). When considering 

the risk behaviour measures included in the study analysis, age of risk 

behaviour initiation was a stronger predictor of age of sexual initiation for 

girls than alcohol use or drunkenness per se. 

Adolescents who took part in the qualitative workshops in phase two linked 

low levels of current alcohol consumption among those girls who reported 

early sexual initiation to a possible negative first sex experience or 

repercussions due to alcohol consumption.  

Unhealthy food consumption  

Among sexually active adolescent girls in the study, a higher consumption 

of unhealthy food predicted younger ages of first sexual intercourse. This 

finding applies to Bronfenbrenner’s model at the individual level 

(Bronfenbrenner, 2009). As previously cited, the clustering of risk 

behaviours such as substance use and early sexual activity have been 

acknowledged (Jackson et al., 2012), and alcohol use specifically has also 

been related to additional negative health behaviours such as physical 

inactivity and low fruit and vegetable consumption among adolescents 

(Mistry, McCarthy, Yancey, Lu, & Patel, 2009). In spite of this, Wiefferink 

et al., (2006) in their systematic review were unsuccessful in finding 

evidence of the clustering of health-enhancing behaviours such as healthy 

dietary habits and safe sexual intercourse, although they also did not 

observe any proof that the behaviours were not clustered (Wiefferink et al., 

2006). Early sexual initiation and unhealthy eating practices can both be 

considered health compromising behaviours and there is the potential that 
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these activities may signify some degree of risk behaviour clustering unique 

to adolescent girls. This particular finding merits further exploration as there 

is a lack of existing evidence linking food consumption habits and sexual 

behaviour. However, this unanticipated association may reinforce the 

recommendation that health promotion interventions incorporate multiple 

health risk behaviours into their purpose and employ an integrated approach 

(Ellis, 1998; Mistry et al., 2009; Wiefferink et al., 2006).  

Approaching this behavioural link from an alternative perspective, 

childhood sexual abuse has been associated with obesity and presents the 

possibility that if first or early sexual intercourse was negatively 

experienced it may have repercussions for eating habits and behaviour in the 

aftermath or later in adolescents (Gustafson & Sarwer, 2004). However, 

such conjecture requires further comprehensive investigation and would 

entail numerous ethical considerations.  

However, in phase two, youth related current unhealthy food consumption 

with a negative experience around first intercourse, it was in the context of 

the aftermath of the event as opposed to the actual encounter itself. They 

posited that unhealthy eating was likely to be a reaction to the social 

shaming experienced by girls who were sexually active, especially at 

younger ages. Adolescents associated unhealthy eating habits as a way of 

dealing with negative emotions, however in the context of this study it is not 

possible to directly link this behaviour with emotions arising from sexual 

experiences and so this particular concept requires further investigation.  

7.3.2  Phase One – quantitative analysis 2 

The second quantitative phase of the study revealed a number of 

circumstantial factors around the instance of first sex that appear to be 

influenced by the age at which an adolescent first has sex. This set of 

analyses emphasised the importance of age as an individual level factor in 

Bronfenbrenner’s model (Bronfenbrenner, 2009), with adolescents who 

were younger than 15 years when they first engaged in sexual intercourse 

reporting a higher likelihood of risk factors for negative sexual health such 

as older partners and lower levels of condom use. Gender differences were 
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also evident with early initiating girls also significantly less likely to have 

used birth control pill and early initiating boys significantly more likely to 

have consumed alcohol or drugs beforehand, when compared to later 

initiating adolescents. This phase also provided an insight into how the 

circumstances of first intercourse affected adolescence feelings about the 

timing of the event through a series of regression analysis. When 

circumstantial factors were included, early age at first sex remained a 

stronger predictor of how adolescents’ felt about the timing of first sex. In 

general, early initiating girls and boys were less likely to be happy with the 

timing of first intercourse, highlighting the importance of this individual 

level factor when considering adolescent sexual health. 

School type 

The type of school attended by adolescents is a very relevant consideration 

in the lives of young people in particular in the context of the Republic of 

Ireland, due to the high proportion of single sex schools (approximately one 

third) that exist in the country (Department of Education and Skills, 2017a; 

Dillon, 2014). Another unique factor that places Irish single sex schools in 

contrast to those in other countries is that they are not necessarily privately 

funded, and indeed the vast majority are public schools (Department of 

Education and Skills, 2019). School type was significantly associated with 

age of sexual initiation for girls only, whereby girls who were in attendance 

at a mixed post-primary school were more likely to have experienced early 

sexual intercourse before age 15 than those in a single-sex school. This 

factor is applicable to Bronfenbrenner’s model at the microsystem level 

(Bronfenbrenner, 2009). It could be hypothesised that girls are more likely 

to get involved in a romantic or sexual relationship if they have more 

opportunities to form such relationships in an environment where they are in 

daily contact and have greater communication opportunities with the boys. 

What is of note, however, is that this does not seem to be the case with boys 

in this current study. Previous research has suggested that boys benefit 

academically from a mixed-gender school environment as girls tend to 

promote a study culture (Houtte, 2004), while others have suggested that 
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girls may be disadvantaged by the same environment for social or 

interactional reasons (Jackson & Smith, 2000).  

In phase two, student participants related increased levels of sexual 

behaviour among girls in mixed schools to an increased exposure to boys, 

citing that girls are more likely to want to be in a relationship before having 

sex with someone and so being in a mixed school is more likely to lead to 

this. Boys’ eagerness to initiate sexual activity was not thought to differ 

depending on which school type they attend. 

Age of partner 

Both boys and girls who reported sexual initiation before 15 years of age 

were more likely to have had first sex with a partner two or more years older 

than them, compared to those who initiated later. This peer related factor is 

relevant to Bronfenbrenner’s model at the microsystem level 

(Bronfenbrenner, 2009). This was particularly stark among the girls where 

over half of early initiating girls reported an older partner with less than 

twenty percent of the non-early initiating girls doing so. This finding is 

common in the existing sexual health literature, particularly among girls 

(Albert et al., 2003; Kågesten & Blum, 2015; Morrison-Beedy et al., 2013). 

Having an older partner is often considered negatively as it has been 

associated with girls feeling pressured to have sex and lacking the 

assertiveness to enforce contraceptive use (Gowen et al., 2004; Kågesten & 

Blum, 2015; Morrison-Beedy et al., 2013). Having an older partner at first 

sex has also previously been linked to a less positive experience for early 

initiating girls (Ryan et al., 2008; Symons et al., 2014). A similar finding 

was found using multivariate analysis in the second quantitative 

investigation, with girls who reported a partner of two or more years older at 

first sex, being less likely to be happy with the timing, and more likely to 

have wanted it to have happened earlier or later than girls whose partners 

were close to their own age. This difference emerged despite the inclusion 

of early sexual initiation as a predictor in the model. Age of partner, 

however, did not significantly predict feelings about the timing of sex 

among boys. 
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Workshop participants also suggested that there is potential for older boys to 

take advantage of younger girls and convince them to have sex. However, 

there was also consensus from a many of the participants that girls naturally 

rather have older partners as they would rather someone who is more mature 

or experienced, and they didn’t necessarily see the finding as a negative one. 

They considered adolescent girls to be more mature than boys and so a 

younger girls would need to ‘pair up’ with an older boy in order to meet her 

maturity needs. However, it must be noted that the current study does not 

provide a measure of relationship with current partner which could 

potentially represent an important factor in the context of first sex. 

Condom use 

Boys and girls who reported engaging in intercourse before age 15 were less 

likely to have used a condom at first sex. This health protective behaviour 

relates to Bronfenbrenner’s model at the individual level (Bronfenbrenner, 

2009). This finding is consistent with much of the existing research that 

identified lower levels of condom use among early initiators (Abel & 

Fitzgerald, 2006; Avery & Lazdane, 2008; Wellings et al., 2001), and has 

been linked to a lack of knowledge or awareness around STI transmission 

(Greenberg et al., 1992; Upchurch et al., 2004). Condom use at first sex was 

not, however, found to be a significant predictor of feelings about the timing 

of first sexual intercourse among participants. 

Workshop participants attributed lower levels of condom use among early 

initiators to lack of knowledge around the risks of non-condom use as a 

result of poor sex education at young ages. They also cited barriers to 

accessing condoms, such as embarrassment and cost. These are issues that 

young people, especially younger adolescents, often disproportionally 

experience obstacles in accessing contraceptive methods, including 

condoms (Bankole & Malarcher, 2010). Participants also blamed a possible 

lack of assertiveness in sexual situations, particularly on the part of girls, in 

enforcing condom use as well as the risk of assumption by boys that their 

female partner is taking the birth control pill. These particular issues point to 

a failure in engaging in good communication in the event of sexual 
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intercourse, and may well point to a lack of sexual competence (Palmer et 

al., 2019; Wellings et al., 2001). 

Birth control pill use 

Birth control pill use at the time of first sex was less likely to be reported by 

girls who initiated before the age of 15 years. This finding is relevant to 

Bronfenbrenner’s model at the individual level (Bronfenbrenner, 2009). 

Similar to the case of condom use, contraceptive use in general is commonly 

poorer among early initiating adolescents than those who engage later (Dye 

& Upchurch, 2006; Langille et al., 2010; Manlove, Wildsmith, Ikramullah, 

Terry-Humen, & Schelar, 2012). Birth control pill use in particular may be 

restricted by inadequate access to sexual health services and the requirement 

for a doctor’s prescription. However, with regards to timing, girls who 

reported contraceptive pill use at first sex were more likely to be happy with 

the timing than those who did not report pill use. This may be related to a 

certain expectation and planning for first intercourse among girls as birth 

control pill use requires decision and action taken prior to the event of 

sexual intercourse. This may lead them to be happier with the timing as it 

may have been more in their control. This potentially positive influence 

warrants further investigation for the purpose of improving the sexual health 

of adolescent girls. 

Alcohol or drug use 

For boys, those who initiated sexual intercourse at younger ages were more 

likely to have consumed alcohol or drugs before the event itself. These 

health risk behaviours are applicable to Bronfenbrenner’s model at the 

individual level (Bronfenbrenner, 2009). This is not surprising given the 

behaviour altering effects of such substances that has been associated with 

early sexual intercourse throughout the literature (Sandfort et al., 2008; 

Sneed, 2009). Alcohol or drug use before first sex was also predictive of 

feelings about the timing of first sex, particularly among girls where those 

who reported consumption were consistently less likely to have been happy 

with the timing of intercourse than those who did not.  
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Participants in the workshops attributed the increased likelihood of drinking 

alcohol or drug taking behaviour before first intercourse among early 

initiating boys to the fact that younger boys who want to have sex would 

need the substances in order to gain the confidence to achieve this. Older 

boys, on the other hand, were deemed more likely to have enough 

confidence in romantic or sexual situations and so would not require alcohol 

or drugs. They also pointed out that girls put more importance than boys on 

the occasion of first intercourse as an experience and would be less likely to 

want alcohol or drugs to interfere in this. Other studies have also drawn 

similar conclusions (Livingston et al., 2015). Research carried out among a 

sample of young adults in England reported gender double-standards in the 

use of alcohol, with evidence that study participants adapted their drinking 

behaviours in order to maintain an expected gender identity (de Visser & 

McDonnell, 2012), a similar mechanism may also explain differences in 

drinking behaviour among adolescent boys and girls. 

