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Abstract  

Background 

Little is known about the post arrival sexual health related issues affecting young 

refugee background Australians and how they interact with their parents, partners, and 

peers regarding these culturally sensitive topics.  Without an understanding of what 

influences their knowledge, attitudes and beliefs, sexual decision making, and 

behavioural intent, it is difficult to determine this group’s sexual health needs.  

Purpose 

The purpose of this study was to explore and describe the sexual health knowledge, 

attitudes and beliefs, and behaviour of the 16-24 year old Queensland Sudanese 

community members.  This research also explored the broader Queensland Sudanese 

community’s attitudes and beliefs and the intergenerational factors perceived to be 

influencing sexual health literacy, patterns of behaviour, and health service utilisation.  

Method 

This descriptive research was conducted using a four phase convergent parallel mixed 

methods design.  Extensive community consultation was undertaken during Phase 1 

Project conceptualisation; Phase 2 Pilot study assessed the feasibility of the proposed 

research process; Phase 3 involved concurrent data collection and analysis from three 

equally weighted parallel strands; and Phase 4 the convergence and interpretation of 

Phase 3 data.  The Phase 3 parallel strands included: (i) a written survey with 16-24 year 

old community members; (ii) interviews with a sub-sample of the survey participants; 

and (iii) five community focus group discussions (FGD) with adults.  The National 

Survey of Australian Secondary Students and Sexual Health (NSASSSH) tool was 

adapted for use in this study.  Descriptive, correlational, and Multivariate Analysis of 

Variance statistics were used to analyse the survey data.  Following separate concurrent 

thematic analysis of the qualitative data, the convergence and triangulation of strand 

data were conducted, without transformation, via a process of comparing and 

contrasting the independent findings.   
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Results 

Participants (N = 248) were from a range of predominantly Southern Sudanese ethnic 

groups.  Analysis of the survey data (n = 229) revealed the 16-24 year old participants’ 

knowledge of sexually transmissible infections and HIV (p < .001) was significantly 

higher if they had lived in Australia for seven or more years, and females reported 

significantly higher STI and HIV knowledge levels compared to male participants (p < 

.001).  The majority had sought sexual health information (61.1%); however, STI and 

HIV knowledge levels were low in comparison to the NSASSSH cohort.  Most young 

people were confident talking to their partners about sex (72.1%), though notably less 

so with their parents (27.9%).  The mean sexual risk behaviour subscale score indicated 

a low level of risk associated with self-reported sexual behaviour.  However, there was 

evidence of behaviours shown to increase sexual risk such as inconsistent condom use 

and low rates of other methods of contraception.  Of the 61.1% who self-reported they 

had experienced sex, 3.1% reported an STI diagnosis, 9.0% reported sex leading to 

pregnancy, 33.1% reported unwanted sexual experiences, and 32.9% reported they had 

engaged in anal sex in the last 12 months.  Qualitative data indicated that traditional 

cultural beliefs continued to influence participants’ attitudes, risk perception, and 

patterns of behaviour such as condom use and talking about sex.  Convergence of 

interview (n = 11) and FGD (n = 19) data indicated the perceived freedom of Australian 

youth and their ‘open’ attitude to talking about sex were thought to have a strong 

influence on young people’s sexual behaviour and traditional parenting roles.  All 

participants agreed changing attitudes and behaviours were creating intergenerational 

conflict.  There was intergenerational support for parents and young people to develop 

the skills and willingness to talk about sexual health and to have access to sexual health 

information early post arrival. 

Implications for Practice, Education, and Research 

The sexual behaviour of this study’s 16-24 years old participants is similar to that of 

their contemporary Australian secondary school peers.  However, these results suggest 

this group of young people is sexually vulnerable in terms of their poor knowledge and 

intergenerational cultural discord.  The need to develop, implement, and evaluate 

culturally informed models of sexual health care and interventions early within the 
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resettlement experience that are appropriate to the social, cultural, and environmental 

needs of the young people and broader Queensland Sudanese community is clear.  

Conclusion 

This study successfully explored the sexual health knowledge, attitudes, and beliefs of 

the Queensland Sudanese communities in a culturally sensitive and safe manner.  

Conducting this research in partnership with the community addressed the challenges 

associated with conducting sensitive research with a vulnerable community.  Few 

researchers have addressed the sexual health and behaviours of refugee background 

youth in Australia, particularly from the perspective of one specific collective cultural 

target community.  Consequently, this research makes a unique contribution to the 

existing body of sexual health literature by providing clinicians, policy makers, 

researchers, and the community with a meaningful intergenerational understanding of 

the determinants perceived to be influencing the young people’s sexual decision making 

and behaviours.   
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Glossary  

Attitude  An individual’s settled opinion or way of thinking or feeling about a 

fact, situation, and/or behaviour formed by their personal positive or 

negative opinion, appraisal, judgement, or evaluation of the issue, 

behaviour, or situation and their belief that it will lead to a specific 

outcome which can impact on that individual’s behaviour towards 

someone or something (Ajzen & Fishbein, 1980; Albarracín, 

Johnson, Fishbein, & Muellerleile, 2001).  

Beliefs Feelings, thoughts, or opinions that an individual holds as true.  An 

individual’s acceptance or conviction that a statement or belief is 

true or factual is influenced by factors such as that individual’s level 

of knowledge, understanding, and attitude as well as external factors 

such as religion, culture, and perceived social norms (Ajzen & 

Fishbein, 1980). 

Knowledge Information, understanding, and skills gained through education or 

experience.  An individual’s knowledge or lack of knowledge will 

influence their perception and understanding, and assist in forming 

that individual’s attitudes or belief (Hargreaves, 2002; Noar, 2007a, 

2007b).   

Gender In this thesis, ‘Gender’ was used to group the male and female 

participants when presenting statistical data.  The words ‘sex’ and 

‘gender’ are commonly used interchangeably when referring to 

males and females, however, the principal researcher recognises the 

distinction between a person’s biological ‘sex’ (i.e. the physical 

state of being male, female or intersex) and their socioculturally 

constructed gender roles, behaviours, activities, and attributes 

(WHO, 2014).   
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Migrant A person who has freely immigrated or relocated to a new country 

for purposes of personal want, convenience, or to improve their life 

(Ethnic Communities Council Queensland, 2008; UNESCO, 2012).  

The Australian Bureau of Statistics defines a migrant as a person 

who was born overseas and has obtained permanent Australian 

resident status prior to or after their arrival (Australian Bureau of 

Statistics, 2007b).  The decision to migrate is not related to external 

compelling factors such as in the case of refugees. 

Negative sexual 

health outcome 

or consequence 

Any situation perceived as negative or undesired that arises from 

sexual activity such as acquiring an STI, HIV, and/or experiencing 

an unplanned pregnancy.   

Older 

participants 

‘Older participants’ has been used in this thesis when referring to 

the community focus group discussion (FGD) participants.  

Queensland 

Sudanese 

Community 

‘Queensland Sudanese community’ has been used when defining 

the target population throughout this thesis.  However, it is 

important to acknowledge this community may identify as a 

collection of sub-communities due to the diverse array of ethnic, 

religious, tribal, linguistic, and regional affiliations that make up the 

complex social structures of these countries (Jensen & Westoby, 

2008; Moro, 2004) and the 2011 separation of this region into two 

independent nations - the Republic of  Sudan and South Sudan (P. 

M. Holt & Daly, 2011; Moszynski, 2011; Rai, Ramadhan, & 

Tulchinsky, 2012) . 

Refugee  According to Article 1 of the United Nations Convention Relating 

to the Status of Refugees (1951), the United Nations High 

Commissioner for Refugees (UNHCR) defines a refugee as ‘any 

person who owing to well-founded fear of being persecuted for 

reasons of race, religion, nationality, membership of a particular 

social group or political opinion, is outside the country of his/her 

nationality and is unable or, owing to such fear, is unwilling to 



 

xxi 

 

avail himself/herself of the protection of that country; or who, not 

having a nationality and being outside the country of his/her former 

habitual residence as a result of such events, is unable or, owing to 

such fear, is unwilling to return to it’ (UNHCR, 1992, 2007).  The 

assessment of an individual to determine refugee status is governed 

by the 1951 Convention and the 1967 Protocol relating to the Status 

of Refugees and is the responsibility of the government to which the 

refugee applies for recognition of refugee status.   

Refugee 

background 

community / 

young people  

In this thesis ‘refugee background’ is used when referring to an 

individual or community who has settled in Australia following 

their refugee journey experience.  Continued use of ‘refugee’ as a 

label or collective grouping post resettlement for people from a 

refugee background can create feelings of isolation and not 

belonging within the Australian community; an increased sense of 

vulnerability and stigmatisation; and generalisation of pre- and post 

arrival experiences (Nunn, 2011).  

Sexual 

behaviour 

‘Sexual’ pertains to any connection with the term ‘sex’ and can 

apply to the anatomical, psychological, or physical aspects of sex 

(Wehmeier, 2007).  ‘Behaviour’ is defined as the way that a human 

being acts or performs in a particular situation or context.  

Therefore ‘sexual behaviour’ refers to how an individual acts or 

performs in relation to any aspects of sex or sexual activity.  

Sexual health The World Health Organisation (WHO) (1975) defines ‘sexual 

health’ as “…the integration of the somatic, emotional, intellectual, 

and social aspects of the sexual being…” (World Health 

Organisation [WHO], 1975, p. 6).  This definition acknowledges 

that sexual health incorporates the interaction of biological, 

psychological, cognitive, social, political, cultural, ethical, legal, 

historical, religious, and spiritual factors and is more than just 

absence of sexually transmissible infections (WHO, 2006).  
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Sexual health 

literacy  

The knowledge, skill, and ability required to understand and to use 

information in order to make sound sexual health and staying 

healthy related decisions in the context of everyday life. 

Sexual 

wellbeing 

A state of being or doing well in relation to sexual health including 

psychological, social, and physical aspects of wellbeing. 

Sexual risk 

behaviour  

‘Risk’ can relate to any behaviour or situation that is associated with 

a negative consequence or detrimental outcome (Wehmeier, 2007).  

‘Sexual risk behaviour’ is defined as any behaviour relating to 

sexual activity that, when performed, may result in a negative 

sexual health outcome or consequence such as an STI.   

Strand ‘Strand’ refers to the independent parallel quantitative and 

qualitative approaches (from conceptualisation to data collection 

and analysis) incorporated into this mixed methods study (Creswell 

& Plano-Clark, 2011; Teddlie & Tashakkori, 2009).  

Sudanese For the purposes of this study ‘Sudanese’ refers to a native, 

national, or inhabitant of the Republic of the Sudan or the 

independent nation of South Sudan; or a person who is a descendant 

of a native, national, or inhabitant of the Republic of the Sudan or 

the independent nation of South Sudan. 

Young people  The Australian Bureau of Statistics (ABS) uses the age breakdown 

of 0-14 to define children and 16-24 for youth (Australian Bureau of 

Statistics, 2007c) for purposes of statistical reporting. In this thesis, 

young people, youth, or younger participants are used 

interchangeably when referring to the 16-24 year old participants.   

 

  



 

xxiii 

 

Conference Presentations  

1. Dean, J., Mitchell, M., Stewart, D., Wollin, J., & Debattista, J. (23-25 October, 

2013).  Intergenerational differences in sexual health knowledge among the 

Queensland Sudanese and South Sudanese communities.  Australasian Sexual 

Health Conference: Darwin, Australia.  (Awarded the 2013 Australasian Sexual 

Health & HIV Nurses Association Kendra Sundquist Best Poster Award)  

 

2. Dean, J., Wollin, J., Stewart, D., & Debattista, J. (17-19 August, 2009).  What are 

the young members of Sudanese communities of Queensland thinking and doing in 

regards to their Sexual Health?  4
th

 International Collaboration for Community 

Health Nursing Research (ICCHNR) - Health in Transition Researching for the 

Future: Adelaide, South Australia. 

 

3. Dean, J., Wollin, J., Stewart, D., & Debattista, J. (May, 2009). Sexual health 

knowledge, attitudes, and beliefs of the Sudanese communities of Queensland.  

Queensland Health, Annual Sexual Health, and HIV Clinicians Meeting Research 

Forum: Brisbane, Australia. 

 

4. Dean, J., Wollin, J., Stewart, D., & Debattista, J. (November, 2008).  Exploring the 

sexual health knowledge, attitudes, and beliefs of the Sudanese communities of 

Queensland: What are the young community members thinking and doing?  

Queensland Integrated Refugee Community Health Clinic (QIRCH), Inaugural 

National Refugee Primary Health Conference, Caring Nationally: Brisbane, 

Australia. 

  



 

xxiv 

 

Publications  

1. Dean, J., Wollin, J., Stewart, D., Debattista, J. & Mitchell, M. (2012).  Hidden yet 

visible: methodological challenges researching sexual health in Sudanese refugee 

communities.  Culture, Health and Sexuality, 14(8), pp 911-924.  doi: 

10.1080/13691058.2012.709639 

  



 

xxv 

 

Acknowledgement of Papers Included in this Thesis 

Included in this thesis is one paper in Chapter 2 that was co-authored with my 

supervisors.  My contribution to this co-authored paper is outlined at the front of the 

relevant chapter.  The bibliographic details for this paper including all authors are: 

Dean, J., Wollin, J., Stewart, D., Debattista, J. & Mitchell, M. (2012).  Hidden yet 

visible: methodological challenges researching sexual health in Sudanese refugee 

communities.  Culture, Health and Sexuality, 14(8), pp 911-924.  doi: 

10.1080/13691058.2012.709639 

Appropriate acknowledgements of those who contributed to the research but did not 

qualify as authors are included in the paper.   

Copyright status of the paper: In accordance with the Taylor & Francis Copyright 

Agreement, the authors have retained the right to include this article in a thesis provided 

that acknowledgment of prior publication in the journal is made explicit and the thesis 

or dissertation is not to be published commercially.  For more information see 

http://journalauthors.tandf.co.uk/copyright/assignmentAndYourRights.asp  

(Signed)  _________________________________ (Date) ______________ 

Student: Judith Dean 

(Countersigned)  ___________________________ (Date) ______________ 

Supervisor: Assoc. Professor Marion Mitchell  

(Countersigned)  ___________________________ (Date) ______________ 

Supervisor: Professor Donald Stewart  

(Countersigned)  ___________________________ (Date) ______________ 

Supervisor: Professor Judy Wollin  

(Countersigned)  ___________________________ (Date) ______________ 

Supervisor: Dr Joseph Debattista  

http://journalauthors.tandf.co.uk/copyright/assignmentAndYourRights.asp


 

xxvi 

 

  



 

xxvii 

 

Acknowledgements  

It is my great pleasure to acknowledge all those who have given me help and support 

during my PhD journey.  Firstly, I gratefully acknowledge the members of the 

Queensland Sudanese and South Sudanese communities who supported and took part in 

the research.  Without their generous participation and willingness to share their stories 

this research would not have been possible.  The tremendous assistance and cultural 

guidance provided by the Reference Group is also acknowledged.  The peer recruiters 

worked tirelessly to make sure as many young people as possible had the opportunity to 

have their voice in this research.  Thank you Sanyu and Johnson.  

Secondly, I would also like to acknowledge the community organisations that assisted 

in organising consultation events, venues for meetings, and encouraging widespread 

participation amongst their clients, family, and social networks.  The National Survey of 

Australian Secondary Students and Sexual Health research team are also gratefully 

acknowledged for their willingness to share their data collection tool.  

This research was conducted in partnership with the Ethnic Communities Council of 

Queensland.  The never ending support of the ECCQ team, with particular thanks to 

Zhihong Gu and the ECCQ bilingual workers, along with the initial seeding fund 

($3,000) provided to get this study off the ground, ensured this research was a success.  

This study was further funded by a Novice Researcher Grant from the Queensland 

Nursing Council ($9,965) and the Centaur Memorial Fund for Nurses Scholarship for 

Research leading to a Doctor of Philosophy or Professional Doctorate ($15,000). 

The contribution of the researcher’s PhD supervisors, Associate Professor Marion 

Mitchell, Professor Donald Stewart, Professor Judy Wollin, and Dr Joseph Debattista 

can also not be forgotten.  Without your support, guidance, and encouragement this 

thesis would not have been completed.   

Lastly but definitely not least, I dedicate this thesis to my partner Darryn (Dr Daz), 

Mum and Dad, Bruce, and other family, friends, and colleagues, who made this 

endeavour possible.  Thank you for your understanding and unwavering support – we 

made it!  



 

xxviii 

 

  



 

1 

Chapter 1 Introduction  

1.1 Introduction 

There has been limited research conducted in Australia regarding the sexual health and 

wellbeing of communities with a refugee background.  Lack of research in this area has 

contributed to poor understanding and a limited awareness of the sexual health literacy, 

needs, and priorities of these communities.  Anecdotal evidence, gathered during formal 

and informal consultations with the Queensland Sudanese communities, suggests there 

are inconsistencies between the young people’s sexual health related attitudes and 

behaviours and what their parents perceived to be happening and/or thought should be 

happening.  This discrepancy, combined with the lack of research addressing the sexual 

health knowledge, attitudes, and behaviours of this community, led to the development 

of this research. 

This introductory chapter presents a background discussion of the target population’s 

journey to Australia, including a short history of Sudan with the emergence of South 

Sudan as an independent nation in 2011, Australia’s Humanitarian Program, and a brief 

description of how migration affects one’s health and wellbeing.  Building 

understanding of this community’s background and how this influences their health and 

wellbeing provides the foundation to support the significance and justification of the 

research.  The chapter will continue with an overview of the research aims, along with 

the methodological approach and theoretical framework underpinning this mixed 

methods exploration of sexual health knowledge, attitudes, beliefs, and behaviours of 

the Queensland Sudanese community.    

1.2 Background 

1.2.1 History of Sudan 

Until 2011, the Democratic Republic of the Sudan was the largest African country with 

one of the most complex, heterogeneous, social, and cultural webs of ethnic and tribal 

affiliations and religious differences (Rogier, 2005).  With over 50 ethnic groups and 

140 different languages spoken (Kizito, 2001), Sudan was historically described as two 

distinct regions and cultural groups (Commonwealth of Australia, 2007; P. M. Holt & 

Daly, 2011; Migrant Resource Centre, 2006; Williams, 2003):  The northern region 
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being populated by people of Arabic Nubian descent and the Arabic-Sudanese Creole 

speaking black Africans, and the southern regions being predominantly non-Arabic 

speaking black sub-Saharan Africans.  This diverse array of ethnic, religious, tribal, and 

regional affiliations is one of the factors contributing to this region’s complex social and 

political history, including prolonged periods of conflict and civil unrest (Cassity & 

Gow, 2005; Kizito, 2001; Moro, 2004; Rogier, 2005).  Extreme poverty and persecution 

of people in the south have occurred as a result of this unrest and the prolonged 

dominance by the northern regions of Sudan.  During one of these prolonged periods of 

civil unrest commencing in the 1950s, it is estimated that one to two million people 

were killed and over four million people displaced, with a significant proportion of the 

world’s refugees seeking resettlement in recent years originating from this region, in 

particular the southern Sudanese tribal affiliations (Kizito, 2001; Rogier, 2005).  

The 2005 Comprehensive Peace Agreement and the 2011 South Sudan Referendum, 

which resulted in the Democratic Republic of the Sudan being recognised as two 

separated sovereign nations, the Republic of the Sudan and the independent nation of 

South Sudan, brought hope for stability in this region (P. M. Holt & Daly, 2011; 

Moszynski, 2011; Rai et al., 2012).  Nonetheless, this region continues to experience the 

aftermath of prolonged civil unrest, genocide, famine, and displacement of people, and 

the political and humanitarian situation remains unstable with escalating unrest and 

violence in South Sudan (Moszynski, 2011; Wakabi, 2011).  This ongoing instability 

has resulted in infrastructures that are chronically ineffective, with large numbers of 

internally displaced persons or refugees continuing to seek settlement in countries such 

as Australia.  

This long and ongoing history of civil conflict means that refugees from this region 

have endured protracted periods of forced migration and experiences of trauma and 

torture, persecution, gender violence and abuse, family separation, and loss of social 

and cultural supports (Cassity & Gow, 2005; M. Harris & Zwar, 2005). In some cases, 

due to the length of conflict, Sudanese background youth have never known life without 

unrest and the range of experiences that accompany forced migration (Tempany, 2009).  

Prolonged experiences of forced migration have led to this group having distinctly 

different settlement and health needs post arrival in Australia compared to other refugee 

groups (Cassity & Gow, 2005; Dhanji, 2009).  
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1.2.2 Australia’s humanitarian program 

Australia has a long history of supporting the humanitarian needs of refugees and 

others.  This includes an obligation under the Refugee Convention to support 

international policy, offshore development programs, plus protection and resettlement 

of refugees and displaced people under well-established Migration and Humanitarian 

programs (Australian Government, 2009, 2011, 2013).  People from African nations 

have long been considered a priority for resettlement in Australia under the Australian 

Humanitarian Program (Australian Government, 2009, 2011; Commonwealth of 

Australia, 2005) with the Australian Sudanese community being one of the fastest and 

largest growing new arrival communities since the early 2000s (Commonwealth of 

Australia, 2013b).   

It was hoped that the 2005 Comprehensive Peace Agreement and the 2011 South Sudan 

Referendum would result in a significant decline in offshore Humanitarian Visa 

Program Sudanese arrival numbers (Commonwealth of Australia, 2005, 2007).  While 

numbers have reduced in recent years (Australian Government, 2013), the internal 

unrest continues (Wakabi, 2011) and people from this region remain one of the top 10 

nationalities being granted offshore visas under Australia’s Humanitarian Program 

(Australian Government, 2013; Commonwealth of Australia, 2013b).   

1.2.3 Migration, health, and wellbeing    

Migrants, those who choose to immigrate to another country, often have better health 

compared to the general population of their host country (Anikeeva et al., 2010).  

However, forced migration and prolonged periods living in refugee camps can have a 

marked impact on physical and mental health, resulting in a complex range of 

vulnerabilities and health needs (Kizito, 2001; Shier, Engstrom, & Graham, 2011), 

including a well-established association with increased sexual vulnerability and risk of 

negative sexual health outcomes (Blake, Ledsky, Goodenow, & O'Donnell, 2001; 

McGinn, 2000; McGinn, Purdin, Krause, & Jones, 2001; WHO, 2000).  Higher rates of 

complex health issues, including increased prevalence of infectious diseases such as 

hepatitis B, syphilis, and tuberculosis, have been detected in Australian refugee arrivals 

compared to other migrant groups and the general population (D. Johnson, 2007; Martin 

& Mak, 2006).  Despite these findings, a Victorian study (56.6% of participants were 
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new arrivals from Sudan) found large numbers of the participants were not sufficiently 

screened on arrival for infectious diseases (Tiong, 2006; Tiong et al., 2006).  This lack 

of routine screening could pose a potential public health risk to Australian.  

Despite the growth of African background communities in Australia, there continues to 

be a dearth of evidence on how best to cater to the health needs of this heterogeneous 

group of migrant and refugee settlers (O. Davidson, Fenton, & Mahtani, 2002; Tiong, 

2006).  A general lack of knowledge and understanding of their differing health related 

sociocultural normative beliefs means service providers are often inadequately prepared 

to cope with this group’s diversity of needs.  This is particularly evident in the sexual 

health care setting where models of care are often culturally inappropriate and 

ineffective in meeting the client needs (O. Davidson et al., 2002; Palak, 2005).  Sexual 

health has been identified as one of the key areas of concern for African Australians, 

however, a lack of knowledge and awareness of this group’s sexual health status has 

been cited as a major contributing factors to poor health outcomes for this community 

post arrival in Australia (Australian Human Rights Commission, 2010a).  

1.3 Significance and Justification of the Research 

The study seeks to address the lack of understanding and awareness of the sexual health 

knowledge, attitudes, and beliefs of the Queensland Sudanese community and 

associated patterns of behaviour among the 16-24 year old community members.  An 

understanding of these factors is essential in order to develop and implement 

appropriate services and to achieve optimal sexual health and wellbeing for this 

community. 

Sexual health is an issue that affects the whole of society, however, young people and 

other vulnerable subgroups, such as those who have experienced forced migration, are 

disproportionately affected by negative sexual health outcomes such as sexually 

transmissible infections (STI) and Human Immunodeficiency Virus (HIV) (Aguti & 

Tibyampasha, 2002, July; Couch, Dowsett, Dutertre, Keys, & Pitts, 2006; Hallman, 

2004; Keys et al., 2008; McGinn, 2000; McGinn et al., 2001; Morris, 2005; Tompkins, 

Smith, Jones, & Swundell, 2006).  It is well established that forced migration is 

associated with sexual health vulnerabilities and increased risk of negative sexual health 
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outcomes (McGinn, 2000; McGinn et al., 2001; Reproductive Health Response in 

Crises Consortium, 2010; WHO, 2000).  Despite this, there is scant research addressing 

the sexual health and wellbeing of migrant and refugee communities in their new 

settlement country including Australia (Hoffman et al., 2011; McMichael & Gifford, 

2009, 2010; Tompkins et al., 2006; Zhou, 2012).  

Historically, sexual health related research focused on STI biological factors and 

prevalence (Fenton, Johnson, McManus, & Erens, 2001).  Understanding the dynamics 

of STI transmission trends and disease patterns is important; however, focusing solely 

on this aspect has often been to the detriment of the individual’s and the broader 

community’s sexual health and wellbeing (Wellings & Cleland, 2001).  In order to 

prevent STI, HIV, and other negative sexual health outcomes such as unplanned 

pregnancy, a broader contextualised understanding of the determinants that influence an 

individual’s sexual decision making and behavioural intent is needed (Fishbein, 2000).  

Identifying and understanding determinants of behaviour, such as knowledge, attitudes 

and beliefs, and an individual’s sociocultural context, develops understanding of the 

factors that influence STI transmission and disease patterns.  Intergenerational 

exploration of these issues and of the variants that influence behaviour from a local and 

cultural context facilitates the development and implementation of effective and 

culturally appropriate behavioural change interventions (O. Davidson et al., 2002; 

Dubois-Arber & Carael, 2002; Fishbein, 2000).  

It is for these reasons that understanding the contextual and cultural sexual health 

knowledge, attitudes, and beliefs of the Queensland Sudanese community is important.  

Lack of understanding of these issues also impacts on the ability of health service 

providers and policy makers to develop effective responses to the local, national, and 

global trends in STI and HIV prevalence that continue to disproportionately affect 

vulnerable populations such as young people and refugee background communities.  
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1.4 Target Population  

The target population for this study was the Queensland Sudanese community. The 

2006 Australian Bureau of Statistics Census of Population and Housing reported there 

were 19 050 Sudan born people living in Australia, with around one quarter aged 

between 15 to 24 years (Australian Bureau of Statistics, 2007a; Commonwealth of 

Australia, 2009; Lucas, Jamali, & Edgar, 2011).  This was a 287% increase from the 

2001 census data.  However, despite the 2011 Census figures (19 370 people born in 

Sudan as living in Australia) indicating the rate of increase has slowed significantly in 

recent years (Australian Bureau of Statistics, 2011), it is estimated that around 28 000 

people identifying as being of Sudanese background have resettled in Australia since 

1996 (Australian Government 2009).  Approximately 12.6% of the Australian Sudan-

born population reside in Queensland, with the current total Queensland Sudan-born 

population estimated at 2 400 (Queensland Government, 2011).  Between 500 to 600 

are 16-24 years of age and the majority have settled in Brisbane and southeast 

Queensland regional areas such as Toowoomba and the Darling Downs 

(Commonwealth of Australia, 2007).  Sampling and recruitment was, therefore, 

concentrated in the southeast corner of Queensland. 

‘Queensland Sudanese community’ has been used when defining the target population 

throughout this thesis.  Outcomes of community consultations conducted during the 

planning phase of this research indicated this was how the community self-identify.  It 

is, however, acknowledged that the term ‘community’ may not adequately reflect the 

complex heterogenic array of ethnic, religious, tribal, linguistic, and regional affiliations 

or collection of sub-communities that exist within this gathering of people (Jensen & 

Westoby, 2008; Moro, 2004).  Care was therefore taken not to draw arbitrary lines or 

gather individuals together to suit the purpose of the research (J. Taylor, Wilkinson, & 

Cheers, 2008).  For example, inclusion criteria were not based on place of birth, 

nationality, migration status, visa entrance type, or residency and citizenship status.  

Rather, ‘Sudanese’ included any person who self-identified as belonging to the 

‘Queensland Sudanese community’.  Including individuals who identified as either a 

native, national, or previous inhabitant of Sudan or a descendant of a native, national, or 

inhabitant of Sudan enabled recruitment of a sample that reflected the true community 

profile (Birman, 2005).   
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It is important to note that this research was developed and conducted prior to the 2011 

referendum that saw the southern regions of Sudan secede from the Republic of the 

Sudan and emerge as the independent sovereign nation of South Sudan (P. M. Holt & 

Daly, 2011; Moszynski, 2011; Rai et al., 2012).  It is, therefore, acknowledged that the 

majority of participants may now self–identify as being South Sudanese.  The target 

population is referred to as the ‘Queensland Sudanese community’ in this thesis, 

however, in all future papers produced from this research the distinction between the 

‘Queensland Sudanese and South Sudanese communities’ will be acknowledged.  