Feelings about timing 

Overall, considering all aspects of the analysis, exploring adolescent 

feelings about the timing of sexual intercourse, both univariate and 

multivariate, those who had sex at 15 years or older were more likely to 

have been happy with the timing of the event compared to early initiating 

boys and girls. This psychological factor relates to Bronfenbrenner’s model 

at the individual level (Bronfenbrenner, 2009). This finding is consistent 

with a number of previous research studies that have associated negative 

feelings about the timing of first sex to a younger age of initiation (Rouche 

et al., 2019; Vasilenko et al., 2016). In an Irish context, Layte et al (2007) 

cautioned that age in itself may not be the key to explaining such 

associations, and argued instead that the lower levels of knowledge and 

skills of younger adolescents could explain behaviours that later lead to 

regret. More specifically in the current study, girls who had sex before age 

15 years were significantly more likely to have wanted sex to have 

happened later than those who initiated at older ages. Much of the literature 

would suggest this may be related to a higher likelihood of regret or 

depressive symptoms among girls, as well as a greater possibility of 
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coercion (Dickson et al., 1998; Spriggs & Halpern, 2008; Wight et al., 

2008).  

These perceptions were shared by workshop participants who felt that girls 

are more protective of their virginity and the manner in which losing it 

occurs than boys, and so they are likely to be more at risk of feeling regret 

as well as being more vulnerable to consequences such as pregnancy. 

Adolescents also highlighted that younger girls, in particular, would be less 

mature and potentially open to being pressured into sex or convinced more 

easily. However, the most consistent reason for girls to be more likely to 

have wanted sex to have happened later was perceived to be the social 

repercussions they were likely to experience, especially if they had sex at 

younger ages, such as name calling and negative judgements.  

However, it must also be noted from the quantitative analysis that a large 

proportion of boys, and a smaller number of girls, who were early initiators 

also reported that they would rather have had sex earlier when compared to 

those who first had sex at older ages. Further research is warranted in order 

to explore more specifically why some early initiators report wanting to 

have initiated at even younger ages. Workshops participants also reported 

that in contrast to girls, sexual initiation was a positive social event in the 

life of a boy and so they expected that boys would be less likely to have 

wanted sex to have happened later, even if they had initiated at a young age, 

and may even explain some of these boys wanting to have had sex even 

earlier.  

7.3.3  Phase Two 

Phase two collected the valuable insights of adolescents in order to provide 

a more accurate interpretation of the quantitative findings of phase one. 

Data arising from this phase focused greatly on the significance of 

microsystem factors such as peers and family. However, the flexibility of 

this qualitative format also allowed participants to explore their concepts 

further and across all workshops a common emphasis was placed on 

macrosystem factors associated with Bronfenbrenner’s model 
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(Bronfenbrenner, 2009), namely social attitudes and ideologies specific to 

the adolescent experience. 

Decision-making  

The first main theme to arise from the qualitative workshops carried out in 

phase two of the current study was ‘decision-making’. This theme refers 

specifically to the decision to engage in sexual intercourse or not and 

participants regularly considered why or how adolescents may have arrived 

at the decision to have sex, particularly in the case of younger adolescents 

and for different genders. As a psychological factor this overall theme is 

relevant to Bronfenbrenner’s model at the individual level, however, its 

constituent sub-themes overlap into a number of different systems  

(Bronfenbrenner, 2009). Through thematic analysis, the decision-making 

theme was sub-divided into five main influential aspects: gender 

expectations, peer/partner pressure, alcohol or drugs use, education and 

consequences. 

Gender expectations 

The workshop findings from the second phase presented some strong 

evidence of differences in expectations around sexual behaviour initiation 

for boys and girls. This issue relates to Bronfenbrenner’s model at the 

macrosystem level (Bronfenbrenner, 2009). Boys were typically expected to 

actively seek to engage in sexual intercourse and not treat it as something 

they need to contemplate. Girls on the other hand were mostly expected to 

plan for, prepare more for, and place more importance on first intercourse, 

essentially not rushing into initiating the behaviour. These anticipated 

behaviours feed into common stereotypes around male and female sexuality 

and sexual behaviour and are supported consistently in the literature 

(Holland et al., 1998; Kreager & Staff, 2009; Kreager et al., 2016). From a 

sexual health point of view the notion that adolescent girls are discouraged 

socially from initiating sex at a young age may be considered a positive 

thing, however, it also carries with it implications for a girls’ autonomy of 

choice and freedom from potential discrimination and social backlash. 

Indeed, the pros and cons of gender expectations may very much depend on 

the individual and the context and circumstances in which they find 
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themselves, for instance a girl who feels sexually ready and competent is 

likely to experience gendered expectations negatively (Fletcher et al., 2015). 

Conversely for boys, an expectation to have sex ‘early’ may present a form 

of social pressure. 

Peer/partner pressure 

Following on from the potential negatives of gender expectations for boys, 

peer pressure was proposed as a major motivating factor for boys to initiate 

sexual intercourse in the workshops. This finding applies to 

Bronfenbrenner’s model at the microsystem level (Bronfenbrenner, 2009).  

A number of studies exploring sexual motivations among adolescents have 

reported similar findings (Kinsman et al., 1998; Smith et al., 2003). Girls, in 

contrast, were reported to be more likely to experience partner pressure as 

an impetus for deciding to engage in intercourse than boys. As mentioned 

previously, the experience of partner pressure around sexual intercourse 

among adolescent girls has been well documented in the literature (Gowen 

et al., 2004; Wight et al., 2008). 

Alcohol and drugs 

The significance of alcohol and substance use in influencing decision-

making around sexual intercourse reported by the workshop participants is 

consistent with much of the existing literature in the field. These behaviours 

relate to Bronfenbrenner’s model at the individual level (Bronfenbrenner, 

2009). The motivations and consequences of alcohol consumption in 

relation to sexual decision-making, such as its effect in decreasing 

inhibitions, and increasing the likelihood that sex was not planned or was 

risky, is well established and so affirms these findings in an Irish context 

(Aicken et al., 2011; Smith et al., 2009; Weinhardt & Carey, 2000).  

Education 

Thematic analysis of the qualitative data also highlighted the impact of 

education, particularly sexual health and sexuality education, in assessing 

the consequences and decision making around having sex. This is relevant 

to Bronfenbrenner’s model at the mesosystem level (Bronfenbrenner, 2009). 

It is clear that sex education can have a positive affect sexual health and 

behaviour when executed to a good standard (Bourke et al., 2014; Kirby & 
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Laris, 2009; Vivancos, Abubakar, Phillips-Howard, & Hunter, 2013). 

Participants reported that a lack of adequate sex education could potentially 

influence decision-making around sexual intercourse based on deficits in 

contraceptive, STI or physiological knowledge as well as related levels of 

assertiveness.  

Consequences 

The risk of potential consequences, be they negative or positive, were also 

commonly cited by participants as predictors of deciding to engage in sexual 

activity. They generally reported positive social outcomes for boys and 

negative consequences for girls. This trend in gendered experience of 

outcomes has previously been reported throughout the literature the current 

study affirms this phenomenon in the case of Irish adolescents (Holland et 

al., 2000; Kreager et al., 2016; Marston & King, 2006). 

Power imbalances 

The second over-arching theme from the qualitative phase of the current 

study was ‘power imbalances’. This theme refers to factors that may render 

certain individuals more vulnerable to the potential negative effects of 

initiating sexual intercourse, or to the manner in which it occurs. As an 

overarching theme, power imbalances encompasses both individual level 

factors such as age and gender, as well as more macrosystem influences 

relevant to Bronfenbrenner’s model (Bronfenbrenner, 2009). Overall power 

imbalances appear to work in favour of adolescent boys and places them in 

a position of increased control compared to girls. In the specific context of 

sexual relationships, power refers to the relative capacity of one partner to 

act independently, to control decision-making, to participate in behaviour 

contrary to their partner’s desires, or to control a partner’s actions 

(Pulerwitz, Gortmaker, & DeJong, 2000). It may also imply the comparative 

power of each partner in relation to the other (Blanc, 2001). In the case of 

the current study, the theme of power imbalances was sub-divided into 

differences in the importance of first sex, risks and benefits, emotional 

attachment and age. 
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Differences in importance of first sex 

Along with differences in expectations around sexual behaviour for boys 

and girls, there was a clear discrepancy in the emotional importance placed 

on sexual debut by each gender. Participants repeatedly reported that 

adolescent girls were far more likely to be emotionally invested in the 

occasion of first sexual intercourse than boys were likely to be. This 

characterises a potential power imbalance between the genders in the event 

of first sex, if girls are more vulnerable to regret, disappointment or negative 

emotions. Previous research has uncovered similar issues with a number of 

studies noting that girls are more likely to value intimacy and romantic 

feelings in the event of first intercourse (Osorio et al., 2012; Ott, Millstein, 

Ofner, & Halpern‐Felsher, 2006a). 

Differences in risks/benefits 

Similar to the decision-making theme, the potential risks of having sex are 

different for boys and girls. Participants across workshops highlighted the 

increased risks faced by adolescent girls which they mostly attributed to the 

possibility of getting pregnant. Pregnancy and the possibility of parenthood 

is also a risk faced by sexually active boys, but the brunt of the 

consequences are felt by the girl with the likely disruption of a number of 

facets of a young woman’s life, from physical and psychological 

consequences to educational and social outcomes (Coley & Chase-Lansdale, 

1998; Corcoran, 1998; Marston & King, 2006; Scally, 2002). In contrast, 

initiating sexual intercourse for an adolescent boy brings with it the 

probability of social benefits in the form of a personal achievement that may 

be revered by one’s peers (Holland et al., 2000; Marston & King, 2006). As 

an adolescent girl may be placing herself more at risk than a boy by 

engaging in intercourse, she is inevitably demoted to a position of less 

power. 

Differences in emotional attachment 

Differences in the levels of emotional attachment to a partner also has 

repercussions for power. As previously discussed, participants believed that 

adolescent girls were more likely to place emotional importance on the act 

of first sex and therefore more likely to have a romantic attachment to their 
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sexual partner and at a greater risk of having their feelings hurt or possibly 

regretting the event (Osorio et al., 2012). However, a number of studies 

have also pointed out that the belief that boys have less of a requirement for 

intimacy and closeness may be linked to expectations of masculine sexuality 

and as such boys may not have the freedom to admit to emotional 

attachments as easily as girls (Ott, 2010; Tolman, Spencer, Harmon, Rosen-

Reynoso, & Striepe, 2004). 

Age differences 

Sexual encounters during adolescence are sensitive to age differences 

among partners (Ryan et al., 2008). The initial quantitative analysis revealed 

that early initiating girls were more likely to have older sexual partners than 

the boys were, workshop participants felt that this age imbalance could 

potentially put adolescent girls at risk of coercion and would generally be 

more vulnerable than if their partner was of similar age. Their concern is 

corroborated by existing research in the area (Gowen et al., 2004; 

Henderson et al., 2002; McCarthy-Jones et al., 2019). However, it must also 

be noted that a number of participants reported that girls would prefer an 

older partner on the basis of increased maturity and experience and a greater 

likelihood of sexual pleasure.  

Social judgment 

The theme of social judgement, while distinct in itself, underlies many of 

the other themes generated in the qualitative analysis phase. While this 

theme is grounded in the individual level factor of gender, it is macrosystem 

factors such as traditional gender roles and cultural and social norms that are 

more acutely relevant to Bronfenbrenner’s model (Bronfenbrenner, 2009). 

Social judgement has the potential to have positive or negative 

consequences depending on the nature of the judgement. One of the most 

prominent themes throughout the qualitative workshops was the gender 

differences in social judgement still felt and experienced by adolescents 

today. The contrasting experiences are represented by the sub-themes of 

personal achievement for boys, and shameful/damaging for girls. This 

difference may be reflective of the dissimilar sexual discourses experienced 

by boys and girls that are often steeped in gender stereotypes and whereby 
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girls receive more abstinence and relational sex messages while males 

receive more sex-positive messages (Fletcher et al., 2015). Social 

characteristics such as romantic relationship involvement and more 

conservative parental moral beliefs have been linked with promoting sexism 

among adolescents (Mastari, Spruyt, & Siongers, 2019). 

Personal achievement for boys 

Becoming sexually active and leaving virgin status behind is seen as a major 

personal and social achievement for adolescent boys according to study 

participants. It is an event they aspire to achieve during the adolescent years, 

and for many it is a case of the sooner the better. This, however, is not news 

in the field of sexual behaviour research and is a well-established 

occurrence throughout history (Holland et al., 1998; Marston & King, 

2006). 

Shameful/damaging for girls 

On the alternative end of this spectrum is the manner in which adolescent 

girls are treated on becoming sexually active. Rather than sexual debut 

being seen as an achievement of sorts, participants described it more in 

terms of social judgement for girls. They felt that girls were likely to be 

shamed and their reputation damaged as a result of the behaviour, not 

simply by the boys but almost more so by their female peers. Again, this is 

not new information and there are countless examples of this discrimination 

in past research (Kreager et al., 2016; Marston & King, 2006; 

Tangmunkongvorakul et al., 2014). This may also be exacerbated by the 

fact that girls are generally more susceptible to feelings of shame at all ages 

than boys are (Rosenblum & Lewis, 2006). The most astounding aspect of 

this findings is, however, how little it has changed over time considering the 

many social progressions that have been made, specifically in terms of 

women’s rights and social movements such as #MeToo (Bunch, 2016; 

Nussbaum, 2016; Tenzer, 2019). In a vastly improved country in terms of 

liberalisation and modernisation, one would almost assume that Ireland 

would have moved past such strong historical stereotypes. 
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Adolescents’ recommendations 

Workshop participants provided a number of recommendations for 

improving adolescent sexual health and behaviour, and this formed the final 

qualitative analysis theme in phase two. These recommended actions were 

broken down into: improving education and knowledge, improving attitudes 

and support, and finally the belief that nothing could be done to improve 

sexual health and behaviour among adolescents. 

Improve education and knowledge 

Adolescents consistently highlighted the need for better sex education and 

more accessible, relevant information around sexual health and behaviour. 

The majority focused on school delivered sex education and the need to 

update and improve it. They felt comprehensive sex education was needed 

at younger ages, and that the social aspects of sex should be given more 

emphasis. Some participants reported the need for increasing parental 

involvement in their sex education. It was clear that adolescents mostly rely 

on the school curriculum for sexual health information and education. This 

highlights the importance of an effective Relationships and Sexuality 

Education programme in Irish schools, and further stresses the repercussions 

that may occur in the absence of this. Unfortunately, this is not the first 

study to draw attention to inconsistent and inadequate sex education in 

Ireland. Sex education in Ireland has been shown to be effective (Bourke et 

al., 2014) but young people have previously reported an inadequate sex 

education experience (Dáil na nÓg, 2010; MacNeela et al., 2018). 

Improve attitudes and support  

As well as general improvements in the delivery of sex education to 

adolescents in Ireland, workshop participants also expressed a desire to 

promote more supportive and positive attitudes to sexual health and sexual 

behaviour. In particular they cited wanting to reduce stigma, especially for 

girls, and that both parents and teachers should be encouraged to provide 

more practical advice around sex in a non-judgemental manner. Based on an 

in-depth investigation into best practice among a number of stakeholder 

groups, a recent study in the UK identified the importance of undertaking a 

‘sex-positive’ approach in school-based sex education  (Pound et al., 2017). 
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Nothing can be done 

Finally, despite some constructive advice emerging through the qualitative 

workshop process, a number of participants did not believe there was 

anything that could improve adolescent behaviour with regards to sex and 

risk behaviours, or that there was even a need to do anything. Some even 

cited that attempting to reduce some of the factors found to influence early 

sexual behaviour may in fact have other negative repercussions, for 

example, preventing girls from attending mixed gender schools. Among 

those who took the perspective that nothing could be done, there was a 

sense that they could not see any potential for sexual health promotion 

beyond school delivered sex education and they felt that the benefits of this 

were minimal.  

This study has highlighted the applicability of Bronfenbrenner’s 

Bioecological Theory of Human Development in the context of adolescent 

sexual behaviour in Ireland (Bronfenbrenner, 2009). The main findings of 

the study demonstrate the relevance of individual level factors such as age 

and gender, as well as microsystem levels factors such as family, peers and 

school in influencing the sexual health and behaviour of Irish adolescents. 

Adolescent feedback through the qualitative phase also highlighted the 

importance of adolescent specific social forces relevant to the macrosystem. 

7.4 Implications for future research, practice and policy 

7.4.1 Implications for research 

Linking findings to Bronfenbrenner’s theory 

Through validating the use and relevance of Bronfenbrenner’s 

Bioecological Theory of Development (Bronfenbrenner, 2009), the findings 

also imply the need to explore additional individual level factors that may 

represent important predictors of adolescent sexual health and behaviour, 

such as sexual orientation, ethnicity or race in addition to mesosystem, 

exosystem (media/social media), macrosystem (culture/politics) and 

chronosystem level factors. The exploration of chronosystem level factors 

through the use of prospective longitudinal research could also provide 

important understanding of any relationship between early sexual initiation 
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and sexual experiences in later life. Future research should aspire to include 

these factors in further examinations of adolescent sexual health and 

behaviour. 

Applicability to other countries 

This current study has explored the specific behaviours and influencing 

factors regarding sexual initiation among adolescents in Ireland specifically. 

Some findings may be relevant to other countries, specifically those with 

similar cultural, social and economic background. Similar investigations are 

warranted in other countries in order to confirm the applicability of the 

findings to different ethnic and geographical backgrounds. The HBSC study 

has included the age of first sexual intercourse question as mandatory since 

2002, and the optional survey items regarding first sexual intercourse were 

introduced in 2010 with more countries including these items with each 

survey cycle. As a result, it is possible to replicate these analyses in a 

number of other countries, though it must be noted that the HBSC 

international network is restricted to countries within the WHO European 

region as well as North America, and so direct international comparison is 

limited to these available regions. However, this further highlights the need 

to carry out similar explorations of the context and circumstances of first 

sexual intercourse in other regions in order to capture possible cultural, 

ethnic, social and geographical differences in the sexual behaviour of 

adolescents worldwide in a comparable manner. Numerous studies of 

adolescent sexual health and behaviour have been carried out in other 

regions (Bankole et al., 2007; Dixon-Mueller, 2008; Fearon, Wiggins, 

Pettifor, & Hargreaves, 2015; Tangmunkongvorakul et al., 2014), 

unfortunately no instrument has been used on a repeated basis that would 

allow the tracking of trends in sexual behaviour over time in a comparative 

manner.  

Applicability to out of school adolescents 

On a national level, this study has provided a detailed account of the factors 

that influence sexual initiation among adolescents in Ireland, as well as 

differences in the circumstances of first sex for those who initiated at early 

ages and also gender differences. However, as the data were collected 
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explicitly in post-primary schools of adolescents aged 15 to 17 years, it does 

not include those who may be home schooled, those who may be in care 

(youth institutions) or indeed those who have left school entirely. For this 

reason, similar research is warranted among adolescents who could not be 

included through the current study format. Logistically this may pose 

complications in terms of accessing the populations of interest, these 

adolescents may be at an increased risk of negative sexual health outcomes 

due to socioeconomic differences, as well as disparities in exposure to sex 

education, and so gathering sexual behaviour data from these adolescents 

may be even more critical (Hyde et al., 2016; Mayock & Byrne, 2004). 

Adolescents in the qualitative phase of the current study largely identified 

the school setting as the main source of sex education and health promotion 

in their environments, and so adolescents who are not part of this setting 

during pivotal teen years are at risk of missing out on a potentially important 

aspect of their sexual health competence.  

Relationship status 

Previous studies in the area of adolescent sexual health have linked 

relationship status with sexual initiation and sexual competence (Manning et 

al., 2000; Symons et al., 2014). The current study did not include a measure 

of romantic relationship status at the time of first sex and future studies 

should consider the inclusion of such a measure. This would allow for the 

investigation of the influence of relationship status on both sexual behaviour 

and sexual health. As adolescence marks an important stage in the initiation 

of romantic relationships for many individuals, further exploration of the 

correlates of such relationships and how they may affect adolescents’ sexual 

health are required in an Irish context.  

Sexual orientation 

Sexual orientation is another potentially important influential factor in the 

context of adolescent sexual behaviour, particularly in relation to the 

initiation of sexual intercourse. The current study does not include a 

measure of sexual attraction or orientation, this would be an important 

addition to future research. Ethically and practically, questioning 

adolescents about their sexual identity is challenging, however, the HBSC 
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study has developed a number of items designed to measure romantic 

attraction. These items have been included in the HBSC 2018 Ireland study 

and so exploring this concept will be feasible in the near future. 