1.5 Research Aim  

The aim of this research was to explore and describe the sexual health knowledge, 

attitudes, and behaviour of 16-24 year old Queensland Sudanese community members.  

Conducted in partnership with the Queensland Sudanese community, using a 

convergent parallel mixed methods design, this research also aimed to explore the 

attitudes and beliefs of the broader Queensland Sudanese community and to examine 

the complex array of intergenerational social, cultural, and environmental variables that 

influence behaviour and patterns of health service utilisation.  

It was not intended that this research would test a specific hypothesis or establish a 

causal relationship between identified behavioural indictors and behaviours.  Rather, it 

was designed to address the identified gap in research by collecting multilevel mixed 

methods data that described the sexual health knowledge, attitudes, and behaviour of the 

target population.  This description provided a valuable contextualised 

multidimensional perspective and understanding of the research topic and the 

intergenerational variance in knowledge and understanding of sexual health related 

issues that was a precursor to the development of this study.  Findings from this 

research will inform the development of culturally and linguistically appropriate sexual 

health services, education and prevention strategies, and future health policy that will 

assist in improving the overall sexual health and psychosexual wellbeing of the 

collective Queensland Sudanese communities.   

Conducted under ethical approval from the Griffith University Human Research Ethics 

Committee (GU Ref No: NRS/02/09/HREC), this study also aimed to encourage active 
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participation of the Queensland Sudanese community and facilitate a collaborative 

partnership to the mutual benefit of all parties.  Community collaboration and cyclic 

sharing of information provided the researcher with an understanding of the target 

community’s social and cultural reality while building community trust and 

identification with the research.  Providing the community with a direct voice in all 

stages of the research process also created a research environment and methodological 

approach that overcame many of the methodological challenges associated with 

conducting this research.  

1.6 Research Questions 

There were nine research questions addressed in this research:  

1. What is the knowledge of the 16-24 year old Sudanese background youth in 

Queensland regarding sexually transmissible infections (STI) and HIV? 

2. What are the attitudes and beliefs of the 16-24 year old Sudanese background 

youth in Queensland regarding sexual health and behaviour? 

3. How confident are the 16-24 year old Sudanese background youth in 

Queensland communicating about sex? 

4. What are the self-reported patterns of sexual behaviour among the 16-24 year 

old Sudanese background youth in Queensland? 

5. What are the services used by the 16-24 year old Sudanese background youth in 

Queensland for sexual health information and health care? 

6. What are the knowledge, attitudes, and beliefs of the Queensland Sudanese 

community regarding sexual health and behaviours? 

7. What are the knowledge, attitudes, and beliefs of the Queensland Sudanese 

community regarding the sexual health and behaviour of the young community 

members? 

8. What are the sexual health related issues causing concern to the 16-24 year old 

Sudanese background youth and the broader Queensland Sudanese community? 

9. What do the 16-24 year old Sudanese background youth and broader 

Queensland Sudanese community perceive as factors that influence sexual 

health knowledge, attitudes, beliefs, and patterns of behaviours? 
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1.7 Research Framework and Methods 

This study’s convergent parallel mixed methods design consisted of four phases: 

Phase 1 Project conceptualisation, design, and planning included extensive 

ongoing community consultation and the formation of a reference group 

(RG) 

Phase 2 Pilot study 

Phase 3 Concurrent data collection and analysis from three equally weighted 

parallel independent data strands  

Phase 4 Convergence and interpretation of data. 

The Integrated Behavioural Model (IBM) developed by Fishbein (2000) was adopted 

for this study as it provided a well-established theoretical framework to explore sexual 

health knowledge, attitudes, and beliefs and other social, cultural, and environmental 

behaviour determinants known to influence sexual behaviour (Fishbein, 2000; 

Kasprzyk, Montaño, & Fishbein, 1998; Montaño & Kasprzyk, 2008).  Using a 

theoretical model that has been shown to effectively predict sexual behavioural intent 

from a cross-cultural perspective means this study’s results are ideally placed to inform 

future development of effective behavioural change interventions and health messages 

(Albarracín et al., 2005; Albarracín et al., 2001; Fishbein & Pequegnat, 2000; St 

Lawrence & Fortenberry, 2007; Yzer, 2012). The variables in the IBM (knowledge, 

attitudes, beliefs, confidence/self-efficacy, perceived norms, environment constraints) 

were used to inform the research questions and choice of data collection tools for this 

study.  Table 1.1 identifies the links between research questions and IBM variables.  

Using a mixed methods approach offsets potential weaknesses or biases that can occur 

when a single method approach is used for researching sensitive topics in vulnerable 

populations (Ager, 2000; Creswell, 1994; Creswell & Plano-Clark, 2007; Moffatt, 

White, Mackintosh, & Howel, 2006).  Convergence and triangulation of the Phase 3 

parallel, concurrently collected, and analysed data will provide a valid, substantiated, 

multidimensional interpretation of the overall research findings (Creswell & Plano-

Clark, 2007).  How each of the Phase 3 parallel datasets are related to the research 

questions is highlighted in Table 1.1. 
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Table 1.1 

Research questions and their relation to the IBM and Phase 3 data strands 

Research Questions 

Strand 

1 

Survey 

Strand 2 

Interviews 

Strand 

3 

FGD
#
 

1. What is the knowledge of the 16-24 year old 

Sudanese background youth in Queensland 

regarding sexually transmissible infections 

(STI) and HIV? 

√ √  

2. What are the attitudes and beliefs of the 16-

24 year old Sudanese background youth in 

Queensland regarding sexual health and 

behaviour? 

√ √  

3. How confident are the 16-24 year old 

Sudanese background youth in Queensland 

communicating about sex? 

√ √  

4. What are the self-reported patterns of sexual 

behaviour among the 16-24 year old 

Sudanese background youth in Queensland? 

√ √  

5. What are the services used by the 16-24 year 

old Sudanese background youth in 

Queensland for sexual health information 

and health care? 

√ √  

6. What are the knowledge, attitudes, and 

beliefs of the Queensland Sudanese 

community regarding sexual health and 

behaviours? 

  √ 

7. What are the knowledge, attitudes, and 

beliefs of the Queensland Sudanese 

community regarding the sexual health and 

behaviour of the young community 

members? 

  √ 

8. What are the sexual health related issues 

causing concern to the 16-24 year old 

Sudanese background youth and the broader 

Queensland Sudanese community? 

 √ √ 

9. What do the 16-24 year old Sudanese 

background youth and broader Queensland 

Sudanese community perceive as factors 

that influence sexual health knowledge, 

attitudes, beliefs, and patterns of behaviours? 

√ √ √ 

# 
FGD – Focus Group Discussions; HIV – Human Immunodeficiency Virus; Bold –Indicates the 

Integrated Behavioural Model (IBM) variables used to inform the research questions.   
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Consideration was given to methodological rigour and steps were taken to ensure that 

the research was conducted ‘with’ the community and not ‘on’ the community (Gifford, 

Bakopanos, Kaplan, & Correa-Velez, 2006).  Conducting research ‘with’ the 

community can present challenges; nonetheless, it was imperative that the 

methodological approach took this complexity into consideration and was conducted in 

partnership with the community.  This enabled the study’s research framework and 

methodology to be acceptable and appropriate to the community while being reflective 

of the community’s sociocultural context (Dean, Wollin, Stewart, Debattista, & 

Mitchell, 2012; Wilson & Neville, 2009).  

1.8 Thesis Structure 

This thesis is presented in eight chapters beginning with this introductory chapter, 

which presents a brief background and overview of the research.   

Chapter 2 provides a thorough review of literature pertaining to sexual health, young 

people of refugee background, and the theoretical variables known to influence sexual 

health knowledge, attitudes, and behaviour.  The theoretical framework underpinning 

this research is discussed in detail and the review concludes by identifying the gaps and 

limitations in existing research.  

Chapter 3 presents the methodological approach adopted for this research, along with a 

detailed overview of the research process used for each of the four phases conducted.  

The concurrent converging triangulation mixed methods design obtained data from 

three concurrently collected and analysed data strands.  Results from the analysis of 

data from these three primary datasets are presented in two separate quantitative and 

qualitative data analysis chapters.  

Chapter 4 presents the results from analysis of the survey data, including the 

presentation of demographic information and the reliability and validity of the scales 

incorporated into this study’s survey instrument.  
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Chapter 5 presents the findings from the interviews conducted with a subsample of the 

16-24 year old survey participants, followed by the findings from the community focus 

group discussions (FGD).  

Chapter 6 presents the convergence of data analysis results, thus providing a stronger 

contextualised multidimensional understanding of this complex research topic. 

Chapter 7, the Discussion Chapter, begins with a discussion and summary of the overall 

findings and then outlines how the synergism of the data has answered the research 

questions and relates to prior research.   

The final chapter, Chapter 8, summarises the project and outlines how the findings from 

this research can be used to inform practice and guide future research and the 

development of preventative health education, models of care, and future public health 

policy.  

1.9 Summary 

In order to improve sexual health and wellbeing there is a need to create a paradigm for 

developing services and policy based on evidence and understanding of the 

determinants that influence behaviour rather than rely solely on the existing accepted 

models of care.  Improved understanding of the knowledge, attitudes, and beliefs of the 

target cohort will contribute to a better understanding of the way in which these factors 

may influence the protective and risk taking sexual behaviours and general 

psychosexual wellbeing of the Queensland Sudanese community.  Understanding these 

factors and patterns of behaviour from an intergenerational perspective will assist in 

developing supportive and safe spaces for the young members of this community to 

engage and learn.   

Chapter 2 provides a review of literature pertaining to the factors influencing the sexual 

behaviour and health status of young people and refugee background communities, and 

justification for why the well-established integrated behavioural model (IBM) by 

Fishbein (2000) was used to guide exploration of these factors in this study.  
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Chapter 2 Literature Review  

Statement of contribution to co-authored published paper 

This chapter includes a co-authored paper.  The bibliographic details of the  

co-authored paper, including all authors, are: 

Dean, J., Wollin, J., Stewart, D., Debattista, J., & Mitchell, M. (2012). Hidden yet 
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2.1 Introduction  

This chapter presents a review of literature related to the factors influencing sexual 

health and behaviours with a focus on migrant and refugee background communities 

and young people.  An extensive review of what is known about the multiple factors 

that influence sexual health and behaviour is presented and linked within the context of 

this study’s target population.  An overview of the theoretical framework that underpins 

this research demonstrates why understanding of knowledge, attitudes, and beliefs are 

integral to understanding behavioural intent, and provides justification for why this 

well-established framework has been employed in this study.  

This chapter concludes with a justification for the research method and a discussion of 

the methodological, ethical, and logistical challenges associated with conducting 

culturally sensitive research with a hidden, yet highly visible, collective population.  

These challenges are presented by inclusion of a co-authored paper published in the 

journal Culture, Health, and Sexuality.  The article identifies the steps taken to address 

these challenges, with justification of why this research was important despite the 

challenges associated with conducting such research (Dean et al., 2012).  

2.2 Factors Influencing Sexual Health, Risk, and Behaviour 

For the purposes of this research, the World Health Organisation (WHO) definition has 

been adopted because it acknowledges sexual health is more than just an absence of 

disease, dysfunction, or infirmity, but a concept that incorporates the “ …integration of 

the somatic, emotional, intellectual, and social aspects of the sexual being…” (WHO, 

1975, p. 6).  The concept of sexual health varies across countries, cultures, and political 

paradigms making it difficult to draw a consensus on meaning (Giami, 2002; Muchoki, 

2012; Sandfort & Ehrhardt, 2004).  Nonetheless, this definition acknowledges sexual 

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

political, cultural, ethical, legal, historical, religious, and spiritual factors (WHO, 1975, 

2006, 2011) and recognises the interaction of these factors, in combination with a 

person’s knowledge, attitudes, and skills, as key determinants of behaviour (Fishbein, 

2000; WHO, 1975).   
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How a person copes or behaves in response to the broad range of complex sexual health 

related issues they meet while navigating the journey from childhood to adulthood is 

strongly influenced by the social, cultural, and environmental context in which they live 

and learn (Croghan, 2006; Fraser & Sim, 2007).  An awareness of the intrinsic and 

extrinsic aspects of these factors from the context in which a person is living is essential 

in order to develop a comprehensive understanding of the determinants influencing their 

sexual health knowledge, attitudes and beliefs, sexual decision making, and behaviour 

during this journey (Kang, 2011; McWhirter, McWhirter, McWhirter, & McWhirter, 

2007). Factors influencing behavioural intent, including those pertaining to sexual risk 

and protective behaviours, are discussed later in this chapter in relation to the theoretical 

framework underpinning this study (Fishbein, 2000).  The following critique of 

literature focuses on factors specific to the sexual health and behaviour of migrant and 

refugee background communities and young people, the target population of this study.  

2.2.1 Migrant and refugee background populations  

It is well established that migration is associated with increased sexual vulnerability and 

risk of negative sexual health outcomes (Blake et al., 2001; McGinn, 2000; McGinn et 

al., 2001; Reproductive Health Response in Crises Consortium, 2010; UNAIDS & 

UNHCR, 2007; WHO, 2000).  This is particularly so for individuals and communities 

who have experienced forced migration (McGinn, 2000), such as many within this 

study’s predominantly refugee background target population (Commonwealth of 

Australia, 2007, 2013a; Lucas et al., 2011).  The refugee experience is diverse and 

influenced by many factors; forced migration can lead to exposure to trauma and 

torture, disrupted patterns of education, poor access to health care, and loss of family 

and community supports, all factors known to affect physical, psychosocial and sexual 

wellbeing, vulnerability, and behaviour (M. Ali & Pett, 2005; McGinn et al., 2001; 

McMichael, 2008; Tompkins et al., 2006; UNHCR, 2007).  Previous research proposes 

the pre-arrival sexual vulnerability of refugee background populations is influenced by 

the complex interplay of sociocultural, political, and environmental factors associated 

with forced migration and living within a displaced or refugee context (McMahon, 

Moreton, & Luisi, 2010; Muchoki, 2012).  The refugee experience, however, does not 

cease post resettlement in a new host country, but continues as individuals and families 

try to rebuild and to adapt to their new surroundings and experiences (Kizito, 2001).  It 

is suggested the challenges of learning to live within a new and often conflicting 
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framework of sociocultural sexual and gender related norms and behavioural 

expectations can contribute to ongoing sexual vulnerability post arrival in host and 

permanent resettlement countries (Muchoki, 2012).  However, there is a dearth of 

research focusing on the factors influencing sexual vulnerability on settlement in a host 

country (Hoffman et al., 2011; McMichael & Gifford, 2009; Tompkins et al., 2006; 

Zhou, 2012). 

Mobility and disruption of family are thought to contribute to the breakdown of the 

moral and cultural norms that guide the behaviour of individuals as well as communities 

(UNHCR, 2004).  Fracturing of social and cultural norms can lead to increased risk 

taking behaviour and exposure to STI and negative sexual health sequelae (UNHCR, 

2004).  Women, children, and young people who make up the majority of all refugee 

and displaced populations are recognised to be at increased sexual vulnerability (S. L. 

Thomas & Thomas, 2004; UNAIDS, 2001; UNAIDS & UNHCR, 2007).  This group, in 

particular young women and unaccompanied minors, are often exposed to gender 

violence, sexual slavery, and even the necessity to initiate sexual activity earlier than the 

sociocultural norm in order to engage in opportunistic and commercial sex work as a 

means of survival.  Sexual violence, especially against women, is a widespread problem 

along the forced migration and refugee journey (Allimant & Ostapiej-Piatkowski, 2011; 

Austin, Guy, Lee-Jones, McGinn, & Schlecht, 2008; Beswick, 2001; Pittaway & 

Bartolomei, 2001; Pittaway & Rees, 2006; Stark & Ager, 2011; Tankink, 2013; Ward & 

Vann, 2002), with some researchers suggesting vulnerability to sexual violence may 

continue, if not increase, post resettlement in a new sociocultural context (Allimant & 

Ostapiej-Piatkowski, 2011; Pittaway & Bartolomei, 2001; N. Taylor & Putt, 2007).  

This is supported by previous research suggesting a lifetime history of sexual violence 

and forced sex significantly increases a person’s risk taking behaviour, future exposure 

to sexual violence, and other negative outcomes such as suicide ideation (Basile et al., 

2006).  

Population movement, whether it be by choice or forced migration, is also associated 

with an increased risk of exposure to HIV and STI (Kramer et al., 2008; McGinn, 2000; 

McMahon et al., 2010; Memish & Osoba, 2006; Muchoki, 2012; F. Thomas, Haour-

Knipe, & Aggleton, 2010), and potential bridging of these infections between high and 

low prevalence populations (McGinn, 2000; C. A. Palmer, 1999).  The breakdown of 
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social and economic networks, loss of cultural and social norms that regulate behaviour, 

and the limited access to education and health care associated with conflict, forced 

displacement, and voluntary population mobility are known to influence patterns of STI 

and HIV transmissions and vulnerability (M. Ali & Pett, 2005; McGinn et al., 2001; 

McMichael, 2008; Tompkins et al., 2006; UNAIDS & UNHCR, 2007).   

Refugees and migrants of Sudanese background originate from, and transit through, 

areas of high STI, HIV, and viral hepatitis prevalence during their journey to 

resettlement in Australia.  Many transit through Sub-Saharan Africa, a region 

disproportionately affected by conflict (Spiegel, 2004), with one of the highest global 

prevalence rates for HIV (UNAIDS, 2013).  Data from Kakuma refugee camp in Kenya, 

a major holding camp for Sudanese refugees seeking settlement in Australia, report 

significantly higher STI and HIV prevalence rates compared to the general Australian 

population (McGinn et al., 2001; Spiegel, 2004).   

Due to the prolonged conflict, internal instability, and resultant loss of health 

infrastructure, there has historically been limited access to accurate epidemiological STI 

and HIV data from Sudan (Ortashi, El Khidir, & Herieka, 2004) and the newly 

recognised country of South Sudan (Burki, 2011).  Recent data estimate Sudan’s adult 

HIV prevalence to be 1.1% (Sudan National AIDS Control Program, 2012).  The 

Republic of South Sudan’s rate is higher, around 3% (UNAIDS & South Sudan AIDS 

Commission, 2012), with rates as high as 8% to 10% in some areas bordering higher 

prevalence countries such as Uganda and Democratic Republic of Congo (T. Allen, 

2007; Alliance in South Sudan, 2011; Burki, 2011; Ministry of Health of Southern 

Sudan, 2006; Moszynski, 2011). These figures suggest a relatively low HIV prevalence 

among the general Sudanese population (Dejong & Mortagy, 2013; Mohamed & 

Mahfouz, 2013), however, the figures are higher than in many resettlement destination 

countries (Elmusharaf, Elkhidir, Hoffmann, & Almroth, 2006; Ortashi et al., 2004), 

including Australia, which remains a country of low HIV prevalence (0.1%) (The Kirby 

Institute, 2013b). 

HIV transmission occurs predominantly via heterosexual contact in the Sudanese 

nations (Khalil, 2011; Mohamed & Mahfouz, 2013).  In comparison, Australia has a 

predominantly male-to-male transmission pattern among gay and other men who have 
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sex with men (Commonwealth of Australia, 2010; Guy et al., 2007).  However, 

Australian national data demonstrate rates of new HIV infection diagnosis attributed to 

heterosexual contact has risen in recent years, particularly among individuals born in, or 

with a history of a sexual partner from, a high prevalence country (The Kirby Institute, 

2013a).  While this cannot be solely attributed to the impact of migrant and refugee 

resettlement from these regions, Australians originating from high prevalence countries 

are significantly over represented in new and late HIV diagnosis in Australia (Lemoh et 

al., 2010; The Kirby Institute, 2013a).  This is particularly so for people born in or with 

partners from Sub-Saharan Africa (Combs & Giele, 2009; Horyniak et al., 2009; 

Lemoh, Biggs, & Hellard, 2008; Lemoh et al., 2009; Sergeant, 2009), with the 

Australian population rate of new HIV diagnosis for people born in this region 

increasing by 66% between 2008 to 2012 (The Kirby Institute, 2013a).  

Similarly, an increase in hepatitis B notifications in Australia in recent years (Benson & 

Donohue, 2007) has also been attributed to increasing numbers of new arrivals from 

countries of high prevalence such as Sub-Saharan Africa where over 10% of the 

population is known to have chronic hepatitis B (Benson & Donohue, 2007) compared 

to Australia’s estimated hepatitis B carriage of 0.87% (Martin & Mak, 2006).  This 

changing pattern of both HIV and hepatitis B infection demonstrates a need for more 

understanding of HIV and STI transmission and associated patterns of sexual behaviour 

among new arrival communities in Australia, along with the need to review pre- and 

post arrival screening processes (Sergeant, 2009).  

Pre-migration health screening is mandatory prior to the issuing of an Australian 

humanitarian program entry visa (R. J. Murray, Davis, Burgner, & the Australasian 

Society for Infectious Diseases Refugee Health Guidelines Writing Group, 2009).  

However, it is not inclusive of all infectious disease or age groups seeking entry, thus 

influencing the potential for transmission of these infections post arrival (The Royal 

Australasian College of Physicians, 2007).  According to the Communicable Disease 

Network Australia Pre-Departure Communicable Diseases Health Screening Protocols 

For Refugees Arriving From Africa (2006), HIV testing is recommended to be 

performed within three to 12 months prior to departure; however, this is not required to 

be repeated pre-arrival (Department of Health and Ageing, 2006).  Pre-departure 

screening is often performed in resource-poor settings with varying degrees of accuracy 
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and timeframes between testing and departure.  Young people and children are 

considered among the most vulnerable to HIV in Sub-Sahara Africa (Bankole, Singh, 

Woog, & Wulf, 2004) and contribute significantly to the HIV burden in Sudan (Khalil, 

2011).  However, in Australia, where under 14 year olds make up the majority of 

humanitarian entrants (Commonwealth of Australia, 2013a), pre- and post arrival HIV 

screening is not required for those under 15 years of age (Commonwealth of Australia, 

2013c; N. Davidson, Skull, Chaney, et al., 2004; Sheikh-Mohammed, MacIntyre, 

Wood, Leask, & Isaacs, 2006; The Royal Australasian College of Physicians, 2007).  

The inconsistencies in patterns, timeframes, and standards of testing could lead to 

failure to detect infections both pre- and post arrival in Australia.  Time lag between 

testing and departure could also lead to the potential acquisition of infections while 

awaiting transfer after pre-migration testing has been completed.  Failure to include 

children and young people could lead to a significant pool of missed HIV and other 

vertically transmitted and sexually related infections.   

People born in Australia account for over 50% of new HIV diagnoses, and national data 

indicate the rate of new HIV diagnosis is increasing among overseas born Australians 

(The Kirby Institute, 2013a).  Previous research suggests only 1% of the South 

Sudanese population have been tested for HIV (The Republic of South Sudan, 2011) 

and many new arrivals to Australia are unaware of their status or even potential for prior 

contact with infectious diseases (Martin & Mak, 2006).   

In Australia, post arrival screening of new arrivals in most states and territories is 

decentralised and uncoordinated (N. Davidson, Skull, Chaney, et al., 2004; The Royal 

Australasian College of Physicians, 2007; Tiong et al., 2006), and screening for HIV, 

viral hepatitis, and other STI, though recommended (Australasian Society for Infectious 

Diseases, 2009), is not routinely performed on arrival. With migrants and refugees from 

high prevalence areas already identified as potential bridging populations for the spread 

of infectious diseases in their host country (Kramer et al., 2008; McMahon et al., 2010; 

Tompkins et al., 2006), the failure to test and to detect infectious diseases in new arrival 

populations could have significant impact on the prevalence of such infections in 

Australia and pose a public health concern.  



 

20 

Behavioural studies in the United Kingdom (UK) have identified that sexual risk taking 

behaviour has increased in the black African communities (Fenton et al., 2005).  

Combined with the disproportionate burden of HIV prevalence in this group, this poses 

an ongoing concern to the rates of heterosexual transmission of HIV in the UK (Fenton 

et al., 2005).  A study conducted with Sudanese communities in the United States of 

America (USA) also demonstrated patterns of high sexual risk behaviour, particularly 

among young single men, and very low knowledge about HIV and condom use 

(Tompkins et al., 2006).  Participants in the study also reported perceptions of low risk 

or susceptibility to acquiring STI, including HIV (Tompkins et al., 2006).  The non-

randomised small sample size in the study (N = 47) makes it difficult to generalise these 

findings to other Sudanese migrant communities or to draw inference that a similar 

pattern of sexual risk taking behaviour or level of knowledge may exist among the 

newly arrived Sudanese migrants and refugees in Australia. Nonetheless, poor HIV 

knowledge and patterns of sexual risk behaviour have been found in several other 

studies conducted with Sudanese communities in Sudan (M. M. Ali, Cleland, & Carael, 

2001; T. Allen, 2007; Khalil, 2011; Mohamed & Mahfouz, 2013; Moukhyer, van Eijk, 

Bosma, & de Vries, 2006) and other resettlement countries (T. Allen, 2007; Birukila, 

Brunton, & Dickson, 2013; B. Y. Holt et al., 2003; Lazarus, Himedan, Ostergaard, & 

Liljestrand, 2006; Willis & Nkwocha, 2004, 2006), suggesting many Sudanese migrant 

and refugee communities have similar low levels of knowledge and patterns of risk.  

An Australian study exploring sexual health literacy among refugee background youth 

in Victoria, Australia found low levels of knowledge and perceived risk (McMichael, 

2008).  The small representation of Sudanese youth in this study (n = 25 of N = 142), 

again prohibits meaningful inference to be drawn; however, the results support the 

hypothesis that Sudanese migrant and refugee communities have similarly low levels of 

knowledge and patterns of sexual risk.  Further research exploring how new arrival 

groups adjust to, or connect with, the differing sexual cultures and norms they encounter 

while learning to live within the Australian context and how this affects their 

behavioural intent, sexual decision making, and knowledge is needed in order to inform 

service providers how to address these issues.  

Cultural beliefs and norms, such as gender roles, are thought to be one of the most 

significant factors influencing sexual behaviour (Bhavsar & Bhugra, 2013; Gao et al., 
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2012; Levinson, Sadigursky, & Erchak, 2004; Ubillos, Paez, & González, 2000).  

However, attitudes and beliefs, along with normative behavioural expectations, do 

change over time and across generations as individuals and communities are exposed to 

different cultures and external events (Berman, 2001; Ember & Ember, 2011; Hailonga 

van Dijk, 2007; MacLachlan, 2006).  Previous research suggests exposure to multiple 

cultures and events, such as those experienced by many of Australia’s new arrival 

communities during prolonged periods of displacement, migration, and resettlement, 

has resulted in many within these groups having minimal understanding and experience 

of their cultural background ‘norms’ (Poppitt & Frey, 2007).  These prolonged periods 

of displacement and migration may also mean many migrant and refugee background 

Australians have sociocultural normative attitudes and beliefs that are not consistent 

with contemporary sociocultural normative beliefs or behavioural expectations of their 

origin countries (Ember & Ember, 2011).  This, combined with a potential lack of 

knowledge and understanding of the social structures and cultural norms that define 

accepted behaviours within the Australian context, can lead to misunderstandings and 

potential risk.  

Sudan is traditionally a patriarchal society where men are dominant (Muchoki, 2013) 

and women, the primary care givers, are considered subordinate (Commonwealth of 

Australia, 2007; Duany & Duany, 2005; Hebbani, Obijiofor, & Bristed, 2012; House, 

1988).  Gender roles and family structures have changed in Sudan due to the impact of 

prolonged conflict (Duany & Duany, 2005; Hebbani et al., 2012; Scott et al., 2014).  

Resettlement in a new host country has also changed traditional gender roles and family 

dynamics as Sudanese women and young people develop an increased sense of 

independence and a perceived right to equality (Milner & Khawaja, 2010).  Women 

gaining control over finances through greater access to education, government child 

entitlements, and employment post resettlement is thought to have considerable impact 

on traditional male roles (Colic-Peisker & Tilbury, 2007; Dhanji, 2009) as men perceive 

a loss of social status, authority, and masculinity (Muchoki, 2013).  Considerable 

gender and intergenerational conflict has emerged due to these post settlement changes 

(Berman, 2001; Ember & Ember, 2011; MacLachlan, 2006)    

Traditional Sudanese parenting is based on a collectivist, extended family, gender 

based, and authoritarian framework (Deng & Pienaar, 2011; Ebbeck & Dela Cerna, 
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2006; Hebbani et al., 2012).  Adults traditionally have control and children and young 

people are expected to respect and conform and not question behavioural expectations.  

Resettlement is, however, also changing this framework as children acculturate more 

rapidly, compared to adults, to what they perceive to be the social norms and 

behavioural expectations of Australia (Ebbeck & Dela Cerna, 2006; Hebbani, Obijiofor, 

& Bristed, 2009; R. Palmer, Lemoh, Tham, Hakim, & Biggs, 2009; Poppitt & Frey, 

2007).   