Sexual competence 

A measure of sexual competence has been successfully used in research 

with adults through the Natsal study in the United Kingdom (Palmer et al., 

2017; Wellings et al., 2001). The measure provides a more nuanced 

understanding of the circumstances of sexual intercourse and an individual’s 

readiness and willingness to engage in the behaviour as it takes into account 

a number of variables relating to the event rather than a single element. The 

measure of sexual competence is determined through a combination of four 

key measures included in the survey: a reliable method of contraception; 

autonomy of decision, absence of regret and the consent of both partners 

(Wellings et al., 2001). Currently, studies carried out among adolescents 

(including the HBSC study), do not include clearly defined measures of 

autonomy or consent in the context of sexual intercourse due to ethical 

considerations and child protection issues along with legal age of consent 

restrictions (Graupner, 2000; Williamson, Goodenough, Kent, & Ashcroft, 

2005). However, asking these questions of adolescents at a time when they 

are closer to the occasion of first intercourse initiation is more likely to yield 

more accurate responses than when asked retrospectively of adults, 

particularly in the case of adolescents who first had sex at younger ages. As 

well as providing an opportunity for a more comprehensive understanding 

of adolescent sexual intercourse, such measures would also supply 

important statistics on the prevalence of negative sexual circumstances such 

as pressured or forced intercourse.  

Gender differences 

This study has emphasised the relevance of analysing sexual health data, 

specifically among adolescents, by gender. This study has shown the 

existence of gender differences in the context of sexual behaviour. In an 

‘ideal’ world both boys and girls would experience social forces in the same 

way. This study has observed that this is not yet the case in an Irish setting. 

Both the quantitative and qualitative elements of the current research study 



 Chapter 7: Discussion 

225 

 

have highlighted important gender differences, and without knowledge of 

such disparities no progress could be made to alleviate them.  

Adolescents contributing to interpretation of research  

One of the most novel outcomes of this current study is the capability of 

adolescents to contribute to the interpretation stages of a research project. 

Phase two of the study showed that adolescents aged 15 to 17 years were 

sufficiently capable of interpreting research outcomes. The participants also 

revealed themselves as proficient critical thinkers and were able to postulate 

and speculate on why the significant findings might be, by applying their 

own perspectives as adolescents. This resulted in a more contextualised 

understanding of the findings, by adding adolescents’ unique perspectives of 

the behaviours and associations, and so improved and enriched the overall 

research study. This shows that including the studied population in the 

actual research process, at any stage, can be extremely beneficial to the 

study outputs and falls in line with many of the aims of participatory 

research (Bergold & Thomas, 2012). Children and adolescents have 

previously been included in earlier stages of the HBSC study process in 

Ireland and other countries (Daniels et al., 2014; Štefanová, Baška, 

Boberová, Husárová, & Dankulincová, 2018), defining topics and priorities, 

and creating research questions. Including adolescents’ perspectives and 

ideas in the explanatory and conclusion phases of the research process offers 

more relatable and useable outputs which should improve the likelihood of 

research uptake in the practical arena (i.e., enhancing research and practice 

links). For this reason, participatory techniques and participant input in the 

research should be encouraged where possible, particularly in the area of 

adolescent research. The trends and behaviours of adolescents’ lives change 

rapidly in modern societies (Sawyer et al., 2012), and it can be difficult for 

researchers to keep up to date with these realities. Incorporating the 

perspectives of adolescents themselves provides otherwise inaccessible 

views and explanations for behaviours and associated factors.  
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7.4.2 Implications for practice 

Relationships and Sexuality Education (RSE)  

Adolescents in phase two continually referenced school sex education as 

their main reliable sexual health resource, although this was often in 

reference to deficiencies in its provision. Nevertheless, the fact that they 

identified it as an important source of information highlights the necessity 

for effective, comprehensive sex education in Irish schools. The quantitative 

findings from the study have signified that, while in the minority, some 

adolescents are engaging in sexual intercourse at very young ages. It also 

confirms associations found in other countries between early sexual 

initiation and negative or risky sexual behaviours (Heywood et al., 2015; 

Magnusson & Trost, 2006; Vasilenko et al., 2016). These observations 

emphasise the need to address sexual health and behaviour education at 

younger ages and in a more effective manner. Adolescents themselves 

should be consulted with and included in choosing what material and topics 

to incorporate, as well as the manner in which information is delivered. As 

previously mentioned, adolescent study participants have proven their 

ability in approaching the sensitive topic of sexual behaviour with a great 

degree of maturity as well as critical thinking and were clearly able to 

identify improvements needed to the RSE programme in Irish schools. 

Specifically, in relation to RSE, there is a need to update the content and 

materials included in the delivery of the programme. Participant feedback 

also suggested a need for a more supportive approach to sex education that 

reduces stigma. Adolescents also reported wanting better guidance in terms 

of the social aspects of navigating sexual relationships and situations. 

Including support and advice on these aspects may promote a more assertive 

approach on the part of adolescents if they find themselves in a situation 

where they need to make decisions regarding sex or contraception. 

Encouraging the development of assertiveness in adolescence may reduce 

vulnerability to pressure to engage in premature sexual intercourse for both 

boys and girls, but may also reduce feelings of shame among sexually active 

girls and lessen negative effects on mental health. Such skills would also be 

transferable to situations of decision making around alcohol or drugs. In 
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fact, considering the prominent role of alcohol and substance use in the 

current study findings, such behaviours should be linked to or included in 

lessons on sexual health and behaviour. Another aspect that should be 

considered in the context of RSE is the gender differences that were evident 

in terms of social judgement and the treatment that is experienced by 

sexually active individuals depending on their gender. Caution must be 

taken not to promote outdated, damaging stereotypes that portray sexually 

active girls and women in a negative light and promoting the outdated 

assumption that girls should be sexually passive (Marston & King, 2006). 

Instead, adolescents should be encouraged to engage in sexual intercourse 

when they feel they are sexually competent, have an accurate understanding 

of the risks and are happy with the situation, despite their age or gender. 

Kreager et al (2016) found evidence of a similar double standard with 

regard to sexual behaviour and initiation between boys and girls in the 

United States. They recommended the acknowledgement of the gendered 

social construction of sexuality in sex education curricula in order to prevent 

the unbalanced and stigmatising responses of peers to departures from 

conventional sexual scripts (Kreager et al., 2016). Due to existence of 

gender and age differences in the experiences associated with sexual activity 

and sexual health, this study underlines the need to consider gender specific, 

as well as age specific, approaches to health promotion among adolescents 

in order to successfully meet the needs of all young people. However, 

further research is warranted in order to explore effective methods to 

practically address these disparities and vulnerabilities. Issues related to the 

Irish RSE programme in schools are discussed below in the section on 

policy implications. 

Sex education outside the school environment  

The RSE curriculum has the potential to be a core effective tool for sexual 

health promotion among adolescents in Ireland. However, the reliance on it 

as the main source of reliable sexual health information and education 

further highlights possible deficits in the promotion of positive sexual health 

among those adolescent who are not in attendance at full time post-primary 

school education. Efforts must be made to access this population, who may 
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be at an even greater risk of negative sexual health outcomes. Such 

approaches may include community based sex education as well as 

improving parental participation in the delivery of positive sexual health 

promotion in the lives of adolescents. Such interventions have been found to 

improve the likelihood of condom use by adolescents through increased 

knowledge and more positive attitudes to the behaviour (Jones, Bates, 

Downing, Sumnall, & Bellis, 2010; Sikkema et al., 2005). 

Mental health promotion 

Early sexual initiation, a negative first sexual experience, or regret regarding 

engaging in sexual intercourse can have repercussions for adolescents’ 

mental health (McLeod & Knight, 2010; Spriggs & Halpern, 2008; Wight et 

al., 2000). This association is bi-directional in that the experience of positive 

mental health in general can lead to a more positive sexual encounters, as 

well as sexual health experience (Patel, Flisher, Hetrick, & McGorry, 2007). 

And so, including elements of mental health promotion in sexual health 

promotion initiatives, and vice versa, could prove extremely beneficial to 

both aspects of adolescent health.  

7.4.3 Implications for policy 

Access to contraception  

With regards to policy, there are a number of actions that could be taken on 

a national level in Ireland to promote more positive sexual health outcomes 

for adolescents. Qualitative findings from the current study suggest that 

adolescents attempting access to contraception methods are often faced with 

a number of barriers. These primarily include cost as well as ambiguity 

around the accessibility of prescription contraceptives. Condoms are the 

most accessible contraceptive method with the added aspect of protecting 

against STI’s, and they are available to anyone over the counter. However, 

Irish adolescents cited cost as a barrier, particularly for younger adolescents. 

The introduction of lower VAT rates, or subsidisation of condoms by policy 

makers could improve uptake of condom use among those with limited 

financial means such as adolescents. Accessing prescriptive contraceptive 

methods can also be difficult for adolescents, particularly those under 16 

years of age as they are not legally entitled to medical care without parental 
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consent/notification. Uncertainty also exists among those aged 16 years or 

younger as the legal age of sexual consent in Ireland is 17 years 

(Department of Health, 2015) and so often adolescents and even GP’s 

(general practitioners) are reluctant to deal with the situation of prescription 

birth control due to a lack of clear legislation in the area. Indeed, the 

ambiguity of the situation around adolescents’ access to health services has 

previously been highlighted by GP’s themselves (Ní Riain & Mulvehill, 

2008). This presents an obvious need for policy makers to address these 

issues of entitlement to prescription contraceptives, as well as the legal 

aspect. Policy makers need to refer to research such as the current study in 

order to assess priorities regarding contraception provision for those who 

need it and they need to define clear guidelines in terms of access in order to 

prevent unnecessary avoidance of sexual health services by adolescents. In 

recent times amendments have been made to the age of sexual consent in 

Ireland in order to provide a defence for consenting adolescents with an age 

gap of less than 2 years (Irish Statute Book, 2017), a decision that was made 

in consultation with adolescents (Office of the Minister for Children, 2006). 

Policy changes may need to be revisited around the legal age of sexual 

consent in order to bring it in line with access to medical consultations, or 

failing this, ensuring access to prescription contraception for those under 17 

years may need to be enforced through legislation. 

Relationships and Sexuality Education 

As previously mentioned, study participants highlighted clear deficits in 

terms of sex education provision in Irish schools. Along with earlier 

suggestions regarding the improvement of the content and approach of the 

RSE programme, policy makers should improve RSE implementation in 

schools through upskilling teachers and prioritising and increasing the time 

afforded to the programme within schools. A revision of the RSE 

curriculum is currently underway in Ireland, however, as it stands the 

implementation guidelines for schools are quite loose with many decisions 

ultimately left up to individual schools. This has resulted in a lack of 

consistency in the delivery of the RSE programme, with many schools 

highly influence by their religious ethos, namely a Catholic one (Irwin, 
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2009; Mayock et al., 2007). Policy makers should ensure that stricter RSE 

policies are enforced in order to ensure that all adolescents in Ireland have 

access to effective and adequate sex education. Efforts should be made to 

monitor and evaluate the implementation process and outcomes of the 

programme. Consistency in the person who delivers the programme is also 

needed, ensuring that teachers who deliver the programme are adequately 

trained. In fact, an increased effort should be made to utilise teachers with 

relevant qualifications relating to the field of social, personal and health 

education as currently no specific undergraduate or postgraduate 

qualifications in the area are required and training is received though 

continuous professional development formats (Keating, Morgan, & Collins, 

2018). As this would not occur in other subject areas such as maths, science 

or languages, it is critical to identify the importance of the delivery of the 

RSE programme by individuals who are fully equipped to deal with all 

aspects of the topics covered, especially sensitive ones such as sexual 

health. Policy makers should acknowledge the importance of the SPHE and 

RSE curriculums by giving it equal priority to more academic subjects in 

schools. The 2019 recommendations of the National Council for Curriculum 

and Assessment in Ireland are currently under review by the Minister for 

Education. 

7.5 Strengths and Limitations 

7.5.1 Strengths  

The purpose of this study was to explore the socio-demographic and 

lifestyle factors associated with early first sexual intercourse among 

adolescents in Ireland. It aimed to investigate how adolescent life factors 

influence the timing of first intercourse, as well as how the circumstances of 

first sex may differ for those who initiate at younger ages. The study 

explored these aims through the use of quantitative survey data as well as 

qualitative explanations and views collated from adolescents.  

The utilisation of a mixed methods design in the current study has provided 

rich quantitative and qualitative data with a more nuanced exploration of 

adolescent sexual behaviour in Ireland than either type of data could 
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produce in isolation. The addition of qualitative data collected from 

adolescents complimented the quantitative findings in a manner that could 

not have been achieved by a researcher perspective alone. 

Previously validated quantitative measures through the HBSC study that 

have been tested and used over a number of survey cycles and across a 

range of countries. This increases the robustness of the study’s findings as 

well as providing data that can be compared both cross-nationally and over 

time. The inclusion of adolescents’ own views and perspectives around the 

statistical findings of the HBSC survey have provided a unique aspect to the 

inferences of the study. It has resulted in more robust conclusions and 

recommendations, as well as honouring the competence of adolescents in 

providing important insights into health research concerning their lives. 

The current study represents the first nationally representative data from 

adolescents in Ireland of first sexual experience. It provides a novel 

exploration of how life as an adolescent in Ireland can shape and influence 

sexual behaviour, in addition to a more nuanced understanding of the event 

of first sexual intercourse for a developmentally important cohort of the 

population. Overall, this study has contributed substantially to the 

adolescent sexual health literature in Ireland, as well as more specifically to 

first sex research both nationally and internationally. It has provided 

important findings around sexual initiation in the context of young people’s 

lives and presents valuable insights and recommendations for both future 

sexual health research and practice. 

7.5.2 Limitations 

This population-based study has provided valuable information on the 

predictors of early sexual initiation among adolescents in Ireland. However, 

the study is not without its limitations. This study concentrates on a sample 

of adolescents within a narrow age range of 15 to 17 years, but it must be 

acknowledged that developmentally there may be considerable difference 

between these age groups as a result of variations in rates of physiological, 

cognitive and behavioural maturation (Steinberg, 2005). Moreover, 

differences in the experience of sexual initiation and its’ associated 
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predictors by age have not investigated. The explanatory factors associated 

with age of first sex specific to this limited and relatively young age cohort 

have been investigated and so it is possible that less variability exists among 

these factors than a sample that is more heterogeneous for age. For this 

reason, it is not known whether these findings apply to adolescents outside 

this age range. 

Another limiting factor of the current study sample is that the data is 

collected exclusively from adolescents who are attending full-time 

education in post-primary schools. This offers an easily accessible and 

sizeable sample, but fails to take into account the experiences of those who 

are educated in other settings such as at home or in alternative educational 

supports, or those who have ceased education completely and may even be 

in employment. This is notably important considering this excluded 

population may even be at a greater risk of adverse lifestyle and health 

behaviours due to social and environmental factors (Mayock & Byrne, 

2004). 

Ireland, as a country with a number of similarities to other countries in 

terms of development, society, economy and even language, is also a 

remarkably unique setting. Compared to many other countries, particularly 

those in the HBSC study, Ireland is an island nation, culturally different to 

many of its neighbours. Ireland has been influenced greatly by the Catholic 

Church, whose influence has been intertwined into the political, educational 

and healthcare arenas that still exist today (Barrington, 2003; Inglis, 2007). 

This has had particular implications for adolescents’ educational 

experiences with a much higher percentage of single gender schools present 

in Ireland in comparison to other countries, which in turn has an affect the 

socialisation of young people (Brutsaert, 2006). Ireland has, in recent times, 

progressed substantially towards more liberal approaches in society and 

moved away from the conservative control of the Catholic Church (Inglis, 

2007). However, because this has occurred at a relatively fast pace, it has 

resulted in some tensions between those with contrasting perspectives, 

particularly in the context of social issues such as the marriage equality and 

abortion referendums (Elkink, Farrell, Reidy, & Suiter, 2017; Reidy, 2019; 
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Suiter, Farrell, & Harris, 2017). This has resulted in Ireland having a 

number of unique cultural conflicts that otherwise comparable countries 

have not experienced as a result of a more gradual ease into modern societal 

thinking. Thus while extremely useful in providing key evidence on the 

relevant factors associated with early sexual intercourse initiation among 

adolescents in Ireland, the generalisability of the study is partially limited to 

an Irish context.  

The current study focuses on adolescents who have already initiated sexual 

activity, specifically those who had sex at young ages, and consequently it is 

important to observe that the findings may not be relevant to all adolescents. 

Notably, circumstances and behaviours that were found to significantly 

predict early sexual intercourse among the current sample may not 

necessarily influence age of sexual debut among the majority of adolescents 

who do not engage in early sexual activity. Nevertheless, as early 

engagement in sexual intercourse has previously been recognised as riskier 

with regards to health and well-being outcomes (Magnusson & Trost, 2006; 

Spriggs Madkour et al., 2010) focusing on this minority is merited so as to 

contribute to the improvement of the sexual health outcomes of those 

adolescents most at risk. To be clear, in this study differences were observed 

between the sexually active and non-sexually active survey samples. 

Significantly more rural adolescents, younger adolescents, higher social 

class girls, and girls attending unmixed schools were found in the non-

sexually active population of the HBSC 2013/14 Ireland study (see Section 

4.2.1, Table 6). 

The cross-sectional nature of the study prevents causality from being 

inferred between age of sexual initiation and significant predictors in the 

quantitative analysis phases. However, the qualitative phase of the study 

was able to provide a more in-depth understanding of the mechanisms 

underlying the patterns and associations reported from the survey data. 

Early sexual initiation was explored, specifically before age 15 years, and so 

for some participants this may have occurred some years previous to 

completion of the HBSC survey. The completion of the survey itself 

required adolescents to provide self-report data about their sexual 
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behaviours, and while efforts were made to ensure participants completed 

questionnaires individually, confidentially and anonymously, participants 

may have been unwilling to disclose accurate responses to some question 

items leading to over or under estimation of prevalence rates of behaviours 

(Fenton et al., 2001).  

Another issue that arises from survey data that has repercussions for 

statistical analysis is missing responses. A limitation of the multiple 

imputation method is that it is designed for use with data that has responses 

that are Missing At Random (MAR), however, no definitive tests exists that 

can confirm this attribution (Collins et al., 2001). Also, a review of the 

outcomes of multiple imputation resulted in eight apparently illogical 

responses for age at first sex in the imputed data set.  

In the HBSC survey, while a description is provided of what constitutes 

sexual intercourse it does not specify an anatomical definition that clearly 

distinguishes full sexual intercourse. Thus some ambiguity may remain 

around the type of intercourse adolescents are reporting. However, given the 

age of study participants and considering previous validation work carried 

out on the survey item, it is considered a relatively reliable measure of 

engagement in full sexual intercourse (Rosenbaum, 2009; Young et al., 

2016). 

As this study does not contain a measure of sexual consent, a key 

circumstantial factor of sexual intercourse, especially among younger 

adolescent, capturing non-consensual sex is beyond the scope of this 

research. The presence of consent on the part of both partners in the context 

of sexual intercourse is a fundamental feature of a positive and safe sexual 

experience. The response option ‘you did not really want to have sexual 

intercourse’ of the measure of feelings about the timing of sexual 

intercourse does not necessarily signify that consent was not given. A lack 

of a clear measure of consent to have sex means that a significant factor in 

the circumstances of sexual intercourse is missing from the study. However, 

as mentioned previously, including a measure of sexual consent in a study 

carried out among adolescent as young as 15 years presents a number of 
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child protection and ethical considerations that may not be possible to 

account for in such a study. 

Another relevant measure not included in the current study is an item 

evaluating romantic relationship status, a characteristic that represents a 

potential predictor or mediator of the timing of first intercourse or 

associated behaviours. The inclusion of a measure of romantic relationship 

status to the current analysis would have provided a more comprehensive 

understanding of both the context and circumstances of early sexual 

initiation among Irish adolescents.  

Given the current ease of access to pornography and its growing use among 

adolescents, it would be reasonable to explore the possible effect of porn use 

on the timing of sexual initiation. The inclusion of a measure of porn 

consumption in future studies would add an element to our understanding of 

adolescent sexual behaviour in the era of social media. 

This study is limited to exploring sexual behaviour based on gender and 

does not include participant information regarding sexual attraction or 

gender identity. These are important elements in shaping young people’s 

experience of sexual health as well as strongly influencing their sexual 

behaviour. It is recommended that, where possible, measures designed to 

gather information on sexual and gender minority status from adolescents 

should be included in future research conducted in the area. Indeed, the 

HBSC Ireland survey 2018, following the lead of other countries in the 

network, included additional items regarding romantic attraction. This will 

enable the further exploration of factors specific to different sexualities and 

how sexual health is influenced specifically for different groups. 

The inclusion of measures of romantic relationship status, willingness, 

autonomy and consent would greatly broaden the scope of future research in 

this area and improve understanding around the specific circumstances of 

first sexual intercourse. 

Participatory techniques were specifically adopted in order to reduce 

feelings of uncomfortableness among participants and to promote 

participation by all individuals, nevertheless there is the possibility that the 
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presence of confident or dominant personalities may have hindered the 

participation of others. Workshops were also constrained by time as 

student’s school days were structured according to class periods (35 to 50 

minutes), and although some schools were able to afford two class periods 

for the workshops a number could not. This may have resulted in some 

instances where participants had less time to consider elements of the 

workshop, or having less time to relax into the setting. However, every 

effort was made to ensure consistency in each workshop and all participants 

were encouraged to take part.  

The qualitative workshops were extremely useful in providing an adolescent 

specific perspective to explaining the behaviours and influencing factors 

that emerged from the quantitative analysis. However, while the adolescent 

participants provided valid and important insights to the findings, the level 

of association between their conclusions and the quantitative findings is 

restricted by the fact that they were not the same adolescents that completed 

the initial survey data. Conducting similar mixed-methods research whereby 

the same participants complete both the quantitative and qualitative 

elements of the study would allow for more accurate interpretation of such 

findings.  