Traditional sociocultural norms, religious beliefs, and parental attitudes can have a 

direct regulatory influence on an individual’s attitudes, beliefs, and behavioural intent 

(Lammers, Ireland, Resnick, & Blum, 2000; Little & Rankin, 2001; Manlove, Terry-

Humen, Ikramullah, & Moore, 2006; Molla, Berhane, & Lindtjørn, 2008).  In many 

African cultures the effect of these perceived regularity norms are thought to have an 

enduring strong influence on attitudes and behaviours (Liddell, Giles, & Rae, 2008).  

Acculturation, however, will inevitably change the attitudes and beliefs of all ages 

(Berry, 1997).  Varying and sometimes conflicting cultural beliefs and contexts across 

the generations, arising from differing rates of acculturation, impact on how young 

people interact and communicate with their parents and other adults (Hebbani, 

Obijiofor, & Bristed, 2010; Poppitt & Frey, 2007).  This contributes to the 

intergenerational disharmony that commonly arises among new arrival families 

(McMichael, 2013; Uskul, Lalonde, & Konanur, 2011).   

It is well established that the confusion and challenges of learning to live within a new 

and sometimes conflicting sociocultural and environmental context influence how 

people behave as they try to establish a sense of belonging in their new country 

(Chown, Kang, Sanci, Newnham, & Bennett, 2008; Correa-Velez, Gifford, & Barnett, 

2010; Guerra & White, 1995).  People adapt to these changes in different ways; 

however, the confusion and challenges deepen as young people more readily accept and 

adopt the norms and behaviours of the host culture while rejecting traditional beliefs 

and culture to which the older members of new arrival communities tend to adhere 

(Jensen & Westoby, 2008).  This can lead the youth to dislocate from traditional values 

in a way that threatens traditional family structures and parenting roles, and increases 

intergenerational disharmony (R. Palmer et al., 2009).   
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Exposure to the host country culture also means young people start to adopt sexual 

attitudes and practices similar to those of the mainstream culture (Meston & Ahrold, 

2010).  While there is a lack of research from an Australian perspective, studies in the 

USA have shown sexual health risk taking behaviour is influenced by acculturation 

(Dela Cruz, Padilla, & Agustin, 2000).  There is an association between acculturation 

and a range of other risk behaviours, such as earlier initiation of smoking and substance 

abuse, with higher level acculturated migrant youth being more likely to engage in risk 

taking behaviour than others (Blake et al., 2001; Ebin et al., 2001; Kaplan, Nápoles-

Springer, Stewart, & Pérez-Stable, 2001).   

The majority of African cultures, including the Sudanese, consider sexual health related 

matters such as sex and pregnancies before marriage, HIV, and same sex relationships 

as culturally sensitive or ‘taboo’ topics associated with stigma, fear, and cultural shame 

(Abu-Raddad et al., 2010; Brody & Potterat, 2003; Dejong & Mortagy, 2013; 

McMichael, 2013; Mohamed & Mahfouz, 2013; Muchoki, 2012).  Exposure to new 

sexual cultures on resettlement can be confusing and create intergenerational conflict 

(Muchoki, 2012).  It is for these reasons that understanding the interaction between 

traditional normative cultural beliefs and behavioural expectations and those learnt, 

adopted, or perceived within the context a person is now living is imperative.  This is 

particularly so from the perspective of young people as they learn to live within these 

varying and sometimes conflicting cross-cultural and intergenerational attitudes, beliefs, 

and social constructs faster and in a different way to previous generations and adults 

(Berman, 2001; R. White & Wyn, 2008).  

Relevance to and implications for this study 

 This study’s target population is predominantly from a refugee background,  

 Forced migration is associated with increased sexual vulnerability and the risk of 

negative sexual health outcomes such as: 

o Widespread sexual violence, especially against women, young people, 

and unaccompanied minors, and, 

o Increased risk of exposure to HIV and STI, particularly for those who 

originate from and/or transit through high prevalence countries like 
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Kenya and other Sub-Saharan African countries, such as this study’s 

target population,  

 Pre- and post migration health screening is in place in Australia; however, 

screening for STI and HIV is inconsistent and has cultural and logistical 

challenges, 

 This study’s target population may have poor levels of sexual health knowledge,  

 Navigating conflicting sociocultural normative beliefs and behavioural norms 

post resettlement in Australia may result in increased sexual risk taking 

behaviour and continued sexual vulnerability for this study’s target population, 

 Australian rates of new HIV infections and late HIV diagnosis among 

individuals born in high prevalence countries, in particular those from Sub-

Saharan Africa, have risen noticeably in recent years, suggesting Sudanese 

Queenslanders need to be considered a sexual health priority population, 

 There is a dearth of research focusing on the factors influencing post 

resettlement sexual vulnerability and behaviour among Australian refugee 

background communities.   

2.2.2 Young people  

Globally, young people are considered sexually vulnerable and experience 

disproportionately higher rates of STI and other negative sexual health outcomes 

compared to older age groups (Bearinger, Sieving, Ferguson, & Sharma, 2007; Ethier & 

Orr, 2007).  The longitudinal National Survey of Australian Secondary Students and 

Sexual Health (NSASSSH), conducted roughly every five years since 1992, provides an 

accurate overview of the sexual attitudes, knowledge levels, and patterns of behaviour 

of young Australians.  Its results suggest STI and pregnancy rates have remained 

relatively stable among 15-17 year old school attendees from 2002 until 2014 (Agius, 

Pitts, Smith, & Mitchell, 2010; Mitchell, Patrick, Heywood, Blackman, & Pitts, 2014; 

Smith, Agius, Dyson, Mitchell, & Pitts, 2003; Smith, Agius, Mitchell, Barrett, & Pitts, 

2009).  Nonetheless, Australia continues to have one of the highest teenage pregnancy 

rates in the developed world, despite declining birth rates among young Australians in 

recent years (Agius, Pitts, Dyson, Mitchell, & Smith, 2006; Family Planning 

Queensland, 2012; Skinner et al., 2009).   
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Young Australians are also at significantly more risk of acquiring an STI compared to 

older age groups (Australian Institute of Health and Welfare, 2010), with the 15-24 year 

olds representing 81% of the annual notifications of chlamydia (The Kirby Institute, 

2013a).  Young people with a refugee background are considered particularly 

vulnerable (Haour-Knipe, Eriksson, & Grondin, 2006; McMichael & Gifford, 2010).  

However, an absence of STI prevalence data specific to ethnic subgroups living within 

Australia makes it difficult to determine their risk post resettlement.  Nonetheless, it can 

be proposed that they remain vulnerable in relation to their sexual health post arrival in 

Australia.  It is, therefore, timely and important for this current research exploring 

sexual health within the social, cultural, and environmental context in which this study’s 

target population now live.  Contextualised understanding of the factors influencing 

sexual health knowledge, attitudes, and behaviours, along with what motivates sexual 

decisions regarding protective or risk taking behaviour, will help safeguard against this 

group’s sexual vulnerability being increased purely by their resettlement to Australia.  

The dynamic transition young people experience as they journey from childhood 

through adolescence to adult independence compounds the complexity of factors 

influencing their health and behaviour (de Visser, Rissel, Smith, & Richters, 2006; 

Kang, 2011).  This transition period includes significant biological changes occurring 

simultaneously with young people experimenting and exploring their sexuality and 

independence (Rosenthal & Browning, 2005).  Considered essential by behavioural 

theorists for the development of independence and ability to form healthy adult 

relationships, this pattern of experimentation often includes sexual and other risk taking 

behaviours that may be perceived as problematic and culturally unacceptable by parents 

and other adults (Rosenthal & Browning, 2005).  Young people begin to develop an 

adult perspective of sexuality during this phase; however, their level of sexual maturity 

and vulnerability continues to be influenced by the sociocultural and environmental 

context in which they live (de Visser et al., 2006; Ethier & Orr, 2007).  For example, 

how a young person learns and behaves is influenced by the people within their social 

and familial networks, neighbourhood, and school environment. As stated earlier, young 

people are disproportionately affected by negative reproductive health outcomes; 

however, those with lower levels of educational attainment and living in lower 

socioeconomic circumstances suffer further inequity (Coleman & Testa, 2007).   
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Young people from refugee and migrant backgrounds, such as those participating in this 

current study, face similar developmental issues and sexual health choices to their 

mainstream peers (McMichael, 2008; McMichael & Gifford, 2009).  They also often 

experience socioeconomic and environmental circumstances that place them at 

increased risk (Beadnell, 2007; Coleman & Testa, 2007).  When combined with their 

pre- and post settlement experiences, these factors suggest this group of young people 

may be more sexually vulnerable compared to many of their contemporary Australians 

(Couch et al., 2006; Keys et al., 2008).  

Young people are resilient and readily adapt to challenges (Schweitzer, Greenslade, & 

Kagee, 2007).  Nevertheless, if they do not possess the necessary knowledge and skills 

to make informed decisions or to address their fears and concerns, they are at increased 

risk of negative outcomes that impact their sexual health and general wellbeing 

throughout their lifespan (A. C. Chen, Thompson, & Morrison-Beedy, 2010; Sathe & 

Sathe, 2005).  The challenges and confusion of learning to live within a different 

sociocultural context further adds to the sexual vulnerability of refugee background 

youth and alters how they behave in response to the sexual choices faced post 

settlement in Australia (McMichael, 2008; McMichael & Gifford, 2009). 

Behaviour and capacity to make informed decisions is influenced by a young person’s 

stage of biological, cognitive, and psychosocial transition into adulthood (Ethier & Orr, 

2007).  Normal adolescent development can place young people at increased risk of STI 

and unplanned pregnancy (McWhirter et al., 2007), particularly when combined with 

the low levels of sexual health related knowledge and perceptions of risk that often exist 

(Agius et al., 2010; Senior, Helmer, Chenhall, & Burbank, 2014; Weinstein, Walsh, & 

Ward, 2008).  Uncertainty and confusion about the sudden physical, emotional, and 

psychological changes that occur during normal adolescent development can lead to 

young people feeling misunderstood, unprepared, and unwilling to discuss their feelings 

and emerging perceptions of their sexuality with peers, parents, and other people (Sathe 

& Sathe, 2005).  Young people also often lack the interpersonal relationships, 

confidence, and communication skills required to communicate these mixed feelings 

and anxieties or to seek out information (Lou, Chen, Li, & Yu, 2010).  It is during this 

time that young people require guidance and support from important social and familial 

networks to learn and to develop the confidence, self-determination, and identity that 
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promotes protective sexual health seeking behaviour (Ethier & Orr, 2007; Gloppen, 

David-Ferdon, & Bates, 2010; O’Leary et al., 2012; Senior et al., 2014).  The presence 

of supportive family can also moderate behaviour (O’Leary et al., 2012).  A lack of, or 

disruption to, these support networks, such as experienced by many refugee background 

families (Correa-Velez et al., 2010; McMichael, Gifford, & Correa-Velez, 2011), can 

lead them to seek information from unreliable sources and to the development of 

misconceptions about their level of sexual safety.  

Existing health and behavioural factors associated with limited access to health care 

education and protection pre-arrival solely could account for the vulnerability of refugee 

background youth post arrival in settlement countries (N. Davidson, Skull, Burgner, et 

al., 2004; M. Harris & Zwar, 2005).  However, post arrival experiences, including 

socialisation to the new cultures and normative beliefs associated with living within a 

bicultural society, exposure to media, and the resultant shift or change in sociocultural 

and sexual norms and behavioural expectations, have been shown to contribute to this 

increased vulnerability (Haour-Knipe et al., 2006; McWhirter et al., 2007). Limited 

access to traditional support systems and the daily struggle to achieve the basic 

requirements of survival, such as food, shelter, and health care, often result in sexual 

and reproductive health needs being placed at a low priority both pre- and post 

migration for many refugee and migrant groups.  Previous Australian research suggests 

refugee background youth post arrival in Australia experience cultural dislocation, 

discrimination, racism, and frustration at being stereotyped or grouped by their ethnicity 

or refugee experiences (McMichael, 2008).  This can lead to disengagement from 

school and poor health outcomes.  The small sample (N = 142) in McMichael’s study 

prohibited meaningful analysis of the Sudanese subgroup (n = 25); nonetheless, these 

experiences can also lead to reduced self-confidence, low self-esteem, and feelings of 

failure (Australian Human Rights Commission, 2010a).  These are all predictive factors 

of sexual health risk (Gloppen et al., 2010; Rosenthal, Moore, & Flynn, 1991).   

Cultural and linguistic barriers, stigma, and discrimination attached to the culturally 

sensitive topic of STI and HIV, along with xenophobia, may influence perceptions of 

priority and willingness to access sexual health services and information for African and 

other ethnically diverse young people post resettlement (Fenton, Chinouya, Davidson, 

& Copas, 2002; Tompkins et al., 2006).  Reluctance to access services and to participate 
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in prevention initiatives is further compounded by the persistent and significant social 

stigma, discrimination, and fear associated with HIV and sexual health issues among 

African migrants and refugees (Fenton et al., 2002).  Low levels of perceived sexual 

risk, linked with poor health seeking behaviour, contribute to this group’s ongoing 

vulnerability to sexual health related risk factors (Fenton et al., 2002).   

Most young Australians have experienced sexual activity of some kind by the age of 18 

and, while a substantial proportion reports using condoms (Kang, 2011; Mitchell et al., 

2014; Smith et al., 2009), many do not consider the associated risk or protective factors 

until after their sexual début.  The lack of behavioural data pertaining to Australian 

Sudanese youth limits understanding of the factors that influence their sexual decisions, 

behavioural patterns, and associated risk.  Understanding the physical, social, cultural, 

and environmental factors that influence a young person’s sexual decision making, 

behavioural intent, and, therefore, their potential sexual risk from the context in which 

that young person is living is the key to reducing their sexual vulnerability and 

improving their sexual health and wellbeing (Croghan, 2006).  Consistent with the 

theoretical framework underpinning this current study (Fishbein, 2000; Montaño & 

Kasprzyk, 2008), a systematic review by Marston and King (2006) of 268 qualitative 

studies involving participants from a diverse range of cultures and countries suggests 

the factors that influence a young person’s sexual behaviour, such as sociocultural 

normative beliefs, behavioural expectations, gender stereotypes, and relationship 

dynamics, are similar worldwide. A person’s perception of their risk was also identified 

as a strong common determinant of sexual behaviour and decision making (Marston & 

King, 2006).   

Relevance to and implications for this study 

 Young people are sexually vulnerable and disproportionately affected by STI 

and other negative sexual health outcomes compared to older age groups, 

 Refugee background youths are considered particularly vulnerable,  

 Physical, sociocultural, and environmental factors influence a young person’s 

sexual decision making and behavioural intent,  

 Socialisation to a new culture and associated normative beliefs contribute to 

increased sexual vulnerability, 
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 An absence of ethnicity specific STI prevalence and behavioural data makes it 

difficult to determine the post resettlement sexual vulnerability of this study’s 

target population. 

This study seeks part way to address the identified gap in understanding of these factors 

with Australian refugee background youth.   

2.2.3 Sexual risk and risk perceptions 

Cultural theory of risk, developed by Mary Douglas and Aaron Wildavsky (1992), 

posits the way people perceive danger, think about social norms, and make conscious 

decisions in response to risk is influenced by a range of social and cultural constructs 

(Kahan, 2012; Oltedal, Moen, Klempe, & Rundmo, 2004; Tansey & O'Riordan, 1999).  

It is well established that behaviour and behavioural intent are influenced by the 

sociocultural and environmental context in which they may occur (Fishbein, 2000; 

Lammers et al., 2000; Overstreet, Cegielski, & Hall, 2013).  The cultural theory of risk 

asserts that assessment of risk and resulting behavioural decisions are also influenced by 

these factors; however, they cannot be made in isolation of an individual’s perception of 

their sociocultural context (Tansey & O'Riordan, 1999). Rather, it is the interaction of 

individual and collective level social, cultural, and environmental norms and external 

factors that explain why people make different choices in regards to taking risk.  How 

an individual assesses and/or responds to perceived danger or risk is dependent on their 

bond to their community sociocultural norms, and their perceived role and 

responsibility within this community and/or relationship.  Confusion can arise when 

trying to learn to live and to make these risk assessments within new and conflicting 

collective norms.  This supports why migration experiences have been identified as a 

factor that influences a person’s perception of risk and associated patterns of sexual risk 

taking behaviour (Jayakody et al., 2011).  

The cultural theory of risk asserts that the interaction of all the individual and collective 

level sociocultural factors needs to be considered in the social and environmental 

context in which that person is living, along with that individual’s perception of their 

place within that society.  Nonetheless, the individual’s perception of risk, past 

experiences, and relationship context in which the sexual decision making is occurring 

can often override these broader collective sociocultural population constructs (Green, 
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2002).  For example, multiple studies have associated condom use with a person’s 

perception of being judged or stigmatised, according to normative sociocultural 

standards and beliefs (Corbett, Dickson-Gómez, Hilario, & Weeks, 2009; Marston & 

King, 2006; Newton, Newton, Windisch, & Ewing, 2013).  However, when an 

individual is deciding whether or not to engage in unprotected sexual contact their 

perception of their partner’s characteristics, such as being perceived as clean or risky 

and unclean, or being in a long-term loving relationship compared to a casual partner, 

combined with perceived severity of the consequences, may well override those broader 

social and cultural level factors (Green, 2002; Marston & King, 2006; Senior et al., 

2014).  Perceptions of gaining a reward versus experiencing a penalty, such as loss of 

that relationship, along with pressure to please partners or others or fear of partners, are 

all strong common cross-cultural influences on a person’s intent to behave in a safe or 

risky manner (Marston & King, 2006).  These factors are all considered predictors of 

sexual risk and vulnerability along with behavioural intent.   

Perceptions of risk, decision making, and related risk taking behaviours are also 

influenced by gender, with males being considered generally more inclined to initiate 

higher risk behaviour (Pawlowski, Atwal, & Dunbar, 2008).  Level of risk taking is 

further influenced by who is present at the time of decision making, such as when 

competing with peers or ‘showing off’ to girls (Pawlowski et al., 2008; Wilke, 

Hutchinson, Todd, & Kruger, 2006).  Risk taking behaviour in some domains, such as 

physical risk, may be considered attractive and part of mating signals amongst some 

groups.  However, the same risk taking behaviour may be repellent to others depending 

on accompanying sociocultural constructs, norms, and perceived fear of associated 

negative sociocultural outcomes (Kahan, 2012; Oltedal et al., 2004; Tansey & 

O'Riordan, 1999).   

Sexual risk taking behaviour is defined as any behaviour relating to sexual activity that, 

when performed, may result in a negative outcome such as an STI or HIV diagnosis, 

unwanted sex, or an unplanned pregnancy (A. C. Chen et al., 2010; Wehmeier, 2007).  

Predictors of sexual risk, risk taking behaviour, and vulnerability to STI and other 

negative sexual health related outcomes also include patterns of condom and 

contraception use, alcohol and drugs use, teenage pregnancy, and accessing health and 

information services (Bearinger et al., 2007; Caminis, Henrich, Ruchkin, Schwab-Stone, 
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& Martin, 2007; Feinberg, Ridenour, & Greenberg, 2007; Koniak-Griffin & Stein, 

2006; Moilanen, Crockett, Raffaelli, & Jones, 2010).  A young person’s sexual 

vulnerability and pattern of risk taking behaviour is also influenced by a history of 

sexual violence and unwanted sexual experiences (Basile et al., 2006; Hogben et al., 

2001; Littleton, Breitkopf, & Berenson, 2007) and their level of knowledge and self-

efficacy in communicating about sexual and reproductive health matters (Garwick, 

Nerdahl, Banken, Muenzenberger-Bretl, & Sieving, 2004; Gloppen et al., 2010).  

Factors such as the prevalence of STI and HIV in the community, health seeking 

behaviours, educational level, socioeconomic status, age, gender, and ethnic origin, as 

well as patterns of sexual début and behaviour, partner change, and social mixing are 

also known to influence an individual’s sexual risk and vulnerability (Fenton et al., 

2005; Gerressu & Stephenson, 2008).   

There are established links between a young age of sexual début and an increased rate 

of negative sexual and reproductive health outcomes (Coleman & Testa, 2007; Ethier & 

Orr, 2007; Fenton et al., 2005) including unplanned pregnancy and STI (Caminis et al., 

2007; Gray et al., 2008; Lammers et al., 2000; Valle, Torgersen, Røysamb, Klepp, & 

Thelle, 2005).  An individual’s beliefs, attitudes, and perceived skills are strong 

predictors of sexual initiation (Gray et al., 2008).  Traditional sociocultural norms and 

behavioural expectations and other familial level factors also influence patterns of 

sexual initiation and can, in some cultures, have a strong regulatory effect on an 

individual’s decision to delay initiating sexual activity (Gray et al., 2008; Lammers et 

al., 2000; Little & Rankin, 2001; Manlove et al., 2006). However, changing family and 

social factors, such as a change in the household structure like the loss of a male figure 

and living with a single mother, failure at school, and living unaccompanied away from 

family, are all strong predictors of early sexual début (Hargreaves, 2002; Lammers et 

al., 2000).  These factors, combined with an increased risk of exposure to conflict, 

violence, and sexual assault (N. Davidson, Skull, Chaney, et al., 2004; Hargreaves, 

2002; Lammers et al., 2000; Pedersen, Samuelsen, & Wichstrom, 2003; Valle et al., 

2005) are all variables young refugees and migrants are exposed to during their 

migration and resettlement experiences.   

Some researchers propose young people have the ability to self-determine behaviours 

and identify behaviours as ‘risky’ (Hargreaves, 2002).  Other studies suggest young 
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people often lack the ability to perceive risk and to understand the consequences 

associated with their intended behaviour, even if they have access to the knowledge 

(Greene, Krcmar, Walters, Rubin, & Hale, 2000; Senior et al., 2014).  Knowledge alone 

does not necessarily equate to young people practising safer sexual behaviour (Couch et 

al., 2006).  A young person’s behaviour and perception of risk is also influenced by 

their ability to identify and to process any potential positive or negative outcomes 

associated with that behaviour (Hargreaves, 2002).  Young people commonly express 

concern about unplanned pregnancies and fear of the perceived stigma attached to STI; 

however, generally, they have a sense of invulnerability and low perception of risk for 

acquiring an STI or other negative outcome (Abel & Brunton, 2005; Senior et al., 

2014).  These perceptions are similar among migrant and refugee background youth 

who generally demonstrate a very low priority
 
to sexual health related matters (Connell, 

McKevitt, & Low, 2004; McMichael & Gifford, 2010).  This lack of concern, combined 

with poorer knowledge and understanding about STI and other sexual health related 

matters, contribute to this group’s sexual vulnerability (McMichael & Gifford, 2010).  

Relevance to and implications for this study 

 Perceptions of risk, similar to behavioural intent, are influenced by a range of 

sociocultural and environmental factors,  

 Traditional sociocultural norms and behavioural expectations and other familial 

level factors can influence and regulate sexual behaviours, 

 Exposure to new and conflicting sexual norms can lead to cultural confusion, 

sexual risk taking behaviour, and altered perceptions of sexual risk, 

 There is a dearth of literature concerning Australian refugee background youth’s 

perceptions of sexual risk and how this influences their sexual decision making 

and behaviour.   

Addressing the sexual and reproductive health issues facing young people from all 

sectors of our community is vital.  Identifying and exploring the contextualised 

sociocultural and environmental factors that influence sexual decision making, 

behavioural intent, and perceptions of risk, along with prevalence of negative sexual 

health outcomes among specific subsets of the community, will enable the development 

of evidence informed age appropriate prevention strategies tailored to the unique 
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sociocultural context in which the target community lives (Bearinger et al., 2007; A. C. 

Chen et al., 2010).  Such strategies should aim to promote individual sexual health 

seeking behaviours while addressing the broader community based constructs 

influencing intercultural and generational confusion and conflict.   

2.3 Limitations of Existing Research 

Historically, the vast majority of research addressing sexual health related issues has 

been pathological and disease focused (Wellings & Cleland, 2001) and conducted using 

Western theoretical frameworks (A. C. Chen et al., 2010; Khawaja, White, Schweitzer, 

& Greenslade, 2008).  Such research often only targeted individual diseases or specific 

behaviours, failed to adequately capture the burden of the disease on the community, or 

contextualised sociocultural and environmental determinants that influence sexual 

behavioural intent and disease patterns unique to the target populations (A. C. Chen et 

al., 2010; Khawaja et al., 2008; Wellings & Cleland, 2001).  The extensive body of 

evidence supporting the efficacy of evidence informed behaviour change interventions 

has given rise to an increased focus on the broader behavioural and community level 

sociocultural and environmental determinants of sexual health and wellbeing (Fishbein, 

2000).  Conducting social, behavioural, and biological research enhances lifelong health 

outcomes for the individual while also facilitating contextualised understanding and 

awareness of the health status and needs of the community.  There is, however, a dearth 

of ethnicity specific behavioural and biomedical data focusing on the sexual health of 

many of the newly arrived and emerging migrant and refugee communities in Australia 

(McMichael & Gifford, 2010).   

National population based studies focusing on broader general health and wellbeing, by 

and large, include sexual health related questions.  However, such research often lacks 

biological data allowing triangulation of STI prevalence with reported behavioural 

patterns to identify true priority populations (Wellings & Cleland, 2001).  Broad 

population based studies using conventional sampling frames, such as electoral rolls or 

census data, also often yield insufficient data to produce significant findings relating to 

the smaller, marginalised population subsets such as the one involved in this current 

study (Wellings & Cleland, 2001).  Use of standard census demographic data, such as 

place of birth and language spoken, fail to collect sufficient information to identify the 

unique identifiers that represent or define these community subsets (Bloch, 2007; J. 
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Robinson, 2011).  The representation of these groups in larger national population based 

studies is also influenced by difficulty in accessing these groups and their potential 

unwillingness to participate, associated with past experiences of betrayal or persecution 

by government officials (Hynes, 2003; Jacobson & Landau, 2003), fear of 

discrimination (Colic-Peisker, 2009) and other more pressing issues of settlement 

(McMichael, 2008).   

As discussed previously, sexual health is a culturally sensitive and taboo subject 

associated with stigma, fear, and cultural shame within many African cultures, 

including the Sudanese (Abu-Raddad et al., 2010; Brody & Potterat, 2003; Dejong & 

Mortagy, 2013; McMichael, 2013; Mohamed & Mahfouz, 2013; Muchoki, 2012; R. 

Palmer et al., 2009).  This sensitivity and stigmatisation contributes to the ethical, 

methodological, and logistical challenges associated with conducting research in this 

area among many communities and the dearth of research addressing sexual health and 

wellbeing of refugee background communities in their new settlement country, 

including Australia (Chinouya, Davidson, & Fenton, 2000; Hoffman et al., 2011; 

McMichael & Gifford, 2009, 2010; Tompkins et al., 2006; Zhou, 2012).  This has led to 

large gaps in understanding of the sexual health needs of these new arrival communities 

from the context of their settlement countries, as well as limited understanding of what 

methodological approach would be acceptable and effective in trying to answer this 

complex sensitive question (Chinouya et al., 2000).   

The MAYISHA Sexual Health Survey for African Communities project, a large mixed 

methods study designed to explore the sexual attitudes and lifestyles of African 

communities in England (MAYISHA II Collaborative Group, 2005), reported it is 

feasible to conduct research into the sexual health of migrant and refugee communities, 

including young people from 16 years of age.  However, the report stressed the research 

needs to be conducted in collaboration with the community (Sadler et al., 2007; Sadler 

et al., 2006).  However, the challenges associated with conducting community 

participatory sexual health research with young people and vulnerable ethnically diverse 

groups has contributed to the dearth of research in this area (Elam & Fenton, 2003; 

Flicker & Guta, 2008).  
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A body of research involving the Australian Sudanese community has emerged since 

the commencement of this current study.  The majority of this research, however, is 

based on their belonging to broader generalised collective groups such as African, or 

Sub-Saharan African (Carolan, 2010; Horyniak et al., 2012; Matereke, 2009; Muchoki, 

2013), refugee, Culturally and Linguistically Diverse (CALD), or non-English speaking 

background (Henderson & Kendall, 2011; D. Johnson, 2007; D. R. Johnson, Ziersch, & 

Burgess, 2008). Research inclusive of a range of ethnicities may achieve sufficient 

numbers to yield an adequate sample size (Wellings & Cleland, 2001).  Research target 

populations labelled into groups like ‘refugee’ or ‘African’ may attract funding bodies 

(Phillips, 2011).  Nevertheless, each of these options presents methodological 

challenges and issues.  Collective labelling as ‘African’ limits understanding of the true 

heterogeneous nature of the African and Sudanese communities (Dhanji, 2009; Phillips, 

2011), along with the sociocultural reality and motivators unique to individual 

ethnicities and cultural subsets gathered within these groupings (Dean et al., 2012; 

Durantini, Albarracín, Mitchell, Earl, & Gillette, 2006; Phillips, 2011; Van Der Velde, 

Williamson, & Ogilvie, 2009; Wilson & Neville, 2009).  Labelling or grouping 

individuals and communities based on prior experiences and assumptions of belonging 

can also reinforce biases and stereotypes (Phillips, 2011).   