7.6 Conclusion 

Overall, an important profile of early sexual initiating adolescents in Ireland 

has been presented as a result of the combined quantitative and qualitative 

research phases of the current study. The research has highlighted specific 

aspects of adolescents’ lives that may render them at risk or more vulnerable 

to early sexual initiation depending on their gender. It has also confirmed 

links between early sexual activity and negative behaviours such as alcohol 

and substance use and failure to use effective contraceptive methods. The 

study also provides insight into adolescents’ own feelings about the timing 

of their first sexual intercourse, highlighting that despite the consideration of 

relevant circumstantial factors relating to the event, early sexual debut is 

considerably predictive of lower levels of contentment with the timing of 

the experience. 
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Ireland now has a number of important measures of adolescence sexual 

behaviour as well as risk and protective measures of sexual health. Sexual 

health and behaviour research in Ireland now needs to move towards 

measuring positive sexual expression by means of young people’s personal 

competence and sexual fulfilment. Such measures would provide a more 

complete understanding of the context and circumstances of sexual initiation 

enabling further adaptation of sexual health promotion approaches and meet 

adolescents needs more precisely. 

However, the current study has provided a more detailed understanding of 

adolescent first sexual intercourse in Ireland than has previously been 

available. The findings of the study have the potential to improve sexual 

health promotion capacity by highlighting the specific needs of particular 

groups within the adolescent cohort. It has provided strong evidence for the 

need to reform the current RSE programme in Ireland while also offering 

adolescents own perspectives and recommendations on how their 

experience of sexual health promotion needs to change. Adolescents clearly 

articulated the need for more comprehensive knowledge transfer and at 

younger ages. This should not entail imposing sexual topics or learning on 

young people prematurely, but allowing them to have more influence in 

deciding what they need to know and assign them more control to guide this 

learning in an appropriate environment. Caution must be taken to ensure 

that more information earlier should not equate to pressure, and sex 

education should aim to improve young people’s assertiveness so that they 

can make decisions that are comfortable and timely for them – whether that 

means becoming sexually active, or indeed, remaining inactive. In order to 

reduce the reported gender inequalities in adolescents experience of sexual 

and reproductive health, gender specific approaches must be undertaken in 

the arena of sexual health in order to allow all young people exposure to 

useful and evidence based intervention targeted at their specific needs. 

In conclusion, this study has provided evidence of the importance of the 

timing of sexual initiation in influencing a number of facets of adolescent 

well-being and sexual health. It highlights risks associated with early sexual 

initiation. However, the study also draws attention to the fact that the 
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negative aspects of early sexual initiation may be a result of external social 

pressures and forces. Overall, the study emphasises the need for adolescents 

to be fully equipped, emotionally and cognitively, in order to navigate the 

event of first sexual intercourse in a competent manner in order to minimise 

and possible negative consequences and to maximise the positive effects of 

engaging in sexual behaviour. The event of first sexual intercourse marks a 

developmentally important milestone for the majority of adolescents, it is a 

one-off occurrence and it is vital that the optimal sexual health promotion 

supports are available in order to encourage a positive start to an 

individual’s sexual health trajectory. 
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Appendices 

Appendix 1. The Health Behaviour in School-aged Children study overview. 

Background 

The HBSC study is a World Health Organization (WHO) cross-national research project 

that collects data from students aged 11, 13 and 15 year old every four years across 

countries in Europe and North America, and included data from 44 countries in the 

2013/14 study (Currie et al., 2014). The HBSC study was adopted by the WHO 

Regional Office for Europe shortly after it was founded in 1982 and officially became a 

‘WHO Collaborative Study’, a collaboration that has encouraged the growth of the 

study across Europe in addition to North America (Currie et al., 2009; Roberts et al., 

2009). From the outset the HBSC study has had a dual mission, to provide a monitoring 

tool for policy development alongside the development of robust adolescent health 

research (Roberts et al., 2009).  

Aims and objectives 

The core aim of the HBSC study is to obtain new insight into, and expand 

understanding of, the health and well-being of adolescents in their social context 

(Inchley et al., 2018). The study is made up of researchers and scientists from a variety 

of disciplinary backgrounds which promotes the inclusion of a diversity of conceptual 

and theoretical models and perspectives in the analysis and interpretation of study 

findings describing the health and health behaviours of adolescents. The HBSC study 

also seeks to inform and influence health promotion and education programmes, policy 

and practice targeted at young people, both nationally and internationally (Inchley et al., 

2018). 

As well as contributing to the national and international fields of adolescent health and 

well-being research, HBSC also strives to contribute to conceptual, theoretical and 

methodological development in the area and disseminate findings to relevant audiences 

while also strengthening the global network of experts in the field (Inchley et al., 2018).  

Conceptual framework 

The approach taken by the HBSC study is to gain a better understanding of how 

adolescents live in their specific social domains as well as in wider society and an 

insight into the important factors in these contexts that influence their behaviour (Aarø, 
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Wold, Kannas, & Rimpelä, 1986; Currie et al., 2009). The study’s conceptual 

perspective views health as more than simply the absence of illness or disease, but as 

both physical and psychological well-being, with an implicit interest in understanding 

how behaviour relates to health. The HBSC survey content reflects the study’s 

conceptual approach with health related behaviours and the psychosocial aspects of 

health constituting the main outcome measures, and personal and environmental 

lifestyle factors signifying key predictor variables. Demographic characteristics and the 

macrosocial context are also recognised as important influences on health in the 

conceptual approach of the study (Currie et al., 2009). 

Methods 

For every survey cycle, a standardised research protocol is produced which provides a 

theoretical framework for data collection and analysis procedures in line with the each 

of the research topics included in the study (Roberts et al., 2007). The HBSC 

international research network members collaborate on the development of this protocol 

with the aim of procuring reliable and comparable data, both cross-nationally and over 

time. The Research Protocol contains relevant information and instructions such as the 

study’s conceptual framework; scientific rationales for survey subject areas, 

international standard guidelines for questionnaire format and use, thorough 

methodology instructions (sampling, data collection, dataset preparation, network 

publication rules) (Roberts et al., 2009).  

The HBSC questionnaire format contains three levels of questions: mandatory core 

questions that are used to generate the international dataset; optional packages made up 

of topic specific questions; and country-specific items relevant to particular national 

issues of significance (Roberts et al., 2009). Questions included in the survey are 

routinely validated and piloted at national and international levels (Ravens-Sieberer et 

al., 2008; Young et al., 2016). Survey items include a variety of health-related 

behaviours and health indicators in addition to adolescent life contexts. The main survey 

includes questions on: demographic characteristics; social background and context, 

health behaviours and outcomes, and risk behaviours (Inchley et al., 2018; Roberts et 

al., 2009). 

Each country in the HBSC survey network collects data from school-going young 

people aged 11, 13 and 15 years in order to represent the different stages of the 
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adolescent period. Due to variation in the age groups included in corresponding grades 

of schools in the different countries, the sampling strategy used is dictated by each 

country with the aim of gathering a desired mean age of 11.5, 13.5 and 15.5 years for 

each of the three age groups (Inchley et al., 2018; Roberts et al., 2009). Countries may 

choose to stratify their samples to ensure representation by, for example, geography, 

ethnic group, and school type. Cluster sampling is undertaken using school class as the 

primary sampling unit (Groves et al., 2011; Roberts et al., 2009). In the majority of 

HBSC countries, surveys are delivered to schools and administered by class teachers, in 

some cases financial resources may support the provision of researchers to administer 

the questionnaires (Roberts et al., 2009).  

Research outputs 

Since its establishment in the early 1980’s, HBSC has disseminated important 

information on the lives and health of young people to a range of stakeholder groups, 

including policy makers and the scientific research community. The study has 

consistently produced survey reports at both national and international levels as well as 

many peer-reviewed journal articles, covering a wide range of topics, theoretical 

approaches and analysis methods (Currie et al., 2009) (see also http://www.hbsc.org/).  

  

http://www.hbsc.org/


  

298 

 

Appendix 2. Letter to schools (information sheet) for qualitative workshops 

 

Dear Principal, 

I am writing to invite your school to participate in a study about the context and 

circumstances of early sexual initiation among adolescents in Ireland. The research is 

part of a PhD study carried out within the Discipline of Health Promotion, School of 

Health Sciences in NUI Galway. Students from several regions in Ireland will be invited 

to participate in this study. The results will help us understand what behaviours and 

environments may be a factor in early sexual activity among teenagers in Ireland. This 

research can help to inform the development of policies, educational materials and 

initiatives to reduce premature engagement in sexual activity among the adolescent 

population. 

The study aims to collect data from students aged 15 to 17 years (Transition year to 

Leaving certificate). Invited students will be asked to take part in a participatory 

workshop, which would take approximately two class periods or up to an hour. The 

workshops will present participants with findings from a previously conducted national 

survey called the Health Behaviour in School-aged Children survey. This survey was 

carried out in over 200 schools in Ireland in 2014 as part of a larger World Health 

Organization study in 43 countries. Using participatory methods such as group 

discussion and brainstorming, participants will be asked their perspectives and feedback 

on the findings. The idea of the workshops is to allow adolescents to interpret the 

research findings themselves with the aim of providing more meaningful explanations 

for the results than an adult researcher.  

Findings covered in the activities will include measures of sexual behaviour and activity 

(age, contraceptive use, regret, alcohol or substance use) – specifically at first 

intercourse and the surrounding circumstances, but also more general health measures 

such as nutrition, physical activity, risk behaviours, general health, family life, school 

experience and peer engagement. The workshops will be confidential and students will 

Perspectives of Irish adolescents on existing 
sexual health behaviour research findings 
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be assured that their individual experience is not the focus of the study. Workshops will 

be audio recorded for recall purposes and the researchers will have full Garda clearance. 

If you agree to allow your school to participate in this study, information sheets will be 

sent to parents and written consent will be requested from them. To minimise the 

disruption to the school schedule, the researcher will verify the consent forms, explain 

the study to the students and carry out the workshops. Please note that the entire 

process is confidential. Your school’s involvement will not be publicised nor will it be 

possible to identify the school, class within it or any individual student. Participation in 

this research is voluntary. Please contact me if you have any queries about the study’s 

aims or procedures. Participants must be between the ages of 15 -17 years to take part 

in the study. 

I will contact you in the coming days to learn about your decision. If you decide to take 

part you are still free to withdraw at any time and without giving a reason. I do hope 

that you will agree to participate and assist us with this study. Many thanks for your 

time. 

Yours sincerely, 
 
Lorraine Burke, 
ENG 20153, 
Discipline of Health Promotion, 
School of Health Sciences, 
NUI Galway. 
l.burke2@nuigalway.ie 

 

If you have concerns about this study and wish to contact someone in confidence, you 
may contact: The Chairperson of the NUI Galway Research Ethics Committee, c/o 

Office of the Vice President for Research NUI Galway ethics@nuigalway.ie 

  

mailto:l.burke2@nuigalway.ie
mailto:ethics@nuigalway.ie
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Appendix 3. Letter to parents (information sheet for active consent) for qualitative 

workshops 

Dear Parent/Guardian, 

Thank you for taking the time to read this letter. My name is Lorraine Burke and I am a 

PhD student of Health Promotion in NUI Galway, under the supervision of Dr Colette 

Kelly and Professor Saoirse Nic Gabhainn. I am interested in how adolescents interpret 

existing information on early sexual initiation. This data was collected as part of the 

Health Behaviour in School-aged Children study 2014. This survey was carried out in over 

200 schools in Ireland as part of a larger World Health Organization study in 43 countries. 

I am writing to ask for your permission for your child to take part in this study, which will 

involve taking part in a participatory workshop during normal school hours.  

This research will help us understand more clearly the reality surrounding the context 

and circumstances of early sexual initiation among teenagers in Ireland. This is 

important because first sexual intercourse represents a major life event in the life course 

of most individuals. However, the timing of sexual initiation can also signify the start of 

unhealthy and risky sexual behaviours with implications for adolescents’ self-

perception, well-being, social status and later sexual health behaviours. I am interested 

in consulting with young people to understand adolescents’ health behaviours within 

the context of their own unique social experiences and from their own perspectives. 

This research can help to inform the development of policies, educational materials and 

initiatives to reduce premature engagement in sexual activity among the adolescent 

population. 

The workshops will present participants with findings from the 2014 Health Behaviour 

in School-aged Children (HBSC) survey. Using participatory methods such as group 

discussion and brainstorming, participants will be asked their perspectives and feedback 

on the findings. The idea of the workshops is to allow teenagers to interpret the research 

findings themselves with the aim of providing more meaningful explanations for the 

results than an adult researcher.  

Perspectives of Irish adolescents on existing 
sexual health behaviour research findings 
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Findings covered in the activities will include measures of sexual behaviour and activity  

(age, contraceptive use, regret, alcohol or substance use) – specifically at first 

intercourse and the surrounding circumstances, but also more general health measures 

such as risk behaviours, general health, school experience and peer engagement. 

Students will be assured that their individual experience is not the focus of the study. 

Workshops will be audio recorded for recall purposes and the researchers will have full 

Garda Clearance. All data collected will be kept CONFIDENTIAL by the researcher. The 

names of the students will NOT be attached to any materials. Parents or teachers will 

not see the workshop outputs. 

Participation in the study is voluntary and participants have a right to withdraw from the 

study at any time. The results of this research may be published in a professional journal, 

however findings will be reported in general terms to ensure that the schools and 

participants will not be identifiable. 

There are no known risks associated with participation in the study, however, in the case 

of any issues arising these will be dealt with in accordance with the schools own policies 

and child protection policies. There is no direct benefit from your child’s participation in 

this study. However, your child’s participation may benefit society by helping us 

understand what factors may possibly influence early sexual activity. 

If you do want your child to participate, please sign the attached consent form and ask 

your child to bring it into school in the coming days. Please note that participants must 

be between the ages of 15 -17 years to take part in the study. 

You can refuse your child’s participation without giving reasons. If I do not receive a form 

from you, your child will not be invited to participate. You can withdraw your consent at 

any time, by contacting me or the school. 

I hope that you will be happy for your child to take part in this research. If you have any 

queries about this study please do not hesitate to contact me. Thank you for your time. 

Yours Sincerely, 

Lorraine Burke 
Health Promotion Research Centre, 
Discipline of Health Promotion, 
School of Health Sciences, 
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NUI Galway. 
l.burke2@nuigalway.ie 

If you have concerns about this study and wish to contact someone in confidence, you 
may contact: The Chairperson of the NUI Galway Research Ethics Committee, c/o 

Office of the Vice President for Research NUI Galway ethics@nuigalway.ie 

mailto:l.burke2@nuigalway.ie
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 Parental Consent Form (Active consent) 

If you agree to your child’s participation in the above mentioned survey, please tick the 

appropriate boxes below and complete this form and return it to the school. 

If you do not agree to your child’s participation in the survey, you don’t have to do 

anything. 

I consent to my child’s participation in the above mentioned study. 

YES NO 

  

Child’s name:___________________________ 

Name of school and year of 

child:________________________________________________ 

Date: _______________ 

Parent’s name:_________________________________________ 

Parent’s signature:______________________________________ 

Space for any comments: 
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Appendix 4. Letter to participants (information sheet and consent form) for 

qualitative workshops 

Dear student, 

My name is Lorraine Burke and I am writing to invite you to take part in a study at your 

school. The study will help us to find out more about secondary school students’ 

perspectives on early sexual activity and related health behaviours and environmental 

influences. I would like to know more about how teenagers interpret and explain 

existing data from a previous survey carried out in Ireland in 2014.  

As part of this study you will be asked to take part in one participatory workshop in 

school, lasting about two class periods. This will require you to take part in activities 

such as group discussion and brainstorming. You will be presented with findings 

around early sexual activity and other related health behaviours, risk behaviours, peer 

engagement, family life and school experience. The purpose of the workshop is to 

record students own perspectives and feedback on this previously collected 

information and to try and understand these findings from the point of view of 

teenagers themselves. The workshop does not require you to refer to your own 

experiences or any personal information. I will facilitate the workshops and they will 

be voice recorded for research purposes. Your names will NOT be attached to any 

materials. Parents or teachers will not see or hear the answers. 

There are no known risks associated with participation in the study, however, in the 

case of any issues arising these will be dealt with in accordance with the schools own 

policies and children first. There is no direct benefit from your participation in this 

study. However, your participation may benefit society by helping us understand what 

factors may possibly influence early sexual activity. 

In order for you to participate I will need your parent/guardian to sign and return the 

attached consent form. You can refuse to participate without giving reasons. If you 

give consent, you will be free to leave the study at any time without giving a reason, by 

contacting me or your teacher. Please note that participants must be between the 

ages of 15 -17 years to take part in the study. 

Perspectives of Irish adolescents on existing 
sexual health behaviour research findings 
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I hope that you will be happy to take part in this study. If you have any questions about 

this study please feel free to contact me. Thank you for your time. 

Sincerely, 

Lorraine Burke, 
Health Promotion Research Centre, 
School of Health Sciences, 
NUI Galway. 
l.burke2@nuigalway.ie 

 
If you have concerns about this study 

and wish to contact someone in 
confidence, you may contact: The 

Chairperson of the NUI Galway 
Research Ethics Committee, c/o Office 
of the Vice President for Research NUI 

Galway ethics@nuigalway.ie

mailto:l.burke2@nuigalway.ie
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Participant consent form  

I have read the information provided regarding the study ‘The context and 

circumstances of early sexual initiation among adolescents in Ireland: 

Perspectives of Irish adolescents on existing research findings’. I have been 

given the opportunity to ask questions and all of my questions have been 

answered to my satisfaction. My signature below indicates that I have decided 

to participate having read the attached information. 

 

I consent to my participation in the above mentioned study. 
YES NO 

  

 

 

___________________________         ____________________       _____________ 

STUDENT’S NAME (please print)          STUDENT’S SIGNATURE         DATE 
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Appendix 5. Distress protocol for qualitative workshops 

Reporting of a Disclosure - Ethics Protocol  

The following is a procedural protocol for assisting participants who may become 

distressed while taking part in a participatory workshop for ‘The context and 

circumstances of early sexual initiation among adolescents in Ireland: Perspectives of 

Irish adolescents on existing research findings’ project. 

Where abuse is not necessarily disclosed but a researcher is otherwise concerned 

that a child is being abused, he or she must: 

(i) Inform the Designated Child Protection Officer about their concern immediately. 

The matter will be treated as an urgent priority 

(ii) Not take any further action or discuss the matter further with anyone else unless 

advised otherwise. 

The Protection for Persons Reporting Child Abuse Act, 1998 makes provision for the 

protection from civil liability of persons who have reported child abuse ‘reasonably and 

in good faith’. This protection applies to organisations as well as individuals. It is 

considered therefore that, in the first instance, it is organisations that employ staff or 

use volunteers that should assume responsibility for reporting child abuse to the 

appropriate authorities. 
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Appendix 6. Disclosure protocol for qualitative workshops 

Reporting of a Disclosure - Ethics Protocol  

The following is a procedural protocol for assisting participants who may become 

distressed while taking part in a participatory workshop for ‘The context and 

circumstances of early sexual initiation among adolescents in Ireland: Perspectives of 

Irish adolescents on existing research findings’ project. 

When abuse is disclosed to the researcher, he or she must: 

• Inform whoever has made the disclosure that the information cannot be kept 

completely confidential as it will have to be passed on to the appropriate authorities. 

• Listen carefully to what is being said and record the details in writing as soon as 

possible ensuring that the record is kept safe and secure 

• Inform the Designated Child Protection Officer about the disclosure immediately (not 

more than 24 hours afterwards). The matter will be treated as an urgent priority. 

• Not take any further action or discuss the matter further with anyone else unless 

advised otherwise. 

The person who made the original disclosure will be kept informed about the post-

disclosure process, so that they can be reassured about what to expect. Where an 

adult makes a disclosure of abuse that occurred during his or her childhood, that 

disclosure must also be reported to the Designated Child Protection Officer, as the 

alleged abuser may still pose a risk to children. 
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Appendix 7. Reporting of a concern protocol for qualitative workshops 

Reporting of a Concern - Ethics Protocol  

The following is a procedural protocol for assisting participants who may become 

distressed while taking part in a participatory workshop for ‘The context and 

circumstances of early sexual initiation among adolescents in Ireland: Perspectives of 

Irish adolescents on existing research findings’ project. 

Where abuse is not necessarily disclosed but a researcher is otherwise concerned 

that a child is being abused, he or she must: 

(i) Inform the Designated Child Protection Officer about their concern immediately. 

The matter will be treated as an urgent priority 

(ii) Not take any further action or discuss the matter further with anyone else unless 

advised otherwise. 

The Protection for Persons Reporting Child Abuse Act, 1998 makes provision for the 

protection from civil liability of persons who have reported child abuse ‘reasonably and 

in good faith’. This protection applies to organisations as well as individuals. It is 

considered therefore that, in the first instance, it is organisations that employ staff or 

use volunteers that should assume responsibility for reporting child abuse to the 

appropriate authorities. 
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Appendix 8. Guidelines for teachers carrying out the HBSC 2014 survey in the 

classroom 

                                                               

 

 
Guidelines for teachers carrying out the HBSC survey in the classroom 

Thank you for your help in conducting this survey. It is part of a larger World 
Health Organization collaborative study that will be conducted in 43 countries 
during this school year. HBSC was initiated in 1982 and is conducted every 4 
years. Ireland has been involved since 1998.  

The study is looking at health behaviours, lifestyles and their contexts amongst 
young people and how these may change over time.   

The survey is being conducted by the Health Promotion Research Centre, NUI 
Galway and funded by the Department of Health. The Department of Children 
and Youth Affairs also supports the study. Ethical approval has been obtained 
from NUI, Galway Research Ethics Committee. 