Research with the Australian or the Queensland Sudanese community as the sole target 

population predominantly focuses on issues relating to acculturation (Hatoss, 2012 ; 

Hebbani et al., 2012; Milner & Khawaja, 2010; Poppitt & Frey, 2007), settlement in 

Australia (Lejukole, 2008; Marlowe, 2011; Milos, 2011; K. E. Murray, 2010; Nunn, 

2011), English literacy, education, and learning (J. Brown, Miller, & Mitchell, 2006; U. 

Burgoyne & Hull, 2007b; Hatoss, O'Neill, & Eacersall, 2012; Turner & Fozdar, 2010), 

mental health and trauma (Copping, Shakespeare-Finch, & Paton, 2010; Savic, Chur-

Hansen, Mahmood, & Moore, 2013; Westoby, 2005), but not sexual health.  This dearth 

of sexual health related research is also reflected across the broader Australian African 

migrant and refugee communities.  A review of 108 articles concerning African-

Australians with refugee backgrounds by Muchioki (2012) identified only four papers 

addressing sexual health or sexuality related issues.  The scarcity of research addressing 

the sexual health of the collective African community and subsets within has led to 

limited understanding of the impact settlement has had on their sexual health, including 
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how new arrivals engage with, or adjust to, the Australian sexual culture and norms 

(Muchoki, 2012).   

There is also limited research available in Australia addressing the impact of a bicultural 

upbringing on the sexual heath knowledge, attitudes, and beliefs of the young members 

of the newly arrived Sudanese community.  On arrival in a new country, refugee and 

migrant youth experience a bicultural upbringing that includes socialisation into a new 

country’s norms while being taught and influenced by social norms and cultural 

practices of their country of origin (Berry, 1997; Berry & Sabatierb, 2010; Palak, 2005).  

The coming together of two different cultures creates intergenerational confusion and 

conflict (Ebbeck & Dela Cerna, 2006; Hailonga van Dijk, 2007; Hebbani et al., 2012).  

Further research is needed in order to explore how, where, or if these two cultures 

merge to influence the young people’s sexual health knowledge, attitudes, and beliefs, 

along with behavioural intent and actual behaviour.  

Newly arrived Australians, including the Sudanese and other African-Australian 

communities, are already experiencing significant discrimination and stereotyping based 

on their ethnicity, appearance, and media coverage of events as they struggle to find 

their place in their new society (Australian Federation of AIDS Organisations Inc, 2006; 

Australian Human Rights Commission, 2010a, 2010b; Colic-Peisker, 2009; Correa-

Velez et al., 2010; Cottone, 2005; Fozdar & Torezani, 2008; Hebbani & McNamara, 

2010, July; Losoncz, 2011; Marjoribanks, Nolan, & Farquharson, 2010, July; Mungai, 

2008, November; Nunn, 2011; Poppitt & Frey, 2007; Sulaiman-Hill, Thompson, Afsar, 

& Hodliffe, 2011; Victorian Equal Opportunity & Human Rights Commission, 2008; 

Windle, 2008).  Therefore, it is important that this ethnicity specific data are collected 

and used in a manner that negates the risk of individuals and communities experiencing 

further discrimination and stereotyping by being labelled as ‘risky’ or a threat rather 

than vulnerable (O. Davidson et al., 2002; Worth, 2006).   

There is extensive research exploring factors that influence behaviour and the efficacy 

of behavioural theories in predicting and changing behaviours associated with sexual 

health and HIV related risk and prevention (de Visser & O'Neill, 2013; Noar, 2007a; 

Noar & Zimmerman, 2005; Overstreet et al., 2013).  However, there is a significant lack 

of research exploring the intergenerational and cross-cultural elements influencing the 
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sexual health related behaviours and risk of ethnic minority communities in Australia 

from the context of their settlement experience within Australia’s ever evolving 

multicultural community.  The gap in understanding of these sub-populations’ sexual 

health needs and vulnerabilities requires addressing.  However, researchers are ethically 

bound to ensure the primary aim of all research is for the community to benefit (Wilson 

& Neville, 2009).  This current study seeks to address this identified gap in literature for 

the Queensland Sudanese Community.   

Relevance to and implications for this study 

 Extensive research has been conducted exploring factors that influence 

behaviour and the efficacy of behavioural theories in predicting and changing 

behaviours associated with sexual health and HIV related risk and prevention, 

 There is, however, a dearth of ethnicity specific sexual health behavioural and 

biomedical data for many of the newly arrived and emerging migrant and 

refugee background communities in Australia,  

 The ethical, methodological, and logistical challenges of conducting culturally 

sensitive sexual health related research in collaboration with vulnerable 

populations such as this study’s target community has contributed to this dearth 

of literature, 

 To adequately capture the contextualised sociocultural and environmental 

determinants that influence sexual behaviour unique to these vulnerable 

populations and negate any potential harm, research needs to be conducted using 

a culturally proven theoretical framework and a culturally safe methodological 

approach. 

The following sections of this chapter present the theoretical framework adopted for this 

study and the rationale for the methodological approach applied in order to minimise 

and negate any risk associated with participation throughout the research process.   
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2.4 Theoretical Framework 

2.4.1 Integrated Behavioural Model (IBM) 

The Integrated Behavioural Model (IBM) developed by Fishbein (2000) (See Figure 

2.1) was adopted for this research.  This section of the chapter presents and justifies the 

use of the IBM for this research. 
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(Fishbein, 2000; Montaño & Kasprzyk, 2008) 

Figure 2.1:  Integrated Behavioural Model (IBM) 

The IBM takes into account the complex interaction of the social, cultural, and 

environmental variables that influence intention or motivation to perform a behaviour 

and comprises a combination of variables from a number of well-established 

behavioural theories (Fishbein, 2000) including: 

1. Theory of Reasoned Action (TRA) proposes the immediate determinant of 

behaviour is intent (Basen-Engquist & Parcel, 1992) and intent is shaped by an 

individual’s beliefs and attitudes towards that behaviour, influence of others (peers), 

and how they value approval of others (F. Allen, 2010; St Lawrence & Fortenberry, 

2007).   
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2. Theory of Planned Behaviour (TPB), an extension of the TRA, adds that 

behaviour is influenced by an individual’s perception of how much control they 

have over their own behaviour (Brannon & Feist, 2007).  

3. Health Belief Model (HBM) proposes an individual’s perception of susceptibility 

to the disease, the severity and perceived harm or threat of the disease, and finally 

the benefits of health enhancing behaviour predict how they behave and seek health 

care (F. Allen, 2010; Brannon & Feist, 2007; UNAIDS, 1999). 

4. Social Learning Theory (SLT) assumes people continuously learn behaviours from 

one another and from interaction with environmental determinants, via observation, 

imitation, and modelling (Bandura, 1977; Ormrod, 1999), and posits an individual’s 

ability to learn and to perform the behaviour is based on their perception of self-

efficacy and expectations about outcomes (Dubois-Arber & Carael, 2002).  

These four theories have all been used effectively to predict and to change sexual 

behaviours, and in the development of STI and HIV education and health promotion 

programs targeting vulnerable minority groups (Hornik, 2007; Nutbeam & Harris, 2004; 

Rye, Fisher, & Fisher, 2001).  However, no one theory has been found to be more 

effective in predicting sexual risk taking behaviour than another (Fishbein, 2000; Noar, 

2007b).   

Following consideration of the key determinants identified in these widely accepted 

behavioural theories, Fishbein (2000) proposed that, out of the vast number of variables 

that influence behaviour, there are a select number that influence intent to behave and 

these can be integrated into one effective model for predicting and understanding any 

given behaviour (Fishbein, 2000; Fishbein & Cappella, 2006; Montaño & Kasprzyk, 

2008; Yzer, 2012).  Fishbein further proposed that intention or motivation to perform a 

behaviour is one of the most important determinants of that behaviour occurring 

(Montaño & Kasprzyk, 2008).  The IBM identifies the most important and influential 

determinants of behavioural intent from each of these behavioural theories and 

integrates them into a flexible well-established model that takes into account the 

different and unique sociocultural characteristics of any given population (Fishbein, 

2000; Yzer, 2012).   
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The IBM, also known as the Integrative Model of Behavioural Prediction (Montaño & 

Kasprzyk, 2008), includes three primary determinants that structure the intent to behave 

(Fishbein, 2000).  These include an individual’s attitude toward performing the 

behaviour, their subjective norm or perceived pressure to perform combined with their 

perception of the social norm in relation to that behaviour, and their self-efficacy or 

confidence in their ability to perform or to control the specific behaviour.  The IBM 

hypothesises, consistent with the TRA and TPB, an individual’s knowledge, skill, and 

intent to perform a specific behaviour strongly influences the occurrence of that 

behaviour.  However, similar to the HBM, environmental constraints or perceived 

barriers can prevent that behaviour occurring.  Fishbein (2000) proposed that to 

accurately predict the behavioural intent of an individual all determinants and barriers 

to that behaviour need to be considered from the perspective of the actual society or 

context in which that individual resides or the behaviour occurs.  It is essential to 

understand the behavioural, normative, efficacy, and control beliefs of the population in 

consideration and the degree to which the individual’s intent to behave is influenced by 

these broad community level socioculturally driven attitudes and beliefs (Fishbein, 

2000; Montaño & Kasprzyk, 2008).  For example, an individual’s attitude to a specific 

behaviour is influenced by their belief that it is ‘good’ or ‘bad’ and their motivation or 

intent to perform that behaviour is strengthened if they perceive the population believes 

it is ‘good’ and socially acceptable.  Conversely, if the population considers the specific 

behaviour to be ‘bad or taboo’, then the IBM proposes the individual will be 

attitudinally driven not to perform that behaviour.  

The IBM also recognises the importance of external variables as one of the most 

proximal and significant factors in the formation of a person’s beliefs (Fishbein, 2000; 

Hutchinson & Wood, 2007).  External influencing factors, such as parental influences, 

cultural background, peer pressure, and past experience, have been found to be 

important factors in predicting intent and understanding behaviour (Hutchinson & 

Wood, 2007).  Demographic variables, such as location, age, and gender, combined 

with an individual’s personality, are thought to indirectly influence the formation of an 

individual’s behavioural, normative, and self-efficacy beliefs (Fishbein, 2000).  The 

IBM model proposes that even this indirect influence cannot be excluded due to its 

potential impact on the underlying belief systems of the individual and the population in 

which they live.  Many of these external or background variables are not able to be 
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changed, however, their inclusion in the IBM recognises the need for flexibility to 

incorporate the different and often unique demographic, socioeconomic, and cultural 

factors of the individual and target population (Yzer, 2012).   

A specific singular behaviour can be defined as: the action, the target, the context, and 

the time period in which the behaviour is observed or expected (Fishbein, 2000).  

Change in any one of the four elements will change the behaviour and potentially 

change the overall outcome or risk associated with that behaviour.  Consider the single 

behaviour of using (the action) a condom for anal sex (the target) with a regular partner 

always (the context and time period) and compare this with using a condom for anal sex 

with a casual partner sometimes.  The behaviour of condom use for anal sex is the same 

action and target but this behaviour can result in a potentially riskier context and time 

period for the second behaviour with the casual partner.  The IBM proposes identifying 

and understanding the intrinsic and extrinsic variables that influence a specific singular 

behaviour, such as condom use, from the context in which it occurs is the key factor in 

predicting if that behaviour will occur and being able to change that behaviour 

(Fishbein, 2000).   

2.4.2 Justification for theoretical framework  

The Integrated Behavioural Model (IBM) has been successfully used to predict and 

understand patterns of condom use among identified high risk populations such as 

injecting drug users, men who have sex with men, sex industry workers, and 

heterosexuals who have multiple partners (Kasprzyk et al., 1998; Montaño & Kasprzyk, 

2008).  Since its development, it has also been applied extensively in the development 

of effective theory based HIV behaviour change and intervention programs (Fishbein, 

2000).  Sexual health and HIV interventions developed using results of studies 

grounded in behavioural theories, such as the IBM, have been shown to be effective in 

changing attitudes and targeted behaviours (Albarracín et al., 2005; Albarracín et al., 

2001; Fishbein & Pequegnat, 2000; St Lawrence & Fortenberry, 2007; Yzer, 2012).   

Developing an intervention was beyond the aim and scope of this study’s purpose.  

Nonetheless, the use of the IBM has also been well established as a framework to assist 

in the exploration of sexual behaviour and the determinants that influence sexual 



 

42 

behaviour, the primary aims of this study (Fishbein, 2000).  Identifying and 

understanding the who, when, where, and why sexual behaviour occurs and any 

potential influencing factors using the constructs underpinning the IBM will, therefore, 

provide valuable data to guide the future development of evidence based intervention 

programs, health policy, and practice change (Fishbein, 2000).  The appropriateness of 

behavioural theories for application in a multicultural context has been questioned by 

some due to the theories’ original grounding in the Western developed world context 

(O. Davidson et al., 2002).  The theoretical models integrated into the IBM, have all 

been successfully applied independently in a variety of populations and cultural 

contexts to explore and to predict sexual behaviour (Kakoko, Åstrøm, Lugoe, & Lie, 

2006; Mulatu, Adamu, & Haile, 2000).   

The IBM by Fishbein (2000) has also been effectively used to help understand the 

interactive relationship between the social, cultural, and environmental factors that 

influence the sexual behaviour of young people from vulnerable populations, such as 

the target population for this study (Dubois-Arber & Carael, 2002).  Contextualised 

understanding of these factors helps guide the development and implementation of 

culturally informed and appropriate health education and intervention programs 

(Jackson, 1997), effective in changing individual and community level attitudes, 

perceptions, and social norms that influence sexual behaviour, thereby improving health 

seeking behaviours and increasing positive client outcomes (Jackson, 1997; St 

Lawrence & Fortenberry, 2007).   

Understanding the factors that influence sexual behaviour is not a straightforward step-

by-step process.  It involves the identification and understanding of multiple internal 

and external elements from personal, social, cultural, and environmental levels.  It is 

also important to take into consideration an individual’s sexual decision making and 

self-efficacy, which are not always associated with rational thought or calm reflective 

decisions (F. Allen, 2010) but influenced by sometimes unpredictable factors such as 

sexual excitement and spontaneity (B. B. E. Robinson, Bockting, Rosser, Miner, & 

Coleman, 2002).  The IBM provided an established evidence informed theoretical 

framework to guide exploration of social, cultural, and environmental factors known to 

influence and predict both individual and community level behavioural intent and 

patterns of sexual behaviour (Brannon & Feist, 2007; Fishbein, 2000; Fishbein & Yzer, 
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2003; Montaño & Kasprzyk, 2008; Noar, 2007b; Yzer, 2012).  This theoretical 

underpinning also provided flexibility to effectively incorporate and to explore the 

external behavioural determinants unique to the contextual perspective of the target 

population.   

Relevance to and implications for this study 

 The IBM has been successfully used to predict and understand patterns of sexual 

behaviour and risk among identified high risk culturally diverse populations, 

 The IBM provided a well-established framework to explore the social, cultural, 

and environmental factors known to influence sexual behaviour, such as 

knowledge, attitudes and beliefs, and confidence, the primary aim of this study, 

 The variables contained within the IBM (knowledge, beliefs, attitudes, perceived 

norms, and self-efficacy and confidence) were used to guide development of the 

research questions of this study (See page 9 and Table 1.1),   

 How the IBM guided the choice of items incorporated into the data collection 

tools used for this study will be expanded further in Chapter 3, 

 The contextualised understanding of the IBM determinants of behaviour 

explored in this study will guide the development and implementation of 

culturally informed and appropriate health education and intervention programs.   

2.5 Justification and Challenges of the Methodology 

The Method Chapter (Chapter 3) presents the methodological framework for the 

research.  This section of the literature review chapter comprises a review of literature 

providing justification for conducting this study in partnership with the target 

community using a convergent parallel mixed methods design.  The challenges 

associated with conducting culturally sensitive research with vulnerable ‘hidden yet 

highly visible’ populations and the steps taken to address these issues in relation to this 

current study are then presented by inclusion of a co-authored published paper. 
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2.5.1 Justification of the research method 

When conducting sensitive research with vulnerable and hard-to-reach populations, the 

research method needs to be rigorous and to provide flexibility to compensate for the 

target population’s diversity of vulnerabilities, needs, and experiences in a manner that 

accurately and safely captures the participants’ perspectives (Elam & Fenton, 2003; 

Liamputtong, 2007).  The challenge of designing this current study, therefore, was to 

find a methodological approach that addressed these challenges while yielding valid 

data that answered the research questions (Gifford et al., 2006).   

It is well established that a combination of methodological approaches provides a 

deeper understanding of the phenomena being studied when researching challenging 

sensitive topics and social situations such as sex with populations perceived as 

vulnerable and/or hidden (Ager, 2000; Gifford et al., 2006; Liamputtong, 2007, 2013).  

Using a mixed methods methodological approach in this current study expanded the 

scope of the research (Sandelowski, 2000), strengthened the quality and rigour of the 

research findings (Ager, 2000; Creswell, 1994, 2014; Creswell & Plano-Clark, 2007; 

Moffatt et al., 2006; Östlund, Kidd, Wengström, & Rowa-Dewar, 2011; Polit & Beck, 

2012), while helping to offset potential weaknesses or biases that can occur when a 

single method approach is used in isolation for researching sensitive topics in 

vulnerable populations (Ager, 2000; Creswell, 1994; Creswell & Plano-Clark, 2007; 

Moffatt et al., 2006; Polit & Beck, 2012).   

Triangulation and convergence of data from the combination of methods provided better 

understanding, clarity, and accuracy of the social phenomena being researched in this 

study, enabled identification of emerging links between the constructs being explored 

(Östlund et al., 2011), and provided opportunity to assess for potential discrepancy 

between the datasets (Dariotis, Pleck, Sonenstein, Astone, & Sifakis, 2009). Combining 

quantitative and qualitative approaches with a converging triangulation model was not 

intended to ensure consistency and accuracy between outcomes.  It did, however, 

provide opportunity to compare, contrast, and validate the findings by enabling the 

exploration of the research question from a number of different perspectives and levels 

(Creswell, 2014; Creswell & Plano-Clark, 2007; Polit & Beck, 2012; Spicer, 2004).  

Convergence of the parallel mixed methods data provided opportunity for collaboration 
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between the datasets that helped adjust for potential biases (Creswell, 2014; Polit & 

Beck, 2012).  Integration of inferences drawn from the independent parallel analysis of 

this study’s mixed methods data further enhanced the validity and richness of the 

overall findings (Polit & Beck, 2012).   

Using a combination of methodological approaches to answer this study’s research 

questions also provided participants greater choice in how they volunteered to share 

their stories and allowed for the use of both inductive and deductive reasoning 

(Creswell & Plano-Clark, 2007).  Quantitative research in the form of a cross-sectional 

survey used in this current study provided a numeric description of trends, associations, 

and opinions of the study participants (Creswell, 2014).  The use of interviews and 

focus group discussions (FGD) gave voice to the participants and elicited personal 

narratives grounded firmly within the local context of the situation (Ager, 2000).  Such 

narratives helped to explain and to interpret the quantitative data, while clarifying the 

subtleties and complexities of the human and social element of this study’s research 

questions and overall findings (Creswell & Plano-Clark, 2007; Liamputtong, 2013; 

Seale, 2004; Spicer, 2004).  Comparing and contrasting the interview findings with the 

population-based evidence derived from the larger survey sample also enabled the 

research findings to be further contextualised within the participant’s perspectives and 

applied in a broader social and health context than if a single method had been used 

(Gifford et al., 2006; Hynes, 2003; Spicer, 2004).   

Combining methods also allowed for a larger quantitative sample of participants to be 

included in the research, thereby increasing the potential for generalisation of overall 

findings to a larger population and reducing potential biases created by personal 

researcher interpretation of qualitative data (Creswell & Plano-Clark, 2007). Interviews 

and FGD are both effective tools for exploring sexual health knowledge, attitudes, and 

beliefs (Power, 2002) and eliciting data on social norms in a cross-cultural context 

(Connell et al., 2004; Ingham & Stone, 2001; McMichael, 2008; Temple & Moran, 

2006).  The inclusion of interviews with young people and FGD with older community 

members in this current study elicited different level data that provided 

intergenerational understanding of the target population’s sociocultural norms and 

behavioural expectations.  The inclusion of a qualitative approach also provided an 
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excellent platform to facilitate dialogue and rapport building between the researcher and 

participants (Creswell & Plano-Clark, 2007; Spicer, 2004).   

Active participation of the target population throughout the research process, from the 

original identification and conceptualisation of the research problem through to the 

planning and development of the research method, was fundamental to the success of 

this research, which emerged from a community led initiative to understand the 

intergenerational diversity of sexual health knowledge, attitudes and beliefs, and 

behavioural expectations.  The establishment of a collaborative active partnership with 

the target community, a core principle of community based collaborative or 

participatory research (Israel, Eng, Schulz, & Parker, 2005; Koch, Kralik, vanLoon, & 

Mann, 2006; Liamputtong, 2007), has been found to be very effective in establishing a 

sense of trust between the researcher and participants when conducting research 

targeting sensitive issues like sexual health and HIV amongst marginalised vulnerable 

populations such as youth and migrant and refugee communities (Brondani, Moniri, & 

Kerston, 2012; Marcus et al., 2004; Marsden, 2002).  Involving the community in 

research can be labour intensive and resource expensive (Temple & Moran, 2006), 

nonetheless, the active participation of the community in all phases of this research 

assisted in building and maintaining a collaborative equitable partnership between the 

researcher, participants, and other key stakeholders.  

The community inclusive nature of the methodology adopted for this research also 

provided valuable contextualised insight into the community’s sociocultural normative 

beliefs and perspectives on the research topic (Lantz, Israel, Schulz, & Reyes, 2006).  

This shared knowledge and understanding of the sociocultural norms and values 

assisted in developing a sense of safety between the participants and the principal 

researcher (Elam & Fenton, 2003; Liamputtong, 2007).  Establishing this sense of trust 

was essential for the success of this current study involving members of a 

predominantly refugee background community who may have an existing sense of 

mistrust and fear of others, including fellow refugees, host country populations, 

government services, and research (Gifford et al., 2006; Hynes, 2003; Liamputtong, 

2007).   
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Working collaboratively with the target community resulted in the development of a 

culturally safe research process, increased participation rates, decreased participant 

mistrust and concern about being stigmatised for being involved in the research, and 

ensured the overall findings were relevant, beneficial, and sensitive to the participants 

(Elam & Fenton, 2003; Israel et al., 2005; Lantz et al., 2006; The Examining 

Community-Institutional Partnerships for Prevention Research Group, 2006; Tinkler, 

2004; Wilson & Neville, 2009).   Active involvement of community members also 

provided a means of early identification and guidance on ethical, methodological, or 

logistical issues and potential cultural violations (Birman, 2005).   

Community involvement in this study included the establishment of a Reference Group 

(RG), endorsement and use of peer recruiters, the support and input of the key 

Queensland Sudanese associations and groups, regular attendance and involvement of 

the principal researcher at community meetings and social gatherings, and ongoing 

communication with research participants who agreed to be included in research 

communications.  This level of community consultation and participation added 

strength and relevancy to the research findings by ensuring that knowledge and cultural 

expression from a diverse range of local community members were incorporated into 

each phase of the research (Temple & Moran, 2006; Tinkler, 2004).   

2.5.2 Challenges associated with the research method 

Conducting research exploring sensitive topics with young people and populations 

considered vulnerable, hard to reach or hidden, and/or a collective, such is the case with 

this current study, is complex and fraught with methodological, ethical, and logistical 

challenges (Dean et al., 2012; Liamputtong, 2010; Smith & Pitts, 2007; Tidsall, Davis, 

& Gallagher, 2009).  The following co-authored published paper discusses the steps 

taken to address these challenges in relation to this current study. 
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Abstract 

Research addressing sensitive topics with people from small, minority ethnic 

communities can present challenges that are difficult to address using conventional 

methods.  This paper reports on the methodological approach used to explore sexual 

health knowledge, attitudes, and beliefs among the Sudanese community in Queensland, 

Australia.  The multiphase mixed methods study involved young people 16 to 24 years 

of age participating in a written survey and semistructured interview and focus group 

discussions with the broader Queensland Sudanese community members.  Community 

collaboration, the key factor to the success of this research, optimised the development 

of a research environment that built trust and facilitated access and subsequent 

understanding.  Research conducted in partnership with the target community can 

address methodological challenges and produce meaningful information when 

researching sensitive topics with small but ‘highly visible’ populations.  

 

Keywords: research methods; sexual health; Sudanese refugees; vulnerable 

populations; Australia 
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Introduction  

Sensitive research topics require participants to discuss attitudes, beliefs, and 

behaviours considered personal and private that may lead to discomfort, social isolation, 

or even persecution (Wellings, Branigan, & Mitchell, 2000).  Such research raises 

methodological, ethical, and logistical difficulties as researchers and participants 

balance cultural and social values and ethical research considerations (Birman, 2005).  

Addressing issues such as sexual health from a cultural perspective with a small highly 

visible ‘hard-to-reach’ population has in the past resulted in the research being deemed 

‘too hard’ to countenance (Hynes, 2003; Ogilvie, Burgess-Pinto, & Caufield, 2008; 

Smith & Pitts, 2007; Wilson & Neville, 2009).  These difficulties have contributed to 

the dearth of research addressing sensitive topics in hard-to-access groups.  

This paper reports on the methodological approach used to explore the sexual 

health knowledge, attitudes, and behaviours of the Queensland Sudanese community. 

The research utilised a descriptive, collaborative multiphase research model (Creswell 

& Plano-Clark, 2007), involving a combination of quantitative and qualitative 

approaches.  Emerging from a community led initiative to understand the variance of 

intergenerational sexual health attitudes and beliefs, it aimed to identify and explore the 

sexual health knowledge, attitudes, and patterns of behaviour of 16 to 24 year old 

Queensland Sudanese community members, together with the social, cultural, and 

contextual perspective of the broader Queensland Sudanese community. 

The importance of establishing rapport and working with the community is 

emphasised throughout this paper.  We describe the steps taken to address the 

methodological challenges of sampling and recruitment, along with data collection, and 

highlight some strategies to address the challenges associated with these key research 

design issues. We contend that the challenges of conducting sensitive research with 

small minority ethnic communities can be addressed with careful planning and close 

community collaboration. 
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What do we know about the target population? 

The Australian Bureau of Statistics Census of Population and Housing recorded 

19, 050 Sudan–born people living in Australia in 2006 (Commonwealth of Australia, 

2009).  However, it is estimated that around 28, 000 people of Sudanese background 

have resettled in Australia since 1996 (Australian Government, 2009) with 

approximately 62% being under 24 years of age (Commonwealth of Australia, 2007).  

Sudan’s history of over 40 years of civil conflict (Rogier, 2005) has led to the majority 

of Sudanese community members arriving in Australia via the Humanitarian Program 

following protracted periods of displacement and forced migration (Commonwealth of 

Australia, 2007).  The longevity of Sudan’s civil conflict also means many young 

Sudanese arrivals have never known life without unrest and the range of physical, 

psychological, and social experiences that accompany forced migration and life in a 

refugee camp (Tempany, 2009).  These experiences may include trauma, torture, rape, 

family separation and loss, and community breakdown, along with limited access to 

education and health services (Copping et al., 2010; Goodman, 2004; Kizito, 2001; 

Tempany, 2009).  

It is well established that forced migration is associated with sexual health 

vulnerabilities and increased risk of negative sexual health outcomes (McGinn, 2000).  

Despite this, there is scant research addressing sexual health and wellbeing of migrant 

and refugee communities in their new settlement country (Hoffman et al., 2011; 

McMichael & Gifford, 2009; Tompkins et al., 2006; Zhou, 2012).  As the sexual health 

of refugee background communities continues to be overlooked post resettlement in 

Australia (McMichael & Gifford, 2010), the authors of this paper argue that this group’s 

sexual vulnerability may continue after resettlement if the lack of research and 

understanding continues. 

An emerging body of research involving members of the Australian Sudanese 

community focuses mainly on this community as a part of larger collective target 

populations such as African (Harte, Childs, & Hastings, 2009; D. Johnson, 2007; 

Matereke, 2009; Neale, Ngeow, Skull, & Biggs, 2007; Sheikh-Mohammed et al., 2006) 

or refugee groups (Henderson & Kendall, 2011; D. R. Johnson et al., 2008) and thus 

limits specific understanding of this community group.  Some of these broader studies 
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include HIV status among minority ethnic groups (Körner, 2007) and working with 

African communities on HIV prevention (Lemoh et al., 2008). However, studies with 

the Australian Sudanese community as the sole target population mainly focus on issues 

pertaining to acculturation (Hebbani et al., 2009; Milner & Khawaja, 2010; Poppitt & 

Frey, 2007), settlement in Australia (Lejukole, 2008; K. E. Murray, 2010; Nunn, 2011), 

English language literacy and learning (J. Brown et al., 2006; U. Burgoyne & Hull, 

2007b), mental health and trauma (Copping et al., 2010; Westoby, 2005), and not sexual 

health.  

In contrast to this trend, McMichael (2008) explored sexual health literacy 

among 16 to 25 year old refugee youth in Melbourne and identified a number of key 

factors that influence the sexual health of this group.  However, the small sample (N = 

142) prohibited meaningful analysis of the Sudanese subgroup (n = 25) data 

(McMichael 2008). Poor HIV knowledge and patterns of sexual risk behaviour have 

been found in studies conducted with Sudanese communities in Sudan (M. Ali & Pett, 

2005; T. Allen, 2007) and in resettlement countries such as the USA (Tompkins et al., 

2006; Willis & Nkwocha, 2006).  However, the dearth of studies focusing on sexual 

health knowledge, attitudes, and behaviours within unique socio-cultural contexts of 

individual resettlement communities continues to limit our ability to respond with 

appropriate interventions.  

Researching sensitive topics with a highly visible community 

The Queensland Sudanese community, like other refugee background 

communities, may in some senses be considered ‘hidden’ and ‘hard-to-reach’ 

(Jacobsen, 2006; Spring et al., 2003).  Pre-arrival experiences, including mistrust of 

government initiated programmes, may result in a reluctance to participate in research 

(Gifford et al., 2006; Hynes, 2003).  Fear that participating in research focusing on a 

socially and culturally sensitive topic may further add to discrimination and negative 

stereotyping already experienced post settlement and create further unwillingness 

(Colic-Peisker, 2009; Ogilvie et al., 2008; Wilson & Neville, 2009).  Both these factors 

contribute to this group being considered hidden and hard-to-reach. However, while 

potentially hard-to-reach, the Queensland Sudanese community, due to their physical, 

racial, and cultural characteristics, may be considered ‘highly visible’ rather than 
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hidden, within the predominantly ‘white Anglo-Western’ Australian community (Colic-

Peisker, 2009; Colic-Peisker & Tilbury, 2007; Dhanji, 2009; Hebbani & McNamara, 

2010, July; Nunn, 2011; R. White, 2009).  Despite Australia’s multiculturalism and 

anti-discrimination policy and legislation, visibly different individuals and communities 

experience discrimination and negative stereotyping (Colic-Peisker, 2009; Colic-Peisker 

& Tilbury, 2007).  Fear of further discrimination if associated with sensitive research, 

combined with a reluctance to participate in research due to past experiences, may 

present difficulties when conducting research with this group. 

Highly visible communities are also often labelled as belonging to a collective, 

homogenous group by appearance and/or experiences (Dhanji, 2009; R. White, 2009).  

For example, the Sudanese community may be labelled ‘African’ (Dhanji, 2009) and/or 

‘refugee’ (Nunn, 2011) as in the studies conducted in Australia noted earlier.  A 

collective grouping labelled as refugee can create feelings of isolation and not 

belonging within the Australian community, an increased sense of vulnerability and 

stigmatisation, and generalisation of pre- and post arrival experiences (Nunn, 2011).  

Collective labelling as Africans has the potential for researchers with limited 

understanding of the true heterogeneous nature of the African and Sudanese community 

to miss recognising the needs of specific ethnic sub-communities with their target 

population (Dhanji, 2009).  Failure to recognise unique target population characteristics 

may impact on a researcher’s ability to gain access and trust within the community 

(Wilson & Neville, 2009).  The success of any research with a highly visible or hidden 

minority group depends on the researcher developing a level of rapport that enables 

sharing of these unique nuances and the socio-cultural reality of participants (Wilson & 

Neville, 2009).  Research questions related to participants’ sexual health involves the 

exploration of personal and sensitive issues and this can be particularly challenging with 

communities who identify this topic as culturally taboo and/or sensitive (Elam & 

Fenton, 2003).  As it is the community and individual participants who can most 

effectively define issues that are sensitive and identify methods to address these issues, 

one of the most effective ways to address the challenge of researching potentially 

sensitive issues is to incorporate the target community in the development of the 

research approach (Elam & Fenton, 2003).  In this study, community consultation 

indicated that the desire to develop greater understanding of what young people were 

thinking and doing in regards to relationships and sexual behaviour and how the 
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community needed to respond outweighed the traditional sensitivity toward sexual 

health. 

Study design and methods 

This paper draws from an exploratory descriptive multiphase research project 

which emanated from extensive community consultation and a pilot study phase.  

Conducted under ethical approval from Griffith University Human Research Ethics 

Committee (GU Ref No: NRS/02/09/HREC), this project used a concurrent converging 

triangulation mixed methods approach (Creswell & Plano-Clark, 2007) that involved 

the concurrent separate collection and analysis of data relating to the same phenomenon 

from three independent primary data sources. These included (i) a cross-sectional 

written sexual health survey with 16 to 24 year old self-identifying members of the 

Queensland Sudanese community (N = 229); (ii) 11 semistructured interviews with a 

sub-sample of the survey participants; and (iii) five community focus group discussions 

with 19 adults aged between 25 and 51 years. The data from these phases were then 

triangulated without transformation via a process of comparing and contrasting separate 

findings approach (Creswell & Plano-Clark, 2007).  Identification of convergent and 

divergent themes provided a depth of findings that effectively answered the research 

questions and increased confidence in the meaning and trustworthiness of the study 

findings approach (Creswell & Plano-Clark, 2007).  The combination of quantitative 

and qualitative approaches to investigate this complex and sensitive topic provided rich 

data (Sandelowski, 2000) and strengthened the quality and rigour of findings (Ager, 

2000; Creswell, 1994; Creswell & Plano-Clark, 2007; Moffatt et al., 2006).  The 

process adopted provided a better understanding of the overlapping complexity of issues 

that is often lacking in a single method studies approach (Creswell & Plano-Clark, 

2007).  
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Community consultation and study reference group 

Widespread community consultation occurred prior to commencing the study 

and was ongoing throughout.  This helped to develop understanding of the social and 

cultural context of the community and foster community trust and identification with 

the research (Israel et al., 2005), while providing opportunity to identify their needs 

(Israel et al., 2005; Lantz et al., 2006; Sadler et al., 2006; Wallerstein, Duran, Minkler, 

& Foley, 2005).  The chief researcher, this paper’s first author, consulted with the 

community by the formation of a study reference group of community members, 

combined with regular attendance at formal community meetings and participation in 

informal social gatherings.  The researcher established an open, respectful 

communication pathway both face-to-face and via telephone and email contact with the 

reference group and other key community members to ensure the community had a 

direct voice in the research.   

The reference group, comprising community members aged 19 to 50 years from 

a range of Sudanese tribal affiliations, provided cultural advice to the researcher.  This 

group was an active partner in the development of the research questions and 

methodological approach. Membership in the reference group changed throughout the 

research in response to members’ varying levels of availability due to competing family, 

community, and work demands. This diversity and fluidity of membership provided the 

opportunity for increased community involvement and enlarged the overall community 

representation.  It also prevented any member becoming a gatekeeper or sole voice 

representing the broader community (Temple & Moran, 2006).  

Community involvement included not only the establishment of the reference 

group but ongoing support and input from members of key Queensland Sudanese 

formal groups and a number of informal social networks.  An email group comprising 

community members and participants, who expressed an interest in being kept informed 

of the study’s progress, provided a pathway for the reverse flow of information about 

community issues and upcoming events, for disseminating research information, and 

study recruitment. Young members of the reference group and the extended email 

consultation process provided valuable input into the development of a youth friendly 

and safe research environment.  It also enabled recruitment strategies that targeted youth 
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from a range of community subgroups to be implemented.  Creating a connection 

between the research, the young people, and the broader target community was 

instrumental in the successful engagement and recruitment for this study.  

The first author spent a considerable time attending community and youth 

specific gatherings.  This provided opportunity to observe and gain understanding of the 

cultural beliefs, traditions, and socio-cultural reality of the community’s Queensland 

experience. Drawing on previous research (Cottone, 2005; Harte et al., 2009; Hebbani 

et al., 2010; Khawaja et al., 2008; K. E. Murray, 2010; Poppitt & Frey, 2007; Westoby, 

2008) and anecdotal evidence gathered during the various consultations, she developed 

a closer understanding of the multilayered issues that face the target community and its 

young members in their new social world.  This understanding, combined with ongoing 

collaboration with the reference group, guided development of a contextually and 

culturally appropriate research environment (Westoby, 2008; Wilson & Neville, 2009). 

While logistically time consuming and sometimes challenging, time spent 

engaging in community consultation was essential.  Without this active partnership with 

the community and invaluable sharing of information, it would not have been possible 

to develop a research approach reflective of these participants’ socio-cultural reality 

(Israel et al., 2005; Nyamathi, Koniak-Griffin, & Greengold, 2007; Temple & Moran, 

2006).  This approach was essential as it was acceptable to and inclusive of the target 

population and built a level of trust and rapport that facilitated recruitment of adequate 

participant numbers in a culturally appropriate environment, thereby minimising 

selection bias and maximising research value (Birman, 2005; Smith & Pitts, 2007; 

Spring et al., 2003).  This research partnership model supported the development of 

findings that would be perceived as relevant and meaningful to the study participants, 

along with service providers and heath policy makers ((Gifford et al., 2006; Wilson & 

Neville, 2009).  
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Why do a pilot study? 

The pilot study phase determined feasibility of accessing the target community 

and the appropriateness of the methodological approach.  It allowed for early 

identification of barriers or cultural practices that could hinder the research process and 

timely revision of the research process if required (van Teijlingen & Hundley, 2001).  A 

convenience sample of 30 tribally diverse 16 to 24 year old members of the target 

community was recruited into the pilot phase to assess the sexual health survey for 

cultural and linguistic appropriateness.  This also provided an opportunity for broader 

consultation with young members of the community.  In addition it resulted in changes 

to recruitment strategies, including incorporating peer recruiters as active participants in 

recruitment and data collection, together with the inclusion of sporting and social 

organisations as the primary access and recruitment sites.  One community focus group 

discussion with five adult members aged between 25 to 40 years was also conducted in 

the pilot phase.  Focus group discussions have been found to be acceptable and effective 

in eliciting data on social norms when researching sexual health and cross-cultural 

related issues (Connell et al., 2004; Culley, Hudson, & Rapport, 2007; Temple & 

Moran, 2006).  Findings from this pilot group gave further insight into the research 

question, language skill, levels of community interest, and accessibility and guided 

refinement of the focus group discussion guide.  

Sample 

Sudan consists of over 50 heterogeneous ethnic groups with approximately 140 

different spoken languages (Kizito, 2001), along with a complex and diverse array of 

religious and regional affiliations and sub-communities (Jensen & Westoby, 2008; 

Moro, 2004).  To date, these demographics have not been captured in any Australian 

population data making it difficult to define a clear sample frame for this study.  

Community consultation indicated that being Sudanese was not based on place of birth 

or language spoken as recorded on Australia census data.  Therefore, for the purpose of 

eligibility for this research, Sudanese was defined as any person who self-identified as 

being Sudanese.  This reflected the community’s view on ‘being’ Sudanese.  
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Sample sizes for the interview and focus group data collection were determined 

by exhaustion of emerging themes.  Calculating and achieving a sample size for the 

survey phase posed some challenges.  Based on the estimated population size of 16 to 

24 year old Sudanese Queenslanders, an established Needed Sample Sizes table 

(Reaves, 1992) indicated a sample size between 230 to 240 participants was needed 

with an alpha of 0.05.  As this represents nearly 50 per cent of the total 16 to 24 year old 

population, there was a concern that this may place unrealistic demands on the 

participants and community.  Initial assessment of the logistics, cost, and feasibility also 

indicated it may have been beyond the timeframe and capacity of the research.  A 

timeframe of twelve months was therefore set for survey data collection when 

recruitment numbers would be reviewed.  

Sampling and recruitment 

Non-probability convenience sampling, including snowball and purposive 

sampling in conjunction with multiple active strategies of recruitment, was chosen as 

the most culturally and methodologically appropriate approach for this research 

(Ahmed, Hussain, & Vournas, 2001, November; Bloch, 2007; Schofield, 2004).  

Regular consultation with peer recruiters, reference group members, and participants 

allowed adjustment of sampling methods and active recruitment strategies to reflect 

local demographics.  Purposive sampling was applied in order to achieve gender 

balance and inclusion of social and tribal/familial networks reflective of the broader 

Queensland Sudanese community structures.  This further increased the probability that 

the findings were reflective of the generalised normative beliefs and concerns of the 

wider community (Elam & Fenton, 2003).  Distribution of information and recruitment 

of participants focused on established cultural, social, sporting, and family networks 

given that strong bonds within these networks are generally formed early upon 

resettlement (Sheikh-Mohammed et al., 2006). Hidden and hard-to-reach populations 

also gather at known places (Magnani, Sabin, Saidel, & Heckathorn, 2005) and, in this 

instance, peer recruiters, study reference group members, and past participants guided 

the researcher to these known gathering points. This further extension of the seeding 

points increased opportunity for members of smaller more hidden networks to 

participate (Magnani et al., 2005).  
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Recruitment of adults for the focus group discussions was mainly through 

convenience sampling using established community groups such as women’s support 

groups, community based organisation networks, and community forums and social 

events that the researcher was invited to attend.  

Two young members of the reference group, one female and one male, acted as 

peer recruiters and were pivotal to the successful recruitment of young people for the 

survey and interview phases.  The use of peer recruiters was strongly supported by both 

community feedback and the literature as a culturally appropriate and community 

accepted means to facilitate access (Correa-Velez, Barnett, Gifford, & Sackey, 2011; 

Elliott, Watson, & Harries, 2002; Luchters et al., 2008; Simon & Mosavel, 2010; Vargo, 

Agronick, O'Donnell, & Stueve, 2004).  The peer recruiters were from two different 

social, tribal, and geographical groups within the community and thus were able to 

provide a diversity of peers and social networks to begin seeding for snowball sampling 

and recruitment.  The use of peer recruiters also decreased the risk of -

overrepresentation of any one group as they continued to identify new diverse seeding 

points throughout the data collection period.  This included some statewide sporting 

events involving African youth, world refugee day celebrations, and formal social 

gatherings organised by the community association.  All locations were noted as 

acceptable and safe by the peer recruiters, the reference group, and community leaders.  

The researcher gave the peer recruiters information about important aspects of the study 

to support them in their role in recruiting eligible potential participants and data 

collection.  This was successful and 229 participants were recruited by this process 

within the 12 month timeframe mentioned earlier, thus achieving the previously 

considered unobtainable task of recruiting an adequate sample size.   

Data collection 

The data collection tools for the study were consistent with Fishbein’s Integrated 

Behaviour Science Theory (IBST) model (Fishbein, 2000), the theoretical approach 

adopted for this research.  The sexual health survey and discussion guides for both the 

interviews and focus groups were developed from the 4
th

 National Survey of Australian 

Secondary Students HIV/AIDS and Sexual Health (Smith et al., 2009) for comparison 

purposes.  Reviewed for cultural and linguistic suitability in consultation with the 
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reference group and during the pilot study, the data collection tools were adjusted 

accordingly.  Care was taken not to change the intent of the survey questions. The 

Cultural Identity Schedule (CIDS) validated in the RELACHS study (Stansfeld et al., 

2003) was added to the sexual health survey to capture cultural identity data.  

Data collection occurred in English.  While it is acknowledged poor English 

literacy and language skills could be a barrier, English is widely spoken in Southern 

Sudan (Williams, 2003) and community consultation indicated that the general English 

proficiency would be adequate amongst potential participants.  The reference group 

considered the use of interpreters may, in fact, reduce participants’ willingness to 

disclose sensitive information (Fenton et al., 2002) and affect group dynamics (Culley 

et al., 2007).  This was supported by findings from the pilot focus group. The peer 

recruiters and researcher also assisted eligible participants to complete the sexual health 

survey when requested, thereby increasing participation of young people with lower 

English skills who may otherwise have been excluded. 

Addressing the challenges of community data collection 

Many African cultures are polychromic, placing less emphasis on adhering to 

schedules and placing more importance on meeting the needs of the people they are 

with at the time, often interacting with multiple people at once (Hall, 2012).  To the 

more monochronic Australian culture, where people tend to arrange their lives around 

schedules, polychronic cultures can appear spontaneous and unstructured.  In this study, 

this manifested itself in the manner in which participants often arrived late for 

scheduled meetings, which were further interrupted due to arrival of family or friends. 

Prior understanding of this cultural norm ensured additional time was allocated for data 

collection and meetings.  However, the time spent waiting for participants to arrive was 

not wasted as it provided time to observe and converse with community members who 

arrived near the scheduled starting time.  The sharing of stories over a cup of tea 

provided additional insight into social and cultural attitudes and beliefs of the 

community, thus further deepening the researcher’s understanding and strengthening 

community rapport.  
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Polychronic cultures also place great meaning on family and gathering in 

groups, and this can lead to difficultly establishing a quiet place to meet for data 

collection (Hall, 2012).  To adjust for the Sudanese polychronic nature, the interviews 

and focus groups were also kept flexible in nature so that participants could join late and 

come and go as needed.  For example, Sudanese women are the main care givers (Wal, 

2004), therefore, young children were often present requiring the discussion to be 

stopped to allow for participants to address their children’s needs.  This also posed 

some difficulty in recording the discussion as there was often significant background 

noise.  To address this, a skilled medical transcriber with knowledge of cross-cultural 

research was used to transcribe the digital recordings. Additional time was also 

allocated to checking audio recordings with written field notes and transcripts by the 

researcher to check accuracy and ensure the intent was captured.  

The researcher was also flexible in scheduling and changing meeting times and 

place to meet study participants’ needs.  For example, men and young participants were 

generally less available during the day due to work and school commitments; meetings 

were therefore scheduled for evenings and weekends.  For the additional convenience of 

participants, data collection often occurred in homes and locations nominated by the 

participants. This provided a relaxed and safe environment to facilitate the sharing of 

information (Gallagher, 2009; Holloway & Wheeler, 2010).  However, consideration 

needed to be given to the potential risks associated with community-based data 

collection and a safety plan was developed in consultation with the community and the 

research team and adhered to at all times (Dickson-Swift, James, Kippen, & 

Liamputtong, 2007).   

Discussion 

Careful planning, cultural understanding and sensitivity, and close community 

collaboration can overcome the methodological challenges associated with conducting 

sensitive research with small highly visible ethnic minority communities.  The research 

methodology needs to be acceptable and appropriate to the community and aligned with 

the community’s socio-cultural context (Wilson & Neville, 2009).  The research needs 

to reflect the voice and social-cultural reality of the target community; and the only way 
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to achieve this is to design and conduct the research in collaboration with the 

community (Elam & Fenton, 2003; Ogilvie et al., 2008; Wilson & Neville, 2009).  

The perception of a community as hard-to-reach may be an artefact of 

conventional research practices, limited understanding of the cultural diversity in 

heterogeneous groups, and limited experience in collaborating and conducting research 

with these groups. Sampling and recruitment present real challenges, but there is a range 

of community inclusive approaches that enables the culturally appropriate recruitment 

of participants.  Research with small, highly visible ethnic minority communities 

requires that research participants know that their voices are heard and included.  

Researchers must be committed to engage the community throughout the research 

process.  

Involving the community and using peer recruiters undoubtedly added 

complexity and additional ethical considerations, but addressing the challenges was 

feasible and rewarding to the community, participants, and the researchers. Mutuality, 

in terms of sharing and respect of cultural beliefs and research knowledge, is a first step 

to developing a culturally appropriate environment and research methodology where the 

community and researchers are equal partners and beneficiaries of the research.  This 

can only be achieved by ensuring the target community is involved in all stages of the 

research, as was the case of the research outlined in this paper. However, it is also 

important to ensure that the community partners understand the research aims and 

processes and are kept informed of progress and outcomes in a manner they consider 

beneficial to participants and the broader community (Culley et al., 2007).  The 

reciprocal sharing of experiences and outcomes can reduce misunderstanding, 

disillusion, and reluctance to participate.     

More sexual health research conducted in collaboration with small but highly 

visible communities is needed.  Without this, community members may not receive 

appropriate sexual health care and education. The key to developing specific services 

and supporting health policy is for researchers and target communities to work together 

to address the challenges associated with this type of research in a mutually reflective 

way. 
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2.6 Summary 

In summary, this chapter has reviewed the literature pertaining to factors influencing 

sexual health and related behaviours with a focus on migrant and refugee background 

communities and young people.  It has presented justification for both the theoretical 

and methodological framework guiding this study.  The literature review has 

demonstrated this study’s predominantly refugee background target population can be 

considered sexually vulnerable and at increased risk of negative sexual health outcomes 

purely by belonging to a community with a forced migration history.  

There is an emerging body of research involving the Australian Sudanese community.  

However, there remains a dearth of research into this community’s sexual health status 

and needs post arrival in Queensland, Australia.  Socialisation to a new culture with 

different and often disparate normative sexual and gender related beliefs and 

behavioural expectations contributes to increased sexual vulnerability.  Nonetheless, it 

remains unknown how this affects the Queensland Sudanese community’s sexual 

vulnerability and needs post resettlement due to the dearth of ethnicity specific sexual 

health behavioural and biomedical data in Australia.  

Researching sexual health with vulnerable populations in a cross-cultural context 

presents a range of methodological, ethical, and logistical challenges.  The co-authored 

paper published in Culture, Health, and Sexuality is testament to the interest and lack of 

knowledge in this area.  The co-authored paper and the review of literature presented in 

this chapter demonstrate that careful planning, cultural understanding, and the use of a 

mixed methods design conducted in collaboration with the target community can 

overcome these challenges.  The next chapter presents in detail the research design and 

processes used for this study, along with associated ethical considerations.  
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Chapter 3 Method 

3.1 Introduction 

This descriptive research was conducted using a convergent parallel mixed methods 

design with four phases.  This methodological approach applied the triangulation of 

methods and convergence of data from three equally weighted parallel strands for the 

purpose of studying the one phenomenon: sexual health knowledge, attitudes and 

beliefs, and self-reported patterns of sexual behaviour (Creswell, 2014; Creswell & 

Plano-Clark, 2007; Teddlie & Tashakkori, 2009).  This methodological approach 

provided a stronger contextualised intergenerational understanding of this study’s 

complex research topic that emerged from a community led initiative.  Using a mixed 

methods approach also offset potential weaknesses or biases that can occur when a 

single method approach is used for researching sensitive topics in vulnerable 

populations (Ager, 2000; Creswell, 1994; Creswell & Plano-Clark, 2007; Moffatt et al., 

2006).  Consideration was given to methodological rigour and steps were taken to 

ensure the research was conducted ‘with’ the community and not ‘on’ the community 

(Gifford et al., 2006).  Further justification for the methodological approach was 

provided in Chapter 2 Literature Review.  This chapter presents in detail the research 

design and processes used for data collection and analysis in each phase, along with 

associated ethical considerations.  

3.2 Research Design  

This convergent parallel mixed methods design study consisted of four phases.  These 

phases are briefly described here and displayed in Figure 3.1.  

Phase 1: Project conceptualisation, design, and planning included community 

consultation and the formation of a reference group (RG).  Preliminary community 

consultation informed the formulation of the research questions, design, and 

methodological approach.  The formation of a RG, in combination with ongoing 

community consultation, ensured this study evolved to reflect the target community’s 

sociocultural context and that cultural safety was maintained throughout the research 

process (Shahid, Bessarab, Howat, & Thompson, 2009; Westoby, 2008; Wilson & 

Neville, 2009).   
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Phase 2: Pilot Study involved the focus testing of the Phase 3 Strand 2 survey 

instrument and the Phase 3 Strand 3 community focus group discussion (FGD) guide.  

The pilot study was conducted to assess the feasibility of this study’s proposed research 

process, including recruitment strategies, and to facilitate early identification of 

methodological challenges (Kezar, 2000; Secomb & Smith, 2011).  

Phase 3: Data collection and analysis involved the concurrent collection and analysis of 

different yet complementary data relating to the one phenomenon from three equally 

weighted parallel independent data strands using consistent constructs drawn from the 

theoretical framework underpinning this research.  These consistent constructs also 

provided a framework to guide the independent data analysis and the comparison of 

data during Phase 4, data convergence and interpretation (Bazeley, 2009).  

Phase 4: Convergence of multilevel data and triangulation of methodological 

approaches gave rise to understanding of intergenerational similarities and disparities 

and resulted in an integration of inferences into a comprehensive interpretation of the 

overall results (Creswell & Plano-Clark, 2007). 

This methodological approach was best suited to the research questions as it increased 

the confidence in the meaning of this study’s results (Creswell, Fetters, & Ivankova, 

2004; Teddlie & Tashakkori, 2009) by providing a comprehensive multilevel 

intergenerational analysis and a valid well substantiated multidimensional 

understanding of the research problem (Bazeley, 2009; Creswell, 2009; Creswell & 

Plano-Clark, 2007; Risjord, Dunbar, & Moloney, 2002; Spicer, 2004; Teddlie & 

Tashakkori, 2009).  Referred to as a concurrent converging triangulation mixed methods 

approach in the co-authored paper included in Chapter 2, the most current iteration of 

this mixed methods design is used in this thesis (Creswell, 2014). 
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3.3 Method 

3.3.1 Target population  

The target population for the project was the Queensland Sudanese community 

(approximately 2 400 people).  

3.3.2 Sampling  

Non-probability convenience snowball sampling in conjunction with quota sampling 

was used for each phase of the research (Daniel, 2012; Polit & Beck, 2012).  Quota 

sampling using age, gender, and tribal affiliation as quota controls was used to achieve a 

gender balanced sample with representation of a range of ages and tribal affiliations 

reflective of the wider community (Daniel, 2012; Polit & Beck, 2012).   

The use of multiple active strategies of recruitment continually widened the snowball 

recruitment chains, which facilitated access to participants from a diverse range of 

community entry points and prevented over dependence on one established community 

subgroup, social network, or geographical location.  Recruitment strategies included: 

1. Information sessions and distribution of research information to: 

a. Community members by the researcher, RG members, and peer 

recruiters (PR) at venues and events identified as locations frequented by 

the target population, e.g., youth centres, sporting events, community 

meetings, social gatherings.   

b. Government and non-government organisations providing services to the 

target population.  Research information was distributed to clients and 

stakeholder networks as per the relevant organisational policy.  

2. Regular consultation with peer recruiters, RG, community members, and 

participants to identify potential venues for future meetings, dissemination of 

research information, and recruitment. 
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3.4 Phase 1:  Project Conceptualisation, Planning, and Design  

Phase 1 consisted of extensive discussions with members of the target community and 

the formation of a RG.  The purpose of this phase was to establish an open cyclic 

dialogue and rapport with the community in a manner that promoted active community 

participation and sharing of contextualised community knowledge.  Early and open 

discussions with community members enabled the researcher to develop greater 

understanding of the target community’s sociocultural reality and their concerns 

regarding the young community members’ sexual health, a key motivator leading to the 

undertaking of this study.  Outcomes of Phase 1 community discussions also facilitated 

the development of a culturally safe research environment and method that supported 

the overall success of the research (Israel et al., 2005; Lantz et al., 2006; Sadler et al., 

2006; Wallerstein et al., 2005; Westoby, 2008; Wilson & Neville, 2009).  Any person 

over the age of 16 years who self-identified as a member of the Queensland Sudanese 

community or an interested stakeholder could volunteer to participate in the community 

discussions or join the RG.  

3.4.1 Community consultation 

The purpose of the community consultations was to introduce the community to this 

study and to gather information about how the community viewed sexual health.  The 

principal researcher discussed the concept of this study with a cross-section of the target 

community, encompassing different genders and a diverse range of ages, 

ethnicities/tribal affiliations, and geographical locations across southeast Queensland at 

planned and opportunistic meetings.  Consultations were kept as informal discussions 

and led by topics raised by the community members.  Discussions occurred with:  

1. Representatives of formal community associations and groups,    

2. Individuals and/or groups of community adults and youth at formal cultural and 

religious festivals and other informal social and sporting events, 

3. A range of government and non-government service providers, and 

4. Community bilingual workers and youth leaders employed with various 

government and non-government organisations. 
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The discussions occurred in groups or on a one-to-one basis depending on the situation 

and participant’s preference.  In some instances, at the request of individuals present, 

discussions were conducted in a community language with the voluntary assistance of 

bilingual RG members.  This ensured greater levels of input from community members 

who might normally be excluded due to language barriers.  The principal researcher met 

with young people separately to ensure they could express their views freely and safely, 

away from potential adult gatekeepers.  Community consultations were more frequent 

and planned during the conceptualisation, planning, and design phase of this study; 

however, as the study progressed, consultation with the broader community was of a 

more opportunistic nature.  

The discussions were not audio recorded or documented verbatim.  Field notes made by 

the principal researcher immediately following the discussions were used to frame the 

issue and guide planning and design of this study.  Information collected during this 

phase was not formally analysed nor included in the results of this study.  