The following guidelines have been drawn up as part of a common procedure 
to be used by all participants in the survey. Please read them carefully before 
administering the questionnaire. Thank you. 

 
Conditions in classroom 

It is vital that students are not rushed, as this will affect the validity of their 

answers. Ideally the questionnaire should be completed in a normal classroom 

environment but under exam conditions, i.e. students should not be allowed 

to talk or be able to see each other’s answers. 

The time it takes for students to complete the questionnaire will vary. Following 
pilot studies, we estimate 30 minutes for mixed ability groups, depending on 
age. It is important that students requiring less time do not disturb other 
students who have not yet finished and so instructions should be given to carry 
on with other work after completing the questionnaire. Similarly, if some pupils 
are not participating in the survey, they should be given something else to do. 
 
Giving help 

The questionnaire is self-explanatory but students may still have problems 

completing it for one reason or another. Help should only be given if the problem 

is a straightforward practical one, e.g. whether to place a tick or a number in a 

box. If the request for help would mean interpreting a question or suggesting 

an answer for the student, then the student should be instructed to answer as 

best as he/she can or to answer the question as he/she understands it. If a 
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student does not understand a question at all, they should enter the ‘don’t know’ 

response if there is one, or write ‘I don’t understand’ next to the question. 
Information on the class 

Please complete the attached classroom information form giving details of the 

number of students present, the number absent and the reasons for absence 

where known. 

 
Instructions to students 

Students need to be assured of confidentiality and anonymity. They should 

seal the questionnaires themselves in the envelopes provided once they have 

finished. You may find the following text useful to read out at the beginning of 

the class. However you choose to explain the procedure, please stress the 

points in bold type. 
 

Our school is taking part in a study about the ways that young people live in 
Ireland. 

You will be asked to fill in a questionnaire, mostly by ticking the box that best 
fits your answer. Nobody at the school, including me, or at home will see 
your answers.  Don’t write your name on the questionnaire. When you 
have filled it in, put the questionnaire in the envelope and seal it. The 
questionnaires will then be sent back to the researchers at NUI, Galway. 

The same questions are being asked of young people from many different 
countries with different ways of life, so some of the questions may seem 
a bit unusual to you. 

Before you start, read the instructions on the first page carefully. Answer 
the questions as honestly as you can but don’t spend too much time on each 
question.  You should not talk to each other until everyone has finished. 
Remember that it is your own opinion that is of interest and not that of anyone 
else. Although there will be no talking, the questionnaire is not a test and 
there are no right or wrong answers. When you have finished, please read 
a book or get on with your own work quietly. You can start now. 
 

 
When all pupils have finished and have sealed their blank envelopes, the 
envelopes need to be collected and placed into the large freepost 
envelope(s), along with the classroom information forms and any unused 
questionnaires. These should be given back to the school co-ordinator for 
return to NUI, Galway. 
 
Additional information for students: 
 
Please can you remind students that a list of useful contacts and websites on 
health issues can be found on the information sheet that was given to them 
before the day of the survey. 

 
THANK YOU FOR YOUR HELP!  
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Appendix 9. HBSC Ireland 2014 Questionnaire for 2nd-5th year students  
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Appendix 10. Workshop materials – worksheet example 

Is this surprising? Why? 

 

 

 

Why might this be? 

 

 

 

Why might this be specific to those who had sex early? 

 

 

 

Is it important to know this? 

 

 

 

Should anything be done about it? Recommendations? 
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Appendix 11. Workshop materials – findings presented in workshops from 

quantitative phases of the study11 

 

 

 

 

                                                 
11 Some numbers may vary slightly to analysis outputs in results chapter due to updates in the analysis. 
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Appendix 12: Peer-reviewed journal article based on phase one 
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Appendix 13. Bivariate associations between study variables, for boys (bottom left), and girls (top right) 

 ASI SC TC AD RBI RTS RS SE ST NH URL PPS DCI SRH UFC PA HFC FS FC EF DF FF MF FAMS FAMC FIH HSL 

ASI   .05 -.2 .08 -.38 -.21 -.08 -.15 .15 -.15 .16 .2 .1 .18 -.21 .01 .14 -.03 -.03 -.11 -.05 .08 -.08 .1 -.13 .20* .07 

SC .15  -.08 .03 -.11 -.02 -.11 -.08 .14 -.07 .18* .09 .13 .11 -.25 .08 .24 .06 -.12 -.08 -.06 .02 .05 -.01 .02 .20* .06 

TC -.13 .01   .51 .64 .36 .21 .3 .27 .18 .25 -.29 .27 .42*** .16 -.12 -.11 -.04 .08 .16 .13 -.07 .19 -.17 .25 .28 -.29 

AD -.05 .12 .53  .46 .23 .12 .19 .25 .1 .21 -.15 .25 .19 .02 -.06 -.04 .05 -.02 .19 .11 .1 .15 -.05 .16 .18 -.17 

RBI -.17 -.04 .57 .45   .37 .23 .32 .23** .22 .21* -.26 .14 .24** .18 -.09 -.17 -.04 .1 .23 .12 -.03 .17 -.15 .25 .18 -.24 

RTS -.13 -.08 .25 .20 .31  .51 .56 .22 .32 .19 -.35 .24 .23** .17 -.14 -.12 0 .13 .11 .04 -.04 .07 -.17 .36 .2 -.37 

RS .02 -.04 .10 .13 .15 .38   .45 .24* .28 .2 -.33 .2 .23 .13 -.07 -.11 -.04 .18 .04 .02 -.1 -.03 -.09 .28 .17 -.31 

SE -.08 .03 .26 .22 .33 .48 .33  .25** .27 .18 -.28 .13 .23 .17 -.05 -.15 .1 .02 .12 .11 .06 .03 -.07 .2 .22 -.24 

ST .13 .15 .27 .15 .21* .26 .14 .11   .15 .02** .29 1 .33 .23* .26 .26 .19 .16 .13 .12 .13 .06 .24 .26 .77 .2 

NH -.15 -.20 .14 .10 .12 .23 .22 .16 .17  .23* -.4 .15 .24* .18 -.1 -.09 -.06 .15 .07 .03 -.17 -.06 -.16 .3 .15 -.38 

URL .17 .18* .28 .31* .13 .23 .20 .21 .45 .30***   .24 .37 .83 .25 .22 .17 .22 .17 .22** .14 .06 .08 .21 .21 .06* .21 

PPS .12 .11 -.18 -.18 -.25 -.24 -.18 -.19 .26 -.23 .26  .3 .46*** -.15 .09 .04 .06 -.23 -.01 -.01 .14 -.04 .2 -.37 .28 .58 

DCI .15 .12 .29 .26 .17 .23 .14 .17 .51 .21 .82 .29   .01** .27 .23 .21 .21 .17 .09 .08 .09 .08 .25 .22 .09 .16 

SRH .11 .15 .33* .30* .23** .40*** .30** .22 .55 .28** .69 .43*** .14  .27 .25 .2 .23 .24* .1 .1 .09 .06 .28 .33** .01** .40*** 

UFC -.05 -.10 .13 .10 .16 .11 .01 .07 .22 .12 .23 -.12 .26 .30   -.18 -.31 -.07 .06 .2 .13 -.05 .05 -.08 .07 .34* -.06 

PA .04 .03 -.19 -.03 -.13 -.13 -.03 -.09 .22 -.12 .27* .16 .26 .41*** -.11  .31 .03 -.07 .03 .11 .08 .09 .03 -.17 .22 .13 

HFC .03 .06 -.07 .00 -.10 -.05 -.02 -.05 .16 -.12 .22 .16 .19 .27* .00 .24   .02 0 -.13 -.12 -.03 -.09 -.03 -.09 .2 -.01 

FS .15 .07 -.01 -.01 -.07 -.14 -.01 .01 .14 -.12 .27 .11 .29 .28 .05 .07 .06  -.23 .14 .13 .09 .06 .47 -.05 .29 .04 

FC -.10 -.08 .01 .01 .03 .25 .20 .15 .14 .23 .16 -.12 .22 .25* .00 -.10 .07 -.23   -.19 -.19 -.19 -.34 -.16 .34 .16 -.3 

EF -.14 -.14 .17 .13 .12 .08 -.05 .10 .16 .03 .16 -.03 .15 .20* .20 .12 .04 .11 -.05  .57 .04 .24 .04 -.03 .17 -.01 

DF -.12 -.04 .02 -.04 .04 -.04 -.10 .03 .07 -.05 .16 .09 .13 .13 .13 .14 -.01 .14 -.15 .67   .07 .2 .08 -.11 .08 .09 

FF .09 .13 -.04 -.01 -.04 -.05 -.04 .06 .08 -.26 .06 .08 .07 .11 -.01 .07 .06 .09 -.12 .12 .17  .33 .07 -.13 .04 .16 

MF .20 .26 -.04 -.02 -.01 -.01 .02 .06 .02 -.25 .10 .14 .12 .21*** -.01 .14 -.01 .13 -.19 .12 .18 .45   -.02 -.06 .04 -.02 

FAMS .22 .14 -.13 -.05 -.15 -.20 -.02 .00 .25 -.13 .29 .18 .29 .32* -.03 .06 .03 .44 -.15 .07 .15 .10 .20  -.35 .25 .14 

FAMC -.07 -.11 .11 .06 .12 .32 .16 .29 .24 .29 .29* -.17 .14 .22 .03 -.11 -.04 -.09 .37 -.01 -.16 -.06 -.06 -.24  .23 -.47 

FIH .18 .22** .31 .29* .17 .25 .17 .18 .19 .20 .04* .31 .44 .01** .31 .22 .20 .27 .25 .26 .14 .13 .19 .29 .30  .27 

HSL .14 .10 -.27 -.20 -.28 -.43 -.32 -.31 .27* -.39 .19 .45 .17 .50*** -.02 .22 .06 .22 -.31 .02 .11 .09 .12 .19 -.25 .25   

* p <.05; ** p <.01; *** p <.001
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Appendix 14: Statement of involvement in 2014 Health Behaviour in School-aged 

Children Ireland study 

Prior to beginning my PhD I was employed as a research assistant on the Irish Health 

Behaviour in School-aged Children (HBSC) study for 2 years. During this time I 

collaborated in numerous elements of the study including: piloting and pretesting, 

survey item selection, preparation of survey materials, recruiting schools, data 

preparation and cleaning, and statistical analysis and write up. Specifically relevant to 

this PhD I was jointly responsible for testing new measures for the 2014 survey, 

including the first sex items employed in the current study.  

Throughout my time as a member of the HBSC Ireland team I have also collaborated 

with international colleagues and in my role as a member of the Sexual Health Focus 

Group I have contributed to the international protocol for the sexual health measures of 

the HBSC study (Currie et al., 2014). During my time as a research assistant I also 

facilitated participatory research approaches in order for children and adolescents to 

design survey questions, the finalised versions of which were included in the 2014 

questionnaire.   

 