3.4.2 Reference group 

A RG was formed to formalise the community consultation process and to provide 

ongoing cultural and social guidance and support to the researcher during the 

development of this project and throughout the research process.  The RG also reviewed 

the study information sheets and Phase 3 data collection tools to evaluate cultural 

appropriateness and acceptability prior to the Phase 2 pilot study (Tompkins et al., 

2006).  The formation of a RG ensured timely cyclic exchange of information and 

ensured that the community continually had a direct voice in the research.  The four 

community members who initially identified the research topic as an area of community 

concern to the researcher established preliminary communication pathways with key 

community leaders and the broader community.  These four individuals were founding 

members of the RG and remained active participants in the development of the project. 

The RG consisted primarily of community members who expressed an interest in being 

actively involved with the research during the community consultation process.  RG 

membership was voluntary and based on a verbal agreement between the individual and 

the researcher.  The RG generally contained approximately 10 members, however, 
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membership changed throughout the duration of the research in response to members’ 

varying levels of availability and to address changing needs of the research process.  

People recruited to this study and new community contacts were able to join the RG if 

they expressed an interest.  This diversity and fluidity of membership provided 

opportunity for increased community involvement, improved the overall community 

representation, and prevented any member becoming a gatekeeper or sole voice 

representing the broader community’s attitudes and beliefs (Temple & Moran, 2006). 

However, the diversity and number of tribal subsets of the target population meant it 

was not possible to form a RG that was truly representative of the community 

demographics.
 
 

Communication between the researcher and the RG members was maintained via 

regular phone, email, text messages, and face-to-face meetings.  Managing RG 

processes can be complex, time-consuming, and expensive for both the researcher and 

participants (Horsley & Dyson, 2007).  Therefore, given the recognised challenges of 

resettlement (Commonwealth of Australia, 2007; Gifford et al., 2006) and a desire to 

limit demands and potential stresses on the members, formal face-to-face meetings were 

not held regularly after the initial planning phase, and communication was primarily via 

email and telephone.  Meetings and other verbal communications with RG members 

were not audio recorded or documented verbatim.  Field notes made by the principal 

researcher immediately following RG discussions were used to guide planning and 

design of this study.   

Outcomes of Phase 1 community discussions and RG communications were used 

during the conceptualisation, planning, and design stages of this research and 

continually referred to throughout the research process.  Ongoing community 

consultation and collaboration with the RG throughout the research process ensured 

continued community trust and identification with the research (Dean et al., 2012).  

Dissemination of information and research findings to the community, key stakeholders, 

and academic audiences via a range of media was implicit in this research.  
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3.5 Phase 2: Pilot Study 

The primary purpose of the Phase 2 pilot study was to gather logistical information 

from procedural implementation of this study’s proposed research process to facilitate a 

systematic and streamlined approach to recruitment, data collection, and analysis in the 

subsequent phases of this study (Arain, Campbell, Cooper, & Lancaster, 2010; Kezar, 

2000; Lancaster, Dodd, & Williamson, 2004; Secomb & Smith, 2011).  Early 

identification of methodological challenges associated with researching a sensitive topic 

with a highly visible ‘hard-to-reach’ population facilitated timely revision of the 

research process and improved the overall trustworthiness and rigour of this study’s 

methodological approach and outcomes (Secomb & Smith, 2011; van Teijlingen & 

Hundley, 2002).  A pilot survey and community FGD were conducted in the pilot study 

phase.  Results of the pilot study are presented in this section as they inform the 

methodological approach implemented in Phase 3 of this study.  

3.5.1 Pilot survey  

The purpose of the pilot survey was to assess and refine the clarity and cultural 

acceptability of the survey instrument.  The aim was not to estimate internal consistency 

or reliability of the survey instrument.  Face validity was, however, addressed by 

determining participants’ interpretation of the concept being explored within individual 

items.  The survey pilot also assessed the feasibility of the Phase 3 survey and interview 

strand sampling and recruitment strategies.  

3.5.1.1 Inclusion criteria  

Any person between the ages of 16 and 24 years who self-identified as a member of the 

Queensland Sudanese community was eligible.  Individuals requiring an interpreter 

were excluded from the pilot survey.  

3.5.1.2 Sampling and recruitment  

Recruitment was via convenience sampling of eligible young people identified during 

community consultations conducted during Phase 1 of this study.  
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3.5.1.3 Sample 

The sample required was 30 participants, approximately 10% of the estimated sample 

size for the survey strand of Phase 3 (Billingham, Whitehead, & Julious, 2013; Hertzog, 

2008). 

3.5.1.4 Survey instrument 

The survey was an anonymous cross-sectional self-administered composite survey in 

English .  It consisted of 135 items in total and included three sections: demographic 

data [13 items], cultural identity [12 items], and knowledge, attitudes and beliefs, and 

behaviour [110 items] (See Appendix A).  These sections are congruent with the 

variables known to directly affect behavioural intent and behaviour contained within the 

theoretical frame underpinning this research (Fishbein, 2000).  The sections were 

ordered based on RG feedback, supported by literature (Aday & Cornelius, 2006), 

according to perceived sensitivity.  Items considered non-threatening, such as 

demographic data and those requiring recall of knowledge, attitudes, and beliefs, 

preceded items perceived as potentially threatening, such as the recall of personal and/or 

current sexual behaviour:  This aimed to improve data collection by providing 

participants time to orientate themselves to the survey topic (Aday & Cornelius, 2006).   

The survey was accompanied by a participant survey information sheet which included 

information about the study, participant’s involvement, informed consent processes, and 

specific details of the complaints mechanism, the ethics committee, and contact details 

for researchers.  Contact details for relevant support groups and what to do if 

participants experienced anxiety or any negative outcomes as a result of participating 

were also clearly outlined (See Appendix B).  

Section 1:  Demographic data 

Section 1 consisted of 13 items that gathered demographic data contextualised to the 

target community.  Basic demographic data items such as age, gender, place of birth, 

religion, relationship status, relationship to household members, educational level, and 

language spoken at home were consistent with Australian Bureau of Statistic standards 

(Australian Bureau of Statistics, 2014).  Additional items, such as tribal affiliation and 
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length of time living in Australia, were derived from this study’s Phase 1 community 

consultation processes and supported by the review of literature (Berry, 1997; 

McMichael, 2008; Stansfeld et al., 2003).  Inclusion of these contextualised items 

allowed a clear description of the sample, and the use of standardised items enabled 

comparison with other populations (Aday & Cornelius, 2006).  Inclusion of the 

participant’s postcode allowed for geographic categorisation to guide sampling. 

Section 2: Cultural identity 

The 12 items used in this section were derived from the Research with East London 

Adolescents Community Health Survey (RELACHS) (six items) (Bhui et al., 2008; 

Stansfeld et al., 2003), and review of literature relating to acculturation and cultural 

identity (six items) (Berry, 1997, 2005; Berry, Phinney, Sam, & Vedde, 2006; Bhugra 

& Becker, 2005).  These items were included to explore the participant’s degree of 

identification with their Sudanese cultural background and level of acculturation with 

the Australian culture, using cultural preference for friends, clothes, and language as 

indicators (Berry, 1997; Stansfeld et al., 2003).  Consistent with the theoretical 

framework underpinning this study (Fishbein, 2000), acculturation theory suggests a 

substantial relationship between acculturation and the behaviour of youth post 

resettlement (Berry et al., 2006).  Therefore, these items were included for factors 

influencing the constructs explored in section 3 of this survey (knowledge, attitudes, 

and behaviours) (Berry, 2005; Berry & Sabatierb, 2010; Gerressu & Stephenson, 2008; 

Khawaja & Milner, 2012; Zhou, 2012).  The six items derived from the literature have 

been used previously to evaluate individuals’ commitment to their culture and 

perceptions of how their cultural normative beliefs influenced their behaviours (Berry & 

Sabatierb, 2010).   

The RELACHS items were used as published findings indicated the items had strong 

face and content validity (Bhui, Lawrence, et al., 2005) and effectively predicted 

cultural identity in African background youth, the focus for this study (Bhui et al., 2008; 

Bhui, Lawrence, et al., 2005; Bhui, Stansfeld, et al., 2005).  The RELACHS combined 

four of their cultural identity items exploring cultural preference for clothes and friends 

to form a score that was then used to classify participants according to Berry’s cultural 

identity categories: integration, assimilation, traditionalism, marginalisation (Berry, 
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1997; Bhui, Lawrence, et al., 2005).  To date, there is no data on the internal 

consistency or Cronbach’s alpha coefficient for the RELACHS cultural identity items 

(Appendix C: Personal email communication dated 13
th

 July 2012 with the RELACH 

study’s primary investigator, Professor Russell Viner).  

The 12 cultural identity and acculturation items in this study were included to form a 

composite score with higher scores indicating greater identification with Australian 

cultural traits.  Reliability and validity of this scale are presented in Chapter 4.  

Section 3: Knowledge, attitudes and beliefs, and behaviour 

The 110 items in this section were primarily derived from the 3
rd

 and 4
th

 National 

Survey of Australian Secondary Students and Sexual Health (NSASSSH) (Smith, 

Agius, et al., 2003; Smith et al., 2009).  These items were grouped according to the IBM 

related construct being explored by this study’s research questions and included:  

1. Knowledge of STI and HIV (23 items), 

2. Attitudes and beliefs towards sexual health related issues (24 items), 

3. Confidence communicating about sex (10 items), and 

4. Behaviour, including  i) drug and alcohol consumption, ii) information and 

health care seeking practices, and  iii) sexual experiences (53 items). 

No published psychometric data were available for the NSASSSH instrument at 

commencement of this study (Confirmed via email communication dated 1
st
 July 2008 

with the NSASSSH primary investigator, Professor Anthony Smith - Appendix D).  

Consequent reviews of literature have derived no further information.  The NSASSSH 

was selected as it was congruent with this study’s theoretical framework, provided a 

comprehensive assessment of the constructs being explored within this study’s research 

questions, and was considered appropriate and sensitive by this study’s RG.  It also 

enabled comparison of this current study’s results with those of the NSASSSH, a cross-

sectional survey of a representative sample of Australian secondary school students 

aged between 13 to 18 years that has been repeated every five years since its instigation 

in 1992 (Agius, Dyson, Pitts, Mitchell, & Smith, 2006; Agius et al., 2010; Smith, Agius, 

et al., 2003).   
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Section 3 originally consisted of 92 items selected from the 3
rd

 NSASSSH 2002 (Smith, 

Agius, et al., 2003).  The 4
th

 NSASSSH 2008 results were released in July 2009, just 

prior to commencing data collection for this study (Smith et al., 2009).  Section 3 was 

consequently reviewed and four items were added to capture items added to the 4
th

 

NSASSSH in response to emerging issues affecting young people in Australia, such as 

the introduction of the Human Papilloma Virus (HPV) vaccine (Smith et al., 2009).  

The 3
rd

 and 4
th

 NSASSSH items were selected based on their consistency with the 

theoretical framework underpinning this study and the variables influencing behaviour 

discussed within the literature review chapter (Fishbein, 2000; Glanz, Rimer, & 

Viswanath, 2008; Kasprzyk et al., 1998; Montaño & Kasprzyk, 2008). 

The remaining 14 items in this section were derived from Phase 1 community 

consultation and the review of literature to further explore issues of concern that led to 

the undertaking of this study (Korner, 2007; Lemoh et al., 2008; McMichael, 2008).  An 

example of added items includes: HIV is not a problem in Australia; Young people have 

sex too easily in Australia; and Living in Australia has affected how I think about sex.  

This also included one open ended question: Why do you think young people may have 

sex before they are married?  to provide participants opportunity to express 

anonymously their attitude and beliefs about this culturally sensitive topic, thereby 

gathering data that provided a deeper contextualised understanding of a key issue of 

concern to the community (Creswell & Plano-Clark, 2007). 

The 3
rd

 and 4
th

 NSASSSH used three aggregated scores to measure knowledge of STI 

(11 items, Cronbach α = 0.70), hepatitis (seven items, Cronbach α = 0.64) and HIV (11 

items, Cronbach α = 0.51) (Agius, Dyson, et al., 2006; Agius et al., 2010).  The 

NSASSSH knowledge scales were derived from the national secondary school sexual 

health syllabus, thus addressing face validity (Agius et al., 2010).  One item derived 

from community consultation was added to the NSASSSH 11 item aggregated HIV 

score to form the HIV knowledge score of 12 items for this study.  The NSASSSH 

items measuring STI and viral hepatitis knowledge were combined and condensed into 

one STI knowledge score of 11 items.  This revised 11 item composite STI knowledge 

score addressed this study’s research questions and reduced the potential for burden on 

participants by cutting the length of time needed to complete the survey (Aday & 
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Cornelius, 2006).  Reliability and validity of the two knowledge scales for the current 

study are presented in Chapter 4.  

In the 3
rd

 and 4
th

 NSASSSH, the items pertaining to sexual behaviour and confidence in 

communicating about sex were analysed as individual items (Agius, Dyson, et al., 2006; 

Agius, Pitts, et al., 2006; Agius et al., 2010; Smith, Agius, et al., 2003; Smith et al., 

2009).  Nonetheless, this current study’s survey instrument was structured to allow for 

10 items exploring confidence in communicating about sex and 25 items exploring 

patterns of sexual risk behaviour to be aggregated into two composited scales: (i) 

Confidence In Communicating About Sex Score (CCASS); and (ii) Sexual Risk 

Behaviour Score (SRBS).  Aggregated scores measuring factors influencing young 

people’s behaviour (Feinberg et al., 2007) and exploring the influence of confidence 

and self-efficacy on communicating about sex (Basen-Engquist et al., 1999; Gloppen et 

al., 2010; Rosenthal et al., 1991; Seal, Minichiello, & Omodei, 1997) have been found 

to generate accurate and reliable data to guide analysis and understanding of 

behavioural intent in a number of studies relating to sexual risk and protective 

behaviours (Evans et al., 2004; Reiter, Katz, Ferketich, Ruffin, & Paskett, 2009; Seal et 

al., 1997).  This current study may have benefited from using a validated or recognised 

scale to measure sexual behaviours and confidence (Kotchick, Shaffer, Miller, & 

Forehand, 2001).  However, this would have limited this study’s ability to compare and 

contrast results with those of the NSASSSH, a process that provided understanding of 

the noteworthy parallels and points of difference between the young people involved in 

this study and a representative sample of their contemporary Australian peers (Agius et 

al., 2010).  

The 25 items selected for this study’s aggregated SRBS were consistent with sexual risk 

behaviour items from previously used and validated scales (Adefuye, Abiona, Balogun, 

& Lukobo-Durrell, 2009; Evans et al., 2004; Reiter et al., 2009; Rosenthal et al., 1991; 

Seal et al., 1997).  It used factors with known association with sexual risk and protective 

behaviours, such as age of first sexual encounter, frequency of partner change, patterns 

of condom and contraception use, alcohol and drug use, as discussed in the literature 

review chapter (Basile et al., 2006; Bearinger et al., 2007; Feinberg et al., 2007; 

Moilanen et al., 2010).  Reliability data for the aggregated CCASS and the SRBS is 

presented in Chapter 4. 
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Phase 2 Strand 2 interview recruitment  

At the end of the survey participants were invited to volunteer to participate in the Phase 

3 interview strand.  All participants were provided with the interview information sheet 

(See Appendix F) and directed to complete the contact details form attached to the back 

of the survey instrument if interested (See Appendix A).  The contact detail form could 

be returned to the principal research at completion of the survey or via the provided 

reply paid envelope.  All contact details were separated from the returned survey and 

stored in a secure locked cupboard. 

3.5.1.5 Data collection 

Data for the pilot survey phase were collected using three separate groups of young 

people.  The young people recruited into the pilot survey phase were asked to: 

1. Complete the survey instrument, and 

2. Participate in a group discussion to: 

a. Appraise the survey instrument in regards to time required to complete, 

language level and literacy requirements, cultural appropriateness, clarity, 

understanding, interpretation and perceived meaning of each item, and the 

appropriateness of the thankyou gift. 

b. Identify potential locations for distribution of research information and 

recruitment, and any contextualised youth specific issues that may create 

barriers for recruitment and the successful completion of this study (Aday & 

Cornelius, 2006; van Teijlingen & Hundley, 2001).   

Field note data were collected to document the researcher’s observations, the time taken 

to complete the survey, and the participants’ feedback to the points listed above.  

3.5.1.6 Data Analysis 

Basic descriptive analysis including frequency counts and percentages were used to 

determine time to complete the survey, method of recruitment success, and response 

rates.  The field note data were analysed using basic iterative inquiry (Grbich, 2004, 
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2007).  Tentative propositions were developed and used in conjunction with RG 

feedback to refine the survey and discussion guides and to guide the research process.  

The survey data were not analysed as part of the pilot survey phase.  The survey data 

analysis plan and missing data management are described later in the Phase 3 section of 

this chapter. 

3.5.1.7 Results  

The pilot sample included 30 (n = 30) 16-24 year old members of the target community 

(Mean age = 19 years) who completed the survey.  Participants were recruited and the 

surveys distributed via a range of methods over a one month period.  Recruitment of 

participants and on-site completion of the self-administered survey at a community 

social or formal event with the researcher present was identified as the most effective 

method of recruitment for the Phase 3 survey strand (See Table 3.1).  Surveys returned 

by reply paid envelope took between one to four weeks to return and had a 30% return 

rate.  Community organisation staff indicated workloads and competing demands 

impacted on their ability to assist in recruitment.  

Two group discussions involving 20 of the pilot survey sample were conducted at 

separate locations.  The participants took between 20 to 40 minutes to complete the 

survey instrument.  The majority of participants considered this acceptable as they felt 

the content was important and informative and the length of time would not place an 

undue burden on participants in regards to time, effort, and stress (Aday & Cornelius, 

2006; Bloch, 2007).  Ordering of items was also thought to be acceptable.  Prior to 

testing of the survey with the pilot sample, the survey instrument had been reviewed by 

the RG during Phase 1 to evaluate cultural appropriateness and acceptability (Tompkins 

et al., 2006).  This Phase 1 RG consultation considered face validity which was further 

addressed through consultation with the pilot sample (Polit & Beck, 2012).  Questions 

were generally found to be culturally appropriate, clear in meaning.  Only minor 

changes to the wording of four items to clarify meaning were suggested, which did not 

impact on the original intent of the items.  Thus, the pilot indicated the acceptability and 

feasibility of the survey.  
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Table 3.1 

Pilot survey participant recruitment and response rates  

Method of recruitment and survey distribution 

Surveys 

Distributed 

Surveys 

Returned 

Response 

Rates 

n n % 

1. Self-administered at community social and 

formal events and venues with principal 

researcher present 

24 24 100.0 

2. Survey and reply paid envelope supplied to 

people at above events for completion and/or 

distribution to social networks  

20 6 30.0 

3. Survey and reply paid envelope supplied to staff 

at a community organisation for distribution to 

clients  

10 0 0 

 

The pilot survey participants acknowledged poor English literacy and language skills 

could be a barrier to administering the surveys to some young people.  Nonetheless, 

participants indicated translating the survey into Sudanese Arabic and/or a tribal dialect 

would probably not improve participation rates due to two factors: tribal dialects are 

often not written languages (U. Burgoyne & Hull, 2007a) and, while some young 

people are fluent in spoken Sudanese Arabic and/or a tribal dialect, they often have 

limited literacy in this language.  Therefore, as there was no common or predominant 

written or spoken language identified across this heterogeneous community (U. 

Burgoyne & Hull, 2007a), the use of written and spoken English was considered 

appropriate and acceptable.  Consultation with the RG members supported this 

proposal. 

When asked about potential recruitment entry points and barriers, the participants 

recommended avoiding schools, religious venues, and church youth groups due to the 

sensitivity of the research topic.  Community social and sporting events were suggested 

as acceptable points of access and recruitment, supporting the feasibility of using this 

recruitment strategy as the primary recruitment strategy for the Phase 3 survey strand.  

Feedback from the pilot survey group discussions indicated it was acceptable for the 

researcher to attend these events to distribute information, recruit, and/or collect data.  

This would limit the need for Phase 3 survey participants to travel and provided 
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opportunity for young people to become familiar and to build rapport with the 

researcher.  The presence of an older bilingual community member was identified as a 

possible barrier for young people participating; however, they suggested a younger 

bilingual person working with the researcher would be acceptable.  Age matched peer 

recruiters were employed to assist the researcher in Phase 3.  

Participants suggested there was no need to separate young males and females during 

the distribution of research information and surveys.  However, they felt providing them 

with a range of options on how and where to complete and return the survey would 

allow young people a choice and improve participation rates.  This feedback was taken 

into consideration, and survey return via reply paid envelopes was maintained and a 

range of recruitment strategies was implemented in Phase 3. 

The use of two movie tickets as a thankyou gift was considered cultural appropriate and 

acceptable by all pilot phase participants and RG feedback. 

Feedback from the participants regarding the survey items and language level were used 

to refine the FGD.  Outcomes of the pilot phase required no amendment to this study’s 

ethical approval (See Appendix I).    

3.5.2 Pilot community focus group discussion   

The primary aim of the pilot FGD was to assess and refine the clarity and cultural 

acceptability of the FGD guide.  Feasibility of the Phase 3 FGD strand sampling and 

recruitment strategies was also determined  

3.5.2.1 Inclusion criteria  

Any person over the age of 16 years who self-identified as a member of the target 

population was eligible.  Individuals requiring an interpreter were excluded from the 

pilot FGD.  
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3.5.2.2 Sampling and recruitment  

Recruitment was via convenience sampling from eligible people identified during Phase 

1 community consultations.  

3.5.2.3 Sample 

One community FGD of five (n = 5) community members was considered adequate. 

3.5.2.4 Discussion guide structure  

The FGD guide was structured to include structured questions and prompts derived 

from the survey, the literature review, and key determinants of behaviour from 

theoretical framework underpinning this study (Fishbein, 2000), together with the Phase 

1 community and RG consultation data.  The FGD guide was structured into six 

sections, which were again congruent with the IBM variables used within the survey 

instrument:  

1. FGD information including informed consent processes and group rules;  

2. Social and cultural attitudes and beliefs;  

3. Sexual health knowledge, attitudes, and beliefs;  

4. Relationships and behaviour of young people;  

5. Issues of concern; and  

6. Education, information, and health care needs (See Appendix E). 

 

The community FGD guide was designed to explore the community level sociocultural 

normative beliefs and expectations (Ingham & Stone, 2001) and to avoid individual 

personal level beliefs and behaviours that may have been perceived as threatening and, 

as a result, stifle spontaneous open discussion among participants (Lettenmaier et al., 

1994).  The sections were, therefore, ordered based on RG feedback supported by the 

literature (Aday & Cornelius, 2006) to flow from exploration of these broader 

community level sociocultural attitudes and beliefs to the relationship and sexual 

behaviours and needs of the young people that could be considered as threatening and 

personal in nature.  
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The semistructured discussion format and use of prompts and open ended questions 

enabled the researcher to create an interactive conversational relationship with the 

participants (Grbich, 2004, 2007; Holloway & Wheeler, 2010; Liamputtong, 2013; 

Minichiello, Madison, Hays, & Parmenter, 2004; Power, 2002).  This facilitated 

clarification and exploration of the participants’ responses while providing opportunity 

for participants to independently raise topics they considered relevant, thus providing 

greater understanding and sharing of the participants’ knowledge, stories, and 

experiences (Liamputtong, 2013).   

Results of the Phase 2 pilot survey testing and FGD trial were used to refine the Phase 3 

interview strand discussion guide to ensure consistency of items and constructs being 

explored.   

3.5.2.5 Data collection 

Facilitated by the researcher, the pilot FGD was conducted in English at a public venue 

chosen by the participants.  The FGD was audio taped, however, this data were not 

analysed during the pilot FGD phase.  Following completion of the pilot FGD, 

participants were asked to: 

1. Appraise the FGD guide items and research process in regards to language and 

literacy requirements, clarity, understanding and cultural appropriateness of 

questions, number of participants in a FGD, and duration of FGD,   

2. Identify potential locations for distribution of research information and recruitment, 

and  

3. Identify any issues that may create barriers to recruitment and the successful 

completion of this study (van Teijlingen & Hundley, 2001).   

Written field notes were made to document participants’ feedback on the points listed 

above and the researcher’s observations of the pilot FGD process.  
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3.5.2.6 Data Analysis 

The detailed feedback from the participants and the researcher’s observation data 

recorded in the filed notes were analysed using basic iterative inquiry (Grbich, 2004, 

2007) and used to guide refinement of the discussion guides for the Phase 3 interview 

and FGD strands and the research process.  

3.5.2.7 Results 

The pilot FGD sample included five (n = 5) female community members aged between 

24 and 40 years of age.  Participant feedback indicated the use of English to collect 

FGD data was acceptable and would not exclude large numbers due to the level of 

English proficiency among most of the community.  Ethnically matched interpreters can 

increase the accuracy of recording participants’ responses (Fenton et al., 2002); 

however, consistent with previous research, participants considered the presence of an 

interpreter might reduce participants’ willingness to disclose sensitive information 

(Fenton et al., 2002) and affect the focus group dynamics (Culley et al., 2007).  A scribe 

to collect field notes was not recommended for the same reasons (Holloway & Wheeler, 

2010; Tonkiss, 2004).  Consultation with the RG members supported these proposals. 

Participants suggested small size groups (five to six participants) would facilitate open 

discussion, ensure all participants had the chance to be heard, and limit the logistical 

challenges associated with getting larger groups together.  This is supported by the 

literature (St John, 2004; Tonkiss, 2004).   

The FGD took approximately 40 minutes to complete.  The majority of participants 

considered this acceptable as they felt the topic, while culturally sensitive, was 

important.  Questions were generally found to be culturally appropriate and clear in 

their intent.  Participants, supported by RG feedback, agreed an AUS$30.00 shopping 

voucher as a thankyou gift was considered cultural appropriate and acceptable.  

Participants suggested meeting in venues that were known and trusted by participants 

would be preferable.  They also agreed snowball sampling was an acceptable 

recruitment approach as it would result in the wide distribution of research information, 

particularly as the researcher became known and trusted within the community.  
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No changes were made to the discussion guide or proposed recruitment strategies; thus, 

the pilot indicated the feasibility of the focus group discussion guide and recruitment 

strategies.  

3.5.3 Inclusion of pilot results 

Data collected from pilot studies are generally not intended for inclusion in the end 

findings due to the potential for contamination of findings (van Teijlingen & Hundley, 

2001).  However, as there was no significant modification to the survey, it was decided 

to include the surveys completed in the pilot phase.  It was also decided to include the 

pilot FGD data in the analysis for similar reasons (van Teijlingen & Hundley, 2001).    

3.6 Phase 3: Data Collection and Analysis  

Phase 3 consisted of the concurrent collection and analysis of data from three equally 

weighted parallel independent data strands:  

Stand 1. Surveys with 16-24 year old young people, 

Stand 2. Interviews with a subset of the survey participants, and  

Stand 3. Community level focus groups discussions (See Figure 3.1, pp. 67). 

 

Data from the three strands yielded different yet complementary data addressing this 

study’s research questions, thus providing enhanced validity of results and 

multidimensional understanding of the research problem (Creswell & Plano-Clark, 

2007; Polit & Beck, 2012; Teddlie & Tashakkori, 2009).   

3.6.1 Strand 1:  Survey with 16-24 year olds 

The survey methods and data collection were assessed in the Phase 2 pilot and found to 

be culturally acceptable and methodologically sound.  Consequently, the same 

processes were used for the Phase 3 survey strand, which provided a broad numeric 

description of the 16-24 year old participants’ sexual health knowledge, attitudes, 

beliefs, and behaviour patterns. 
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3.6.1.1 Sample  

The target population was the 16-24 year old members of the Queensland Sudanese 

community (approximately 600). 

Using an established Needed Sample Sizes table by Reaves (1992), the sample size was 

determined to be between 220 to 240 to ensure that at the 95% confidence level the 

sample population would be within +/- 0.05 accuracy of the population proportion 

(Reaves, 1992).  A power analysis was not performed due to the lack of sufficient data 

to make precise statistical calculations (Schofield, 2004).   

Assessment of logistical limitations during Phases 1 and 2 suggested it was probably 

not feasible to meet these numbers within the timeframe and capacity of this study.  A 

pragmatic timeframe of 12 months was, therefore, set for survey data collection.  

Critical analysis of previous research involving African refugees (Drummond, Mizan, & 

Wright, 2008; Neale et al., 2007; Onwumere, Holttum, & Hirst, 2002; Tiong, 2006; 

Tiong et al., 2006; Tompkins et al., 2006) and other hidden, marginalised, and hard-to-

reach populations (Smith & Pitts, 2007; Temple & Moran, 2006) determined a sample 

size of 100 to150 as an achievable alternative target that would still result in valid 

findings (Davis & Scott, 2007), while limiting potential biases, harm, or unrealistic 

demands on participants or the community (Roberts & Taylor, 2002).  

3.6.1.2 Inclusion and exclusion criteria  

Any person between the ages of 16 and 24 years who self-identified as a member of the 

target population was eligible.  Exclusion criteria included any young person who did 

not have the maturity and capacity to provide informed consent.  Young people with 

limited English language and literacy were not excluded from Strand 1 if they requested 

involvement and voluntarily agreed to language assistance from one of the trained peer 

recruiters.    
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3.6.1.3 Sampling and recruitment  

A combination of convenience snowball and quota sampling using the multiple active 

strategies of recruitment indicated in Phase 1 was employed.  Recruitment for Strand 2 

interviews was conducted simultaneously.  

3.6.1.4 Data Collection  

Informed consent for the Phase 3 survey was implied by the voluntary completion and 

return of the written survey.  To maximise engagement and recruitment opportunities, 

data collection was conducted at a range of venues and pre-existing youth specific 

events determined from Phases 1 and 2 data.  These included:  

 Sporting events such as football and basketball games/tournaments,   

 Community organised events and social youth gatherings,  

 Community based organisation arranged youth events, and  

 Private homes. 

Peer Recruiters 

Two Peer Recruiters (PR) of Sudanese background, one male and one female, over the 

age of 18 years and with proficient English language and literacy skills, were employed 

to assist with recruitment and data collection.  The PR’ key role was to identify eligible 

peers and additional strategies for recruitment.  However, on request of participants 

with limited English literacy skills, the PR also assisted with data collection.  While it is 

recognised this assistance can increase the risk of response bias, this increased 

participation of those who may otherwise have been excluded on the basis of language 

(Bloch, 2007; Lee, Sulaiman-Hill, R, & Thompson, 2014).  As outlined in the literature 

review chapter and Phase 2 pilot results, the use of PR was strongly supported as a 

culturally appropriate and community accepted means to facilitate access (Correa-Velez 

et al., 2011; Elliott et al., 2002; Luchters et al., 2008; Simon & Mosavel, 2010; Vargo et 

al., 2004).   

The PR were from two different social, tribal, and geographical groups within the 

community, thus providing different networks to begin seeding for snowball sampling 
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and recruitment, while decreasing the risk of overrepresentation of any one group.  Both 

had existing knowledge and understanding of sexual health and HIV related issues, 

demonstrated a keen interest in this study, and expressed a desire to learn more about 

research processes.  They were also both active in their community, appeared respected 

among their peers, and comfortable to discuss the research topic openly with peers and 

other members of the community.   

The PR were provided training on their role and responsibilities as PR by the researcher 

in regards to recruitment, informed voluntary consent, principles of confidentiality, and 

data collection.  They were also provided information on the research background, 

objectives, and methodology.  A recruitment bag containing research information 

sheets, guidelines on inclusion and exclusion criteria, surveys with reply paid 

envelopes, researcher contact details, pens, and a Survey Distribution Tracking Sheet 

was given to each PR.  They were also provided with a range of agreed responses to 

questions likely to be encountered in the field.   

The researcher and PR communicated regularly via a combination of phone, texting, 

email, and face-to-face meetings.  This allowed exchange of field stories, a prompt 

response should the PR have any questions, identification of upcoming community 

events, and a streamlined process for future planning of sampling and recruitment 

strategies.  Completed surveys were exchanged and the recruitment bags replenished at 

these meetings and on demand.   

The PR recruited participants via three strategies, which supported a consistent 

approach and process.  These strategies included: 

1. PR joined the researcher at organised youth events where a research information 

stall was established.  Participants were given three options for completing the 

survey on recruitment:  

a. Self-administered survey in the field with return that day via a sealed 

envelope to a locked box at the research information stall,  

b. Survey administered with the assistance of the researcher or PR at the time, 

e.g., on request of participants with limited English literacy skills, and 
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c. Survey and reply paid envelope supplied for return at a later date to the 

researcher. 

2. PR independently recruited participants and distributed surveys and reply paid 

envelopes via their social networks within the community.   

3. PR invited the researcher to attend social gatherings with young people identified 

from among their friends’ peers and social networks.  Surveys were completed at 

the time or returned via reply paid envelopes.  

Chain recruitment by participants 

To assist with accessing a broader range of subgroups, participants who expressed an 

interest in assisting with the research were, following brief training by the researcher on 

the principles of confidentiality and their role and responsibilities as a recruiter, 

provided surveys with attached reply paid envelopes for distribution to their social 

networks.  Contact details for the researcher were given to each participant recruiter 

should support be needed or questions arise.   

A thankyou gift of two movie tickets was given to each participant either in person or 

via mail on return of a completed survey.   

Surveys were sequentially coded to allow monitoring of the recruitment and data 

collection methods for future research design.  

3.6.1.5 Data storage and management  

Storage 

All data were de-identified, clearly labelled, or coded as appropriate and stored in 

accordance with the Australian Code for the Responsible Conduct of Research and the 

National Statement on Ethical Conduct in Human Research (Australian Government, 

2007, 2014).  Coding of data was performed by the principal researcher to ensure 

consistency.  A separate secure record of codes and participant numbers was kept 

electronically in a logbook.  A code book, both paper and electronic, was kept to record 
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mapping of variables and data columns used in the Statistical Package for the Social 

Sciences (SPSS) program Version 20 (IBM Corp., Released 2011).   

Data Checking 

Data were checked for completeness and quality by the researcher through a number of 

screening steps (Pallant, 2013).  Data verification and cleaning occurred continually 

throughout data entry by regular manual checks and comparisons of selected survey 

instruments, which were compared against entered computerised data files and coding 

sheets.  On completion of data entry, a random sample of survey instruments (10%) was 

reviewed in their entirety for completeness and accuracy of data entry (Roberts & 

Taylor, 2002; B. Taylor, Kermode, & Roberts, 2006).  The data file was also checked 

for errors, such as missing data and out-of-range values, by case sorting of the 207 

variables.  Categorical variables were checked pre- and post variable case sorting for 

errors in a selection of frequency distribution and descriptive tables.  The data were also 

checked for the percentage of missing data and rate of non-respondents for each 

variable.  All errors were rectified.  

Missing data 

Data for each survey were reviewed item-by-item to determine treatment of missing 

values.  Missing data were dealt with in standard ways (Polit & Beck, 2012).  Deductive 

imputation was performed for missing data items where an item could be logically 

deduced with certainty by using the individual participant’s responses to other items in 

the survey (Aday & Cornelius, 2006).  As with the NSASSSH (Agius et al., 2010), 

imputation of means were actioned where appropriate for random and single missing 

responses on the basis that the mean value reflected the majority of the data (Aday & 

Cornelius, 2006; Polit & Beck, 2012).  For the aggregated knowledge scales, missing 

items were computed using an individual participant’s mean score for valid responses, 

unless greater than 50% of items was missing, in which case no score was imputed and 

the scale was excluded from analysis for that scale (Agius et al., 2010).  For other 

sections of the survey, if more than one data item was missing but less than 25% for an 

individual participant, the missing data was awarded the case mean of the individual 

participant’s response for that section.  If greater than 25% of data but less than 50% 

was missing from an individual section, the group mean for that item was awarded for 
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missing item data (Aday & Cornelius, 2006; Polit & Beck, 2012).  Sections with greater 

than 50% of data missing were removed from the analysis of that section on the basis 

that their data could not be generated with any certainty.  Duplicate datasets were 

created once analysis began to ensure original data were protected and not lost. 

3.6.1.6 Data analysis  

The data were analysed using the IBM Statistical Package for the Social Sciences 

(SPSS) Statistics for Windows, Version 20 (IBM Corp., Released 2011).  A detailed 

analytical plan was developed to guide the statistical analysis.  Where possible, similar 

data analysis models to those used in analysis of the 4
th

 NSASSSH were applied during 

the exploratory phase of analysis.  This allowed comparison of this study’s results with 

those from a study involving a representative sample of young Australians, which was 

conducted at a similar time to this current study (Agius et al., 2010; Smith et al., 2009).     

The 5
th

 NSASSSH (2013) results were released in April 2014 during the final stages of 

writing this thesis.  The data analysis plan for this current study was not revised as there 

were a number of changes in the data collection items and data analysis for this offering 

of the NSASSSH.   

Descriptive statistics were initially conducted to examine sample characteristics.  

Summary statistics for each item and the aggregated scales knowledge, confidence, and 

sexual risk behaviour were calculated in order to part way address the following 

research questions:  

1. What is the knowledge of the 16-24 year old Sudanese background youth in 

Queensland regarding sexually transmissible infections (STI) and HIV? 

2. What are the attitudes and beliefs of the 16-24 year old Sudanese background 

youth in Queensland regarding sexual health and behaviour? 

3. How confident are the 16-24 year old Sudanese background youth in 

Queensland communicating about sex? 

4. What are the self-reported patterns of sexual behaviour among the 16-24 year 

old Sudanese background youth in Queensland? 
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5. What are the services used by the 16-24 year old Sudanese background youth in 

Queensland for sexual health information and health care? 

Correlational analysis and Multivariate Analysis of Variance (MANOVA) were then 

performed to part way address the research question:  

9. What do the 16-24 year old Sudanese background youth and broader 

Queensland Sudanese community perceive as factors that influence sexual 

health knowledge, attitudes, beliefs, and patterns of behaviours? 

 

These data were grouped according to the research questions and the corresponding 

IBM theoretical determinants of behaviour (Fishbein, 2000; Fishbein & Cappella, 2006; 

Fishbein & Yzer, 2003) into continuous outcome and independent variables as follows:  

1. Continuous outcome variables: 

a. Cultural identity and acculturation, 

b. Knowledge, 

c. Attitudes and beliefs, 

d. Confidence (Self-efficacy), and 

e. Behaviour.   

2. Independent variables:  

a. Gender (Categorical),  

b. Age (Ordinal),  

c. Length of time in Australia (Ordinal), and 

d. Age of arrival in Australia (Ordinal).  

Preliminary analysis 

Initially, data were described and summarised using univariate descriptive analysis, 

including means, standard deviations, frequency counts, percentages, medians, and 

interquartile ranges, in an attempt to convey the essential characteristics of the sample 
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and to summarise data (B. Johnson & Christensen, 2004).  Summary statistics for the 

individual items and subscales of the survey domains were calculated.  Contingency 

tables were used to present the two dimensional frequency distribution of variables 

cross-tabulated with gender to allow exploration of variance and similarities between 

genders (Polit & Beck, 2012).  For purposes of comparison to the NSASSSH, the 5 

point likert scales were collapsed into a 3 category scale for items used to measure 

attitudes and beliefs (Strongly agree/agree, Not sure, and Strongly disagree/disagree) 

and confidence (Very confident/confident, Not sure, and Not very confident/not 

confident), and descriptive analysis findings presented as percentages.   

Cultural identity and acculturation items were recorded using a 5 point likert scale.  

Each item was analysed separately using descriptive analysis to further describe sample 

characteristics.  The 12 cultural identity and acculturation items were aggregated to 

form a composite score, with higher scores indicating greater identification with 

Australian cultural traits.  Reliability data for this aggregated score is presented in 

Chapter 4.   

Confidence items were also recorded using a 5 point likert scale for 10 items.  Again, 

after each question was analysed separately using descriptive analysis, an aggregated 

Confidence in Communicating about Sex Score (CCASS) of zero to 40 was calculated.  

Attitudes and beliefs of respondents to a range of items were also measured using a 5 

point likert scale.  An aggregated score was not calculated for this variable as the items 

did not represent a single entity.  For these items, results of the descriptive analysis by 

gender were used during triangulation and comparison of findings from the interview 

and FGD.  

Knowledge of STI (11 items) and HIV (12 items), recorded using yes, no, and not sure 

responses, were analysed separately before being aggregated to determine a total STI 

knowledge and a total HIV knowledge scores.  Consistent with the NSASSSH, the 

knowledge items were scored according to correct response for each question item, with 

no and not sure responses being grouped as the incorrect category when item responses 

were aggregated to derive an STI knowledge score (zero to 11) and an HIV knowledge 
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score (zero to 12).  Higher scores indicate poorer knowledge levels for both dependent 

variables.     

Items pertaining to patterns of alcohol and drug use (11items), information and health 

care seeking (eight items), and sexual behaviour (34 items) were also described and 

summarised using univariate descriptive analysis.   

An aggregated Sexual Risk Behaviour Score (SRBS) (zero to 84) was calculated using 

25 items selected from the 34 items measuring sexual behaviour patterns for each 

respondent who reported yes to the question: Have you ever had sex?  (See underlined 

items in Survey Section 4 in Appendix A).  As outlined earlier, these 25 items reported 

on factors associated with sexual risk and protective behaviours (Basile et al., 2006; 

Bearinger et al., 2007; Feinberg et al., 2007; Moilanen et al., 2010) previously used in 

validated scales (Adefuye et al., 2009; Evans et al., 2004; Reiter et al., 2009; Rosenthal 

et al., 1991; Seal et al., 1997).  Not sure responses were considered as a risk response 

and grouped accordingly.  The group mean was used to replace missing data items.  

Analysis of influencing factors  

Correlational analysis was then conducted to examined the strength and direction of the 

relationship between four confounding variables - gender, age, length of time in 

Australia, age of arrival in Australia - and the dependent outcome variables - STI 

knowledge, HIV knowledge, confidence in communicating about sex, and sexual risk 

behaviours - aggregated scores (Polit & Beck, 2012).   

The four confounding independent variables were determined following the review of 

the literature and comparable studies, in conjunction with analysis of the interview and 

FGD data.  Literature reports that age and gender are factors that influence knowledge 

and predict sexual behaviour patterns (Fenton et al., 2005; Gerressu & Stephenson, 

2008; Marston & King, 2006; Romer et al., 1994).  This is supported by the range of 

external demographic variables associated with the IBM underpinning this study 

(Fishbein, 2000), the independent variables used in analysis of the NSASSSH (Smith, 

Agius, et al., 2003; Smith et al., 2009), and the Australian Study of Health and 

Relationships data (de Visser et al., 2006; Smith, Pitts, Shelley, Richters, & Ferris, 
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2007).  Use of age and gender to guide analysis enabled comparison of data from this 

study with equivalent NSASSSH item data.  ‘Length of time in Australia’ and ‘age of 

arrival’ emerged as common themes across the interview and community FGD data that 

influence knowledge and the sexual behaviour patterns of the target population’s young 

people.  Therefore, these data were also analysed looking at length of time in Australia 

and age of arrival in relation to the predictive and outcome variables.  Use of these 

confounding variables to analyse the data is supported by the theory of acculturation 

(Berry, 1997, 2005; Berry et al., 2006).   

Reporting correlation coefficients, computed using Pearson’s r, allowed for the 

evaluation of importance and statistical significance of the results (Nakagawa, 2004).  

The choice and number of tests conducted during the descriptive bivariate analysis 

phase were guided by the data and results were used only for descriptive purposes.  It is 

acknowledged that conducting multiple testing for correlations and variance increases 

the risk of a Type 1 error occurring.  However, as it was not the intent to reject a null 

hypothesis, to use results to change practice, or to control for experimental wise error 

rates of any form, an adjustment for multiple testing using a true Bonferroni procedure 

was not used (Bender & Lange, 2001; Grove & Andreasen, 1982).  Nonetheless, in an 

attempt to avoid a Type 1 error, correlations were only considered significant at the 

level of p-value .01.  

This study was not designed to test a null hypothesis or to determine a causal link 

between predictive or confounding variables and behaviour.  However, results from the 

preliminary data analysis informed the decision to conduct descriptive bivariate 

correlational analysis for individual items and in-depth iterative analysis using a one 

way between-group Multivariate Analysis of Variance (MANOVA) to explore for 

associations between the four dependent continuous variables - Sexually Transmissible 

Infections (STI) knowledge, HIV knowledge, confidence in communicating about sex, 

and sexual risk behaviours aggregated scores - and the four confounding independent 

variables - gender, age, time in Australia, and age of arrival in Australia.  This level of 

analysis part way addressed research question 9: What do the 16-24 year old Sudanese 

background youth and broader Queensland Sudanese community perceive as factors 

that influence sexual health knowledge, attitudes, beliefs, and patterns of behaviours? 
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Multivariate Analysis of Variance (MANOVA) was used to analyse the relationship 

among knowledge, acculturation, confidence, and behaviour using aggregated total 

scores for the four selected confounding factors - gender, age, length of time in 

Australia, and age of arrival.  Mention and violations of any underlying statistical 

assumptions and their management are discussed in the relevant sections of Chapter 4 

Quantitative results.  MANOVA was conducted rather than a series of Analysis of 

Variances (ANOVA) to increase detection of a true interaction among the variables and 

to protect against a Type I error associated with multiple tests exploring correlated 

dependent variables (Field, 2009; L. M. Harris & Heard, 2004; Pallant, 2013; 

Tabachnick & Fidell, 2013).  Bonferroni adjustment procedure was used during this 

confirmatory analysis of data to control for Type I error (Bender & Lange, 2001; 

Pallant, 2013; Polit & Beck, 2012; Tabachnick & Fidell, 2013).  An adjusted Bonferroni 

alpha level of .01 was used in order to further reduce the risk of Type 1 error (Coakes & 

Ong, 2011; Pallant, 2013).  It is acknowledged that random sampling was not used for 

recruitment of this phase; therefore, the probability theory that underlies inferential 

statistics cannot be applied and findings from this phase cannot be seen as 

representative of the population (B. Johnson & Christensen, 2004).   

The other variables that construct the Integrated Behaviour Model (Fishbein, 2000) 

were explored and analysed in qualitative phases of this research.  It is proposed that 

results from the exploratory data analysis also assist in understanding the findings of the 

other phases of this study and guide formulation of hypotheses for testing in future 

research.   

3.6.2 Strand 2: Interviews with 16-24 year olds 

3.6.2.1 Purpose  

Interviews were designed to explore in greater depth the sexual health knowledge, 

attitudes, and beliefs of the 16-24 year old Sudanese Queenslanders, along with their 

thoughts on related risk factors including perceived barriers to service access, 

knowledge acquisition, and behaviour.  Findings from this phase enriched the survey 

findings and provided opportunity to explore for intergenerational differences by 

comparison with the community level FGD data.   
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3.6.2.2 Sample 

The interviews consisted of semistructured face-to-face interviews with 16-24 year old 

young people recruited from the survey sample.  

3.6.2.3 Inclusion and Exclusion Criteria  

Inclusion criteria were the same as applied in the survey strand (See page 87).   

3.6.2.4 Sampling and Recruitment  

As discussed earlier, survey participants interested in participating in the interview 

process self-identified during the survey recruitment and data collection process.  The 

researcher contacted potential participants to assess eligibility and to answer any 

questions.  Details of age, gender, and ethnic/tribal background were collected during 

this discussion.  Quota sampling (Polit & Beck, 2012; Tonkiss, 2004) was applied to 

achieve a gender balanced sample reflective of the broader community (Atkinson & 

Flint, 2001; Elam & Fenton, 2003).  Arrangements were made at this point of contact 

regarding a meeting point and time acceptable to both the researcher and participants for 

conducting the interview.    

3.6.2.5 Data Collection    

The one-on-one semistructured interviews conducted in English by the researcher 

commenced with an outline of the overall purpose of the research.  Participants were 

then offered an opportunity to ask questions to ensure concerns and queries were 

addressed early.  This also allowed the researcher time to assess eligibility, English 

language skills, and maturity and capacity to provide informed consent.  Access to an 

interpreter was offered to participants regardless of English language skills.  All 

participants declined this offer.  

The nature of the topic and age of participants may have resulted in the disclosure or 

identification of past experiences of sexual assault, gender violence, and/or illegal 

activities such as under age sexual activity, or illicit drug use.  The researcher, a 

Registered Nurse with 20 years clinical experience in sexual and reproductive health, 
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was highly skilled in the management of these issues.  Referral pathways to community 

based organisation and specialist agencies skilled in providing services to culturally and 

linguistically diverse communities were established prior to project commencement for 

ongoing support and care if requested by participants and/or deemed necessary by the 

researcher. These pathways were contained and approved within the HREC procedure.   

Participants were given a copy of the Participant Information Sheet and consent for 

participation was obtained in writing (Appendix F).  Participants were informed that 

they could withdraw their consent and cease participation at any time.  No participants 

withdrew their consent.   

Data collection continued until preliminary data analysis conducted at the completion of 

each interview indicated no new information was being obtained and data saturation had 

occurred (Grbich, 2007; Polit & Beck, 2012). 

Venue 

The interviews were conducted at a site nominated by the participants to provide a 

relaxed and safe environment (Gallagher, 2009; Holloway & Wheeler, 2010).  The 

researcher assessed the nominated location to determine its suitability and the safety for 

the researcher and participants.  A safety plan was developed and adhered to at all times 

(Dickson-Swift et al., 2007; Parkman & Bixby, 1996).  A nominated safety contact was 

notified of the location, date, and time scheduled, along with the expected time of 

departure of each interviewee.  As the interviews were often conducted out of office 

hours, the nominated safety person was usually the researcher’s next of kin.  The 

researcher had mobile phone coverage at all times and made contact with the nominated 

safety contact on arrival and departure from the venue.  The nominated safety contact 

knew to initiate contact and/or to implement the agreed actions if the researcher failed 

to ring by the expected time of completion.   

Semistructured interview guide 

The semistructured interviews were guided by questions and prompts derived from the 

survey, the theoretical framework underpinning the study (Fishbein, 2000), together 

with Phase 1 data (See Appendix G).  The open ended question format enabled the 
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researcher to create an interactive conversational relationship with the participants, 

which facilitated clarification and exploration of the participants’ responses while 

providing opportunity for participants to independently raise topics they considered 

relevant (Grbich, 2004, 2007; Holloway & Wheeler, 2010; Liamputtong, 2013; 

Minichiello et al., 2004; Power, 2002).  This provided greater understanding and 

sharing of the participants’ stories (Liamputtong, 2013).  During the interview, the 

researcher provided a brief summary of the participant’s response in order to provide 

opportunity for the participant to reflect and to clarify points discussed.  The interviews 

continued until the natural end of the conversation or until the conclusion of the pre-set 

two hour duration.   

Recording data 

A combination of digital audio recording and written field notes was used to collect 

data.  The researcher reviewed field notes and audio tapes at the completion of each 

interview and noted immediate reactions and emerging themes that could be explored in 

greater depth in subsequent interviews (Holloway & Wheeler, 2010).   

Transcription of Data  

The audio recordings were transcribed verbatim by a professional digital audio 

transcription service with extensive experience transcribing health related research.  

Five transcripts, chosen at random by the researcher, were checked for accuracy against 

the audio recordings and field notes (Braun & Clarke, 2006).  All were found to be an 

accurate account of the proceedings.   

3.6.2.6 Data Storage  

As with the survey data, all interview data were stored in accordance with the 

Australian Code for the Responsible Conduct of Research (Australian Government, 

2007).  Audio recordings were deleted from the Digital Audio recorder on completion 

of transfer to a secure computer file.  All paper copies were stored in a locked secure 

filing cabinet specifically dedicated to storage of research material.  Computer files 

were password protected.  The researcher was the sole person with authorisation and 

means to access the locked filing cabinet or password protected computer files. 
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3.6.2.7 Data Analysis  

Data analysis involved a twostep process:  immediate preliminary iterative analysis of 

data on completion of each individual interview, followed by in-depth thematic analysis 

of data on completion of data collection.  Data analysis was designed to answer the 

research questions:  

1. What is the knowledge of the 16-24 year old Sudanese background youth in 

Queensland regarding sexually transmissible infections (STI) and HIV? 

2. What are the attitudes and beliefs of the 16-24 year old Sudanese background 

youth in Queensland regarding sexual health and behaviour? 

3. How confident are the 16-24 year old Sudanese background youth in 

Queensland communicating about sex? 

4. What are the self-reported patterns of sexual behaviour among the 16-24 year 

old Sudanese background youth in Queensland? 

5. What are the services used by the 16-24 year old Sudanese background youth in 

Queensland for sexual health information and health care? 

8. What are the sexual health related issues causing concern to the 16-24 year old 

Sudanese background youth and the broader Queensland Sudanese community? 

9. What do the 16-24 year old Sudanese background youth and broader 

Queensland Sudanese community perceive as factors that influence sexual 

health knowledge, attitudes, beliefs, and patterns of behaviours? 

Immediate preliminary data analysis using a basic iterative inquiry approach was 

conducted at the completion of each interview using a critical reflective process to 

identify emerging issues, patterns, or trends (Grbich, 2004, 2007).  Tentative 

propositions and emerging themes were developed and noted on each transcript and 

used to guide data collection processes in the following interviews.  This immediate 

review of data assisted the researcher to become immersed in the data and to develop a 

greater sensitivity to the perspectives of the participants.  

At completion of data collection, data transcripts were organised and prepared by 

numerical coding of each sentence and notes were made on reflection about the data 

with each review.  Each transcript was read a number of times to achieve a familiarity 
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with and immersion in the data (Creswell, 2007, 2009).  This helped to develop a 

general understanding and a sense of the whole that enabled themes and patterns of 

repeated words or phrases to be gathered and refined across the dataset (Braun & 

Clarke, 2006; Creswell, 2007, 2009).  Patterns and trends identified during preliminary 

data analysis were refined and checked in context, then grouped into themes using 

conceptual mapping.   

The constructs consistent with the survey sections and IBM variables within the 

research questions being addressed by this strand of the study - knowledge, attitudes 

and beliefs, and behaviour - were used as a framework on which to build the conceptual 

mapping process and group emerging themes.   

Subsequent in-depth analysis of the transcript data occurred using thematic analysis 

(Grbich, 2004, 2007).  Thematic analysis, a theoretically flexible and useful approach 

for community participatory models of research, enabled the identification of themes 

representative of the views of the participants (Braun & Clarke, 2006).  Potential themes 

and patterns were recorded continually through the thematic analysis process and built 

onto a concept map that emerged from the preliminary iterative analysis process.  

Emerging themes were clustered where appropriate, according to the structured question 

topics, to seek out repeated patterns of meaning and issues that address the related 

research questions (Braun & Clarke, 2006).  The emerging patterns within the question 

topics were then clustered to create key categories underpinning each research question 

construct.  The exploratory descriptive nature of this research meant that analysis 

focused on identifying emerging themes and patterns within these specific constructs 

rather than attempting to develop a theory or establish a link between the identified 

themes or patterns.   

Findings from the thematic analysis were recorded using a block and file approach 

enabling tracks of data to be kept intact (Grbich, 2007).  The conceptual map developed 

during the preliminary analysis phase was amended, providing a brief concise summary 

for reference.  Each identified theme was reviewed, analysed, refined, and named to 

reflect the sense and meaning of the theme and its position within the overall dataset 

and relevance to the research questions being address by this strand.  This step also 

limited potential overlap and generated clarity on the themes.  Limiting overlap and 
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contradiction between themes presented a plausible interpretation and analysis, which 

was consistent with the context and meaning of the data and the theoretical framework 

underpinning the research (Braun & Clarke, 2006).  

3.6.3 Strand 3: Community focus group discussions   

3.6.3.1 Purpose  

The overall purpose of the community FGD was to explore knowledge, attitudes, and 

beliefs regarding sexual health from the social, cultural, and contextual perspective of 

the broader Sudanese community level, thus providing opportunity to explore for 

intergenerational similarities and differences.    

The community FGD enabled the collection of data that reflected the broader 

community’s experiences, perspectives, and key normative beliefs.  FGD have been 

used successfully to explore and elicit information about beliefs and attitudes (Culley et 

al., 2007) in relation to both sexual health and cultural related research (Connell et al., 

2004; Gibbs, 1997; Power, 2002; Tonkiss, 2004).  Information collected during this 

phase provided access to invaluable contextualised cultural and social insight, and 

increased understanding of the adult perspective of attitudes and beliefs regarding the 

sexual health and wellbeing of the young members of the community (St John, 2004; 

Tonkiss, 2004).   

The aim was to facilitate group discussion and interaction (Tonkiss, 2004); therefore, 

emphasis was taken off the individual participant’s perspective and participants were 

guided to focus on the collective normative beliefs of the broader community (Gibbs, 

1997; Power, 2002).  Exploring the diverse array of perspectives and observing the 

interaction of the participants assisted in producing data that was suggestive of the 

contextual influence social interaction has on shaping the communities and individuals 

sexual health related attitudes and beliefs (Gibbs, 1997; Tonkiss, 2004).   

3.6.3.2 Sample 

The target population for this strand was any member of the Queensland Sudanese 

community over the age of 16 years.   
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3.6.3.3 Inclusion and Exclusion Criteria  

Any person over the age of 16 years who self-identified as a member of the target 

population was eligible to be included.   

3.6.3.4 Sampling and Recruitment  

Consistent with the interview strand, convenience snowball and quota sampling were 

used to recruit participants until data saturation had occurred (Grbich, 2007; Polit & 

Beck, 2012).  Recruitment and participant information sheets and informed consent 

processes were similar to those implemented during the interview strand.  

Access to interpreters was again offered and declined by all participants.  A written 

consent to participate was completed (Appendix H).  Participants were informed that 

they could withdraw their consent and cease participation at any time as part of the 

informed consent process.  No participant withdrew their consent.  Consent also 

included a statement outlining an agreement not to disclose FGD proceedings outside 

the FGD setting.  Participants were informed that while the focus group structure cannot 

be considered a fully confidential or anonymous setting (Gibbs, 1997), consenting to 

participate reflected their agreement to respect and to maintain the confidentiality and 

privacy of all participants.  This is of particular importance in smaller communities such 

as the target population, which can be considered marginalised (Smith & Pitts, 2007) 

and a collective (Commonwealth of Australia, 1999).   

3.6.3.5 Data Collection 

The FGD commenced with an introduction and welcome that included the 

establishment of a confidentiality and group participation agreement.   

Venue 

Similar to the interview strand, the FGD were conducted in venues nominated by the 

participants.  As with the interviews, the safety plan was followed at all times.  

Refreshments were provided and participants offered reimbursement for any travel 
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expenses incurred.  Reimbursement was capped at a maximum of $50.00 and provided 

only on provision of evidence of incurred expense.  

Facilitator 

The principal researcher facilitated the community FGD in English.  Discussion in 

dialect occurred at times and was not stopped.  The researcher closely monitored group 

dynamics and body language to observe for participant discomfort, gatekeeping, or 

participants not being given opportunity to freely express their thoughts by other group 

members.    

Semistructured FGD guide 

Consistent with the interviews, the semistructured FGD were guided by structured 

questions and prompts derived from the survey tool, the theoretical framework 

underpinning the study (Fishbein, 2000), together with Phase 1 community consultation 

data (See Appendix E).  However, while the interviews explored individual thoughts 

and feelings, the community FGD were guided to identify and explore the broader 

community level sociocultural normative beliefs and expectations (Ingham & Stone, 

2001), while avoiding individual personal level beliefs that may have stifled 

spontaneous and independent discussion among participants (Lettenmaier et al., 1994).   

Discussions were conducted until the natural end of the conversation or until the 

conclusion of the pre-set two hour duration.    

Recording and transcription of data 

A combination of digital audio recording and written field notes was again used to 

collect data.  Field notes and audio recordings were reviewed and reflected upon to 

identify emerging trends or patterns (Holloway & Wheeler, 2010).  The digital audio 

recordings were transcribed verbatim by the same professional digital audio 

transcription service used for the transcription of interview data.   
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3.6.3.6 Data Storage and Management 

The community FGD data were stored and managed as per Strand 2 interview data.   

3.6.3.7 Data Analysis  

Data were analysed using the same twostep data analysis plan implemented during the 

analysis of the interview data.  The comparison and convergence of the interview and 

community FGD datasets that followed facilitated exploration of the cross-generational 

narratives and identified themes.   

3.7 Phase 4: Convergence, Triangulation, and Interpretation of 

Results 

As outlined in the introduction to this chapter, the parallel convergent mixed methods 

design involves the separate concurrent collection and analysis of quantitative and 

qualitative data relating to the same phenomenon from three equally weighted data 

stands in Phase 3 (QUAN + QUAL + QUAL) (Creswell & Plano-Clark, 2007).  

Following the independent analysis of each strand data, data were converged without 

transformation via a twostep process: Stand 1 survey results with Strand 2 interview 

findings, and interview findings with those of Strand 3 community focus group 

discussions (See Figure 3.1).  Convergence of the datasets generated findings that 

allowed personal perspectives and associated cognitive rationalisations to be interlaced 

with the survey numerical findings, while providing deeper intergenerational 

understanding.  

Comparing and contrasting outcomes of separate data analyses facilitated corroboration 

of results generated in the separate data strands and provided a deeper multilevel 

understanding of the research phenomenon being explored (Creswell et al., 2004; 

O'Cathain, Murphy, & Nicholl, 2010; Teddlie & Tashakkori, 2009).  Corroboration of 

results also provided an inference quality check, thereby supporting credibility and 

validity of interpretations and results (Casey & Murphy, 2009; Polit & Beck, 2012; 

Williamson, 2005).  Interpretative integration of the data during this process also 

identified divergent and nuanced results, thus leading to an overall complete 

interpretation of results (Polit & Beck, 2012).  Results of this phase of data analysis are 
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presented in Chapter 6 of this thesis.  Discrepancies arising from comparison of the 

datasets will be discussed in the last two chapters.  

Merging of the survey data with the interview data was implemented through a process 

of comparing and contrasting data without transformation using a matrix approach 

(Creswell, 2009; Creswell & Plano-Clark, 2007; Polit & Beck, 2012).  The matrix was 

constructed using the consistent constructs used throughout the independent parallel 

data analysis plans.  It is recognised the qualitative findings cannot be generalised to the 

quantitative phase, participants, or the broader community of 16-24 year old Sudanese 

Queenslanders.  Integration of the survey and interview datasets, however, provided a 

greater depth, richness, validity and accuracy of findings and inferences through 

evidence triangulation of key results (Creswell & Plano-Clark, 2007; Polit & Beck, 

2012).   

The convergence of the interview data with the community FGD data occurred via a 

twostep process.  First, the themes grouped under the consistent constructs and 

categories identified during in-depth thematic analysis of each of these independently 

analysed parallel strands were reviewed to identify any similarities and disparities.  This 

resulted in the identification of meta-themes that were consistent across these two 

datasets (O'Cathain et al., 2010).  Second, the individual transcripts and accompanying 

findings from preliminary iterative analysis for each strand were then revisited to ensure 

the intent of the discussion was maintained.  This also ensured the subtle 

intergenerational and cultural nuances expressed in the participants’ responses were 

captured.  Triangulation of data from these two primary qualitative data sources resulted 

in multilevel inferences that provided intergenerational insight into the commonalities 

and disparities in normative beliefs and influencing external factors.  Relevant quotes 

from both these strands have been incorporated to reflect the macrocommunity level 

themes and personal microlevel perspectives of young people.  Inclusion of these 

themes and personal narratives provides findings that highlight the multiple 

determinants that may influence the behaviour of the young people and the broader 

Queensland Sudanese community.  

As outlined earlier in this chapter, the survey results were also compared and contrasted 

with the like item results of the NSASSSH.  Interpretation of the similarities and 
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variance in results across these studies was considered with caution given the 

differences between the samples and survey items; however, comparison provided 

further understanding of this study’s results.  

3.8 Qualitative Analysis, Trustworthiness, and Confirmability 

Issues of representation and interpretation were considered important due to the cross-

cultural and English second language nature of this research.  Multiple strategies were 

applied to limit the potential for the researcher’s cultural subjectivity to be dominant in 

the data analysis process.  These strategies included engagement and observation by the 

researcher of the target community’s social and cultural norms and practices at a range 

of community events, and review of coding with the researcher’s supervisors to 

determine intercoder agreement.  Employing these strategies provided opportunity for 

the researcher to reflect and to control for potential bias and to strengthen the credibility 

of findings (Bloomberg & Volpe, 2008; Creswell, 2007; Creswell & Plano-Clark, 

2007).  Application of these strategies also aimed to increase the trustworthiness of the 

analysis. 

The interviews and focus groups were conducted in English, the first language of the 

researcher but not that of the participants.  This could result in inaccuracies in 

interpretation of participants’ meanings, and in the researcher’s perspective becoming 

dominant in the interpretation of data and construction of the findings (Temple, 2005).  

To reduce the potential for these occurring, the researcher ensured that the English level 

used in all interactions was kept simple in construct and terminology to support 

understanding and overall communication.  Participants were offered access to 

interpreters to assist in communication; however, the majority of participants appeared 

comfortable with the English level used and all refused access to the offered 

interpreters.  Creating a conversational nature to the interview and focus group 

environment provided opportunity for the researcher to develop some understanding of 

the participants’ terminology, context, and meaning (Liamputtong, 2013), and to negate 

the potential for researcher bias to occur.  Verbatim transcription, including informal 

and emotive expressions recorded in the audio tapes, assisted in capturing the true 

nature and intent of the interview for analysis (Braun & Clarke, 2006).  Revisiting and 

comparing the digital audio tape recordings, field notes, and transcripts also aided in 
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maintaining accuracy and capturing the participants’ contextual perspectives and 

meanings.  

As mentioned earlier, the researcher spent prolonged periods of time in the field visiting 

Queensland Sudanese community leaders and community members, along with 

attending large community gatherings throughout southeast Queensland.  This provided 

an opportunity for the researcher to observe and engage with the community, ensuring 

an understanding of the cultural and social dynamics of that community (Creswell, 

2007).  Time spent building rapport and trust with the community, combined with the 

researcher’s experience of living and working in Southern Sudan in 2000, meant the 

researcher had an understanding of Sudanese culture and traditions from both a pre- and 

post arrival perspective.  This observation and immersion in the day-to-day pre- and 

post arrival experiences of the target community led to greater confidence in 

identification of codes and potential themes that are relevant to the context of the 

participants (Creswell, 2007).  This also limited the risk of misinterpretation and 

distortion of intent during the overall analytical process.  To ensure that the experience 

of living in Sudan and relationship with the community were not influencing or 

distorting the analysis and interpretation of data, the researcher met regularly with her 

supervisors and reference group members.  These discussions allowed the researcher to 

reflect and to be challenged on emerging impressions and patterns, thereby providing 

opportunity to identify potential biases and misinterpretations (Koch et al., 2006; 

Shenton, 2004).   

To further increase the trustworthiness and reliability of the study, the credibility and 

authenticity of coding were corroborated by consensual agreement of identified themes 

by review of a selection of the transcripts (Creswell, 2007).   Two of the researcher’s 

supervisors, who had no prior access to the data or findings, acted as additional coders.  

Identification, interpretation, and agreement of categories and themes provided an 

opportunity to determine the plausibility of the researcher’s interpretation of the 

transcripts.  In addition, this process further increased the rigour and confirmation of 

credibility of interpretation and resulting themes (Bloomberg & Volpe, 2008; Creswell, 

2007).  
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The supervisors in their role as coders analysed six randomly selected transcripts to 

identify emerging themes or patterns of topics.  Identified themes were then reviewed 

for consistency with the researcher’s interpretation.  Overall, there was a high degree of 

consistency between the researcher’s findings and those of the coders, which 

demonstrated confidence in the analysis process and findings.  When inconsistency or 

questioning of interpretation occurred, the researcher reviewed the data and findings in 

consultation with the other coders to determine the code or theme that most accurately 

reflected the participant’s intent (Bloomberg & Volpe, 2008; Creswell & Plano-Clark, 

2007).  A joint decision was made as to the final interpretation.  No further transcripts 

were reviewed due to the overall consistency of agreement between the researcher’s and 

the coders’ findings. 

This combination of strategies provided an opportunity to externally check and to 

question the interpretation of transcripts and to reduce the risk of the researcher’s past 

experience and closeness to the research influencing the analysis of data (Creswell, 

2007).  This process, in combination with the research audit trail, increased the 

credibility and trustworthiness of the findings and overall confirmability of the research.   

3.9 Ethical Considerations 

This research was conducted according to the National Statement on Ethical Conduct in 

Research Involving Humans 2007 (Australian Government, 2014).  Ethical clearance 

was obtained from Griffith University (NRS/02/09/HREC).  Refer to Appendix I for 

confirmation of ethical approval.  

The purpose of the research was exploratory in nature, to gain understanding of the 

sexual health knowledge, attitudes, beliefs, and patterns of behaviour of the target 

community.  The conduct of the research had the wellbeing of all participants and the 

collective as the paramount concern.  It did not involve an intervention or treatment of 

any kind and did not propose or intend to influence the participants in any way.  Risks 

associated with the research were deemed minimal and any potential risks were negated 

or minimised by the research design and experience and expertise of the researcher.   
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Data collection was conducted primarily by or under supervision of the researcher, a 

registered nurse highly skilled and competent in gathering and managing sensitive 

confidential sexual health information and in assessing a young person’s maturity and 

competence to consent.  The researcher, also an expert in the management of complex 

sexual health scenarios involving culturally and linguistically diverse populations and 

young people, was also considered culturally aware and competent due to personal 

experience of working in Sudan, together with the support and advice provided by the 

Phase 1 community consultation and RG processes. 

3.9.1 Privacy and confidentiality 

As the target population is a group of people who can be defined or linked due to their 

distinct social and/or cultural structures into a common identity, careful consideration 

was given to ensure confidentiality was maintained at all times and that the research 

process and participation did not induce harm on individual participants or result in 

disclosure of identifying information to the wider community.    

Phase 1 community consultation and RG discussions indicated that for purposes of this 

research it was acceptable for the target population to be broadly defined and identified 

as the Queensland Sudanese Community.   

All information was de-identified prior to analysis.  Participants were not identified by 

name or suburb/town of residence.  Participants were clustered using age, gender, tribal 

group, and postcodes, grouped into urban or regional areas of Queensland.  To limit 

potential risk or harm from internal community dynamics and histories, findings were 

not differentiated or associated to individual tribes or subgroups within the community.  

Participants’ identifications by inference were also protected by limiting and controlling 

identifiable information, stories, or experiences from being included in the findings.  

Participants’ details were not linked to their responses at any stage of the research.  

Any documentation with personal details was stored separately in a locked filing 

cabinet in the School of Nursing and Midwifery, Logan Campus, Griffith University to 

ensure no link could be made between the identity of the interested participant or any 

datasets.  The researcher was the only person to have access to any personal 
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information.  Personal contact information was destroyed immediately the participants 

had been contacted and their involvement was completed.  

3.9.2 Informed consent  

Participants who voluntarily participated in this research were provided with a 

Participant’s Information Sheet and Consent Form specific to the phase in which they 

were involved.  

Research information was also given orally and an opportunity to ask questions was 

provided to each participant.  Access to an independent interpreter to ensure impartial, 

accurate, and confidential interpretation and understanding of the information (Kizito, 

2001) was offered but declined by all participants.  If clarification was sought in dialect, 

the PR were used in the Phase 3 survey and interview stands.  They had been given 

privacy and confidentiality training, which included exploration of the PR perspectives 

and beliefs about the topic to limit potential for personal bias to hinder their ability to be 

neutral and accurate.  Though the use of family and friends as interpreters can be 

considered problematic for accuracy of translation, misrepresentation, and gate keeping 

(Gilbert, 2005), it was agreed, based on findings of Phase 1 community consultation and 

RG discussions, to allow focus group members to explain questions and responses in 

dialect to other members.  All participants agreed and stated they were comfortable and 

safe with this process.  The researcher observed for any verbal and non-verbal signs of 

discomfort or gate keeping.  

To further ensure understanding and each participant’s maturity and capacity to provide 

independent voluntary informed consent, the researcher asked a range of open ended 

questions before obtaining informed consent.  Participants were informed that they 

could withdraw from any phase of the research without penalty or comment and choose 

not to answer any question.  While some participants found some questions challenging 

due to cultural sensitivity, they voluntarily answered all questions and no participants 

withdrew from the research.  Participants were provided with contact details of the 

researcher and the Human Research Ethics Committee (HREC) in case of future 

questions or complaints.   
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3.9.3 Research involving minors 

Research involving minors, illegal activities, and people in dependent or unequal 

relationships requires careful consideration and attention to the design, conduct, and 

ethical review (Australian Government, 2014; Dean et al., 2012).  The research method 

took these issues into consideration, was age appropriate, and resulted in benefits that 

outweighed any potential harm or risk to the participants or minors involved.  

This research was not designed to identify or expose illegal activity; but due to the 

nature of the topic and age of participants it is acknowledged that disclosure or 

identification of illegal activities such as under age sexual activity, illicit drug use and 

suspected harm, abuse, and neglect of a minor may have occurred.  The researcher’s 

expertise and established networks of referral and support provided the necessary 

framework to address the legal and/or ethical obligations, especially in regards to 

suspected harm, abuse, and neglect of a minor.  While no such issue was identified or 

disclosed during the research process, participants were provided with contact details of 

professional services that provide free confidential counselling and relevant services.   

Even though most of the research participants arrived in Australia as refugees under the 

Humanitarian program, they were not considered as dependent or in an unequal 

relationship with the researcher.  The researcher was not an employee of a government 

body responsible for their welfare or visa application processes, and had no personal or 

professional relationship with participants that could have been considered influential or 

potentially unequal or dependent.  Participants were assessed on a case-by-case basis on 

recruitment to ensure that they were capable and able to give independent voluntary 

consent and that there was no coercion by the researcher, RG members, other 

participants, or anyone associated with the research in any way.  

Consideration was given to the potential for conflict between parental and young 

people’s values and interest in the research and overall findings.  This was managed and 

negated by: 

1. Establishing the Reference Group to provide cultural and social advice 

throughout, 
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2. Involving the community in the development of the research to promote 

ownership, validity, and cultural appropriateness and acceptance, 

3. Involving young people in the RG and consultation processes, and  

4. Obtaining ethical clearance to allow participants between 16 and 18 years of age 

to be the primary provider of informed consent.  

Consideration was also given to the impact that the researcher’s personal experience 

and relationship with the community may have on the ability to maintain the ethical and 

scientific objectivity of the research.  To ensure that the researcher’s experience of 

living in Sudan and the researcher’s relationship with the community was not 

influencing the scientific objectivity of the research, a process of debriefing with 

supervisors was established.  This provided the opportunity to externally check and to 

question any arising issues or proposed changes to the research process, thereby 

reducing the risk of the researcher’s past experience influencing the research objectivity 

and overall validity (Creswell, 2007).  Community consultation and discussion with the 

Reference Group indicated that the community was committed to the research and that 

community members were not concerned by the involvement of minors from the age of 

16 years upward or their ability to provide primary informed consent.  The community 

considered the research was important to the health and wellbeing of their younger 

members and considered the benefits outweighed any potential harm.    

3.10 Summary 

This chapter has outlined the methods used to address the research questions and aims 

of this research.  It provided an overview of the convergent parallel mixed methods 

design including examination of the research design, data analysis, and associated 

ethical considerations.  A multiphase research using a mixed method was necessary to 

explore the sensitive topic from a cross-cultural context with this small collective 

‘highly visible’ community.  The analysis and findings from each parallel strand form 

the focus of the next two chapters.  The participants’ voices begin to emerge within the 

following chapters of this thesis as the interviews and community FGD findings are 

compared and converged with the numerical findings of the survey.  This convergence 

of findings will provide a platform on which to build the discussion chapter and the 

implications for practice outlined in the concluding chapter of this thesis.  
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Chapter 4 Quantitative Results 

4.1 Introduction 

Results of data analysis from the Phase 3 three independent parallel strands are 

presented in the next two chapters.  This includes the presentation of the quantitative 

data analysis from the survey with young Queensland Sudanese community members (n 

= 229) in this chapter and the qualitative findings from the interviews with young 

people and the community FGD in Chapter 5.  Results of data analysis from each of 

these strands will be presented according to how they relate to the research questions 

and thus the variables contained within the theoretical framework underpinning this 

study (See Table 1.1, page 10).  Presenting the data in this manner helped to identify 

salient findings that can be used to inform future IBM based behavioural change 

interventions and research.  Using the same constructs to present the quantitative and 

qualitative findings enhanced the ability to identify common or divergent results and 

themes during the convergence of data from  these three concurrently analysed data 

strands (Creswell & Plano-Clark, 2007).  The manner in which these three strands 

converge will be highlighted and discussed in Chapter 6.   

4.2 Data Cleaning 

Data management strategies undertaken to ensure an accurate dataset are outlined in 

Chapter 3.  As a result of these data management strategies, a small number of code 

errors were identified (0.13%) and corrected by verification with the original survey 

instrument responses.  The extent of missing data varied across the different survey 

sections and items.  Analysis of the missing data identified higher rates for items 

reporting patterns of sexual behaviours (range: 2%-26%).  For a small number of cases 

(n = 20), missing items (such as gender, tribal group, or language spoken at home), 

were able to be logically imputed based on other responses from the same participant 

(Aday & Cornelius, 2006).  As per the process outlined in Chapter 3, 25 (11%) 

respondents had missing data imputed via individual mean case or mean group data 

accordingly for the two (0.8%) to 12 (5%) data items missing from individual items 

within section 3 and 4.1 (cultural identity and knowledge of STI and HIV, respectively) 

of the survey instrument.  Data from these same sections for two participants were 

excluded from analysis as there was greater than 50% in total of missing data.  
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4.3 Sample and Response Rate  

During the 12 month survey data collection period, 199 of the 420 surveys distributed to 

young people were returned yielding a response rate of 47.4%.  As outlined in Chapter 

3, the 30 surveys completed during the Phase 2 pilot were included resulting in a total 

survey sample of 229, thus achieving the estimated sample size needed to ensure that at 

the 95% confidence level the sample population would be within +/- 0.05 accuracy of 

the population proportion (Reaves, 1992).   

Surveys were sequentially coded to allow monitoring of the recruitment methods for 

future research design.  Recruitment in the community with both the principal 

researcher and peer recruiters present was the most effective method of recruitment (See 

Table 4.1).   

Table 4.1 

Survey recruitment methods 

Recruitment strategies n % 

Community gatherings with principal researcher and peer recruiters 151 75.9 

Survey and reply paid envelope supplied to people at above events and 

returned via Australia Post 35 17.6 

Community gatherings with principal researcher 13 6.5 

Total 199 100.0 

 

4.4 Reliability of the Aggregated Composite Scores 

The internal consistency and interrelatedness among the items within the five 

aggregated composite scores measuring cultural identity, STI and HIV knowledge, 

confidence in communicating about sex, and sexual risk behaviour was computed using 

Cronbach’s alpha (α) with the acceptable reliability set at .70 or higher (Pallant, 2013).   

4.4.1 Cultural Identity Scale 

Cronbach’s alpha coefficient (α) for the 12 cultural identity (CI) items was .089 (See 

Table 4.2), indicating that they were not reliably measuring the critical attribute of 

cultural identity (P. Allen & Bennett, 2012; Pallant, 2013; Polit & Beck, 2012).  

Examination of the six items from the RELACHS (CI 1 to 6) (Cronbach α = .083) and 
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the six items derived from acculturation literature (CI 7 to 12) (Cronbach α = .407) 

separately (See Table 4.2) indicated these groupings also did not reliably measure the 

unique critical attribute of cultural identity or acculturation level (Pallant, 2013; Polit & 

Beck, 2012).  Consequently, they were not aggregated into a composite score for this 

study (Pallant, 2013; Polit & Beck, 2012).  Analysis of data from CI items 1 to 6 were 

instead used to describe sample characteristics and CI items 7 to 12 data were analysed 

to address research question 9: What do the 16–24 year old Sudanese background youth 

and broader Queensland Sudanese community perceive as factors that influence sexual 

health knowledge, attitudes, beliefs, and patterns of behaviours? 

Table 4.2 

Reliability statistics for cultural identity (CI) items 

 

No. of 

Items α 

α Based on 

Standardised 

Items 

Summary Item Statistics - Inter-Item Correlations
# 

CI Items Mean Min Max Range 

Max  

Min Variance 

CI 1 to 12 12 .089 .093 .008 -.549 .610 1.159 -1.111 .062 

CI 1 to 6 6 .083 .110 .020 -.281 .406 .687 -1.446 .051 

CI 7 to 12 6 .407 .442 .117 -.549 .610 1.159 -1.111 .152 

# 
Mean inter-item correlations values reported as < 10 items per grouping (Pallant, 2013), n = 227 

4.4.2 STI Knowledge Scale 

In this current study, a Cronbach’s alpha coefficient of .67 was found for the 11 STI 

knowledge items composite score, suggesting an internal consistency just below the 

acceptable .70 for this item grouping with this sample (Pallant, 2013) (See Table 4.3).  

This means the accuracy of judgments about relationships between variables based on 

this scale may be attenuated (Schmitt, 1996; Yang & Green, 2011).  Nonetheless, this 

score was used as a continuous outcome variable in this study as the content was 

considered meaningful in addressing the research questions (Schmitt, 1996) and enabled 

the comparison of this study’s STI knowledge score with the NSASSSH STI knowledge 

score, which had a similar Cronbach’s α of .70 (Agius et al., 2010).   
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4.4.3 HIV Knowledge Scale 

The Cronbach’s alpha coefficient for this study’s 12 item HIV knowledge composite 

score was .83, indicating good internal consistency; thus, this scale was used as a 

continuous outcome variable in this study (See Table 4.3).   

4.4.4 Confidence in Communicating About Sex Scale 

The Cronbach’s alpha coefficient for the 10 item confidence in communication 

composite score was .86, suggesting good internal consistency reliability.  This scale 

was, therefore, used as a continuous outcome variable in this study (See Table 4.3).   

4.4.5 Sexual Risk Behaviour Scale  

The Cronbach’s alpha coefficient value for the 25 item sexual risk behaviour composite 

score used in this study was .9, suggesting good internal consistency reliability.  This 

scale was, therefore, used as a continuous outcome variable in this study (See Table 

4.3).   

Table 4.3 

Reliability statistics for aggregated score items 

 Current Study 

Composite Score Items No. of Items α
*
 α Based on Standardised Items 

STI knowledge  11 .670 .664 

HIV knowledge  12 .829 .830 

Confidence in communicating  10 .864 .868 

Sexual risk behaviour  25 .904 .905 

*
 α = Cronbach alpha coefficient  

4.5 Sample Characteristics 

Of the 229 participants, 149 were male (65.1%) and 79 female (34.5%) with gender 

unspecified for one participant.  The mean age was 19.2 years (range: 14-27 years, SD = 

2.7 years) (See Table 4.4).   
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Potential participants were informed at point of recruitment that they were required to 

be between 16-24 years.  However, data analysis identified 14 participants who self-

reported their age was outside this inclusion criteria (two reported they were 14 years of 

age, one 15 years, and 11 between the ages of 25 and 27 years).  Data from these 14 

surveys were however  included in the data analysis as all participants had been 

assessed by the principal researcher as having the maturity and capacity to provide 

informed consent at the point of recruitment.  

Table 4.4 

Gender and age group characteristics 

 < 16 16-18 19-24 > 24 

Unknown 

Age Total 

Gender n % n % n % n % n % n % 

Male 1 .7 70 47.0 62 41.6 8 5.4 8 5.4 149 65.1 

Female 2 2.5 28 35.4 44 55.7 3 3.8 2 2.5 79 34.5 

Unknown gender          1  1 .4 

Total 3 1.3 98 42.8 106 46.3 11 4.8 11 4.8 229 100.0 

 

The majority of respondents were of Christian faith (91%)  (See Table 4.5) and 

originated from a range of predominantly Southern Sudanese ethnic and tribal groups 

including: Dinka (38%), Nubian (10.9%), Bari (8.7%), Nuer (7%), KuKu (4.8%), Madi 

(4.8%), and Azande (3.9%), with the remaining 17.8% identifying as groups such as 

Acholi, Ashanti, Balanda, Chadian, Cholo, Kakwa, Kwalib, Luo, Lova, Mali, Moru, 

Mundari, Pojulu, and Shillik.  

Table 4.5 

Reported religion (n = 229) 

 Christian Muslim Other 
#
 Missing 

Gender n % n % n % n % 

Male  136 91.3 3 2.0 2 1.3 8 5.4 

Female 73 92.4 3 3.8 1 1.3 2 2.5 

Total 209 91.3 6 2.6 3 1.3 11 4.8 

#
Other = Pentecostal, Rastafarian 

Over three quarters (79%) of the respondents reported they were born in Sudan, with the 

remainder reporting they were born in African countries such as Kenya (3.5%), Egypt 
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(2.6%), Uganda (2.6%), Ethiopia (1%), Liberia (1%), and Libya (0.5%).  Almost half 

(44.5%) of the participants reported they had spent time in refugee camps in countries 

such as Kenya (56.9%), Uganda (12.7%), Egypt (2%), Ghana (2%), and Ethiopia (1%).   

The mean years since arrival in Australia was 6.3 years (SD = 2.5 years; range: 1-18 

years) (See Table 4.6) and the mean age on arrival was 13 years (SD = 3.3 years; range: 

1-20.6 years).  Nearly one quarter (23%) reported arriving in Australia unaccompanied 

by an adult relative or guardian.  The most common languages spoken at home were 

Arabic (38.9%), Dinka (35.4%), or another tribal dialect (14.3%), with 9.6% identifying 

English.   

Table 4.6 

Years since arrival in Australia in equal groups (n = 229)  

 ≤ 6 years ≥ 7 years Missing 

Gender n % n % n % 

Male 65 43.6 74 49.7 10 6.7 

Female 45 57.0 33 41.8 1 1.3 

Total 110 48.0 107 46.7 12 5.2 

 

The majority reported they were single (68.1%), 26.6% had a boy/girlfriend but were 

not living together, 2.1% were married or living with their boy/girlfriend, and two 

participants (.9%) reported they were widowed.  Most of the participants (86.3%) 

reported they were living in a household with adult supervision, either parents (32.3%), 

mother as a sole parent (26%), aunt/uncle (10%), or father as a sole parent (2.6%).  The 

remaining participants (21.8%) reported they were living with siblings, cousins, or 

friends.   

The majority of the respondents reported they were attending an educational institution 

(86%) including secondary school (38.4%), Technical and Further Education (TAFE) 

(24%), or university (23.6%).  The remainder were employed (7.9%) or unemployed 

(5.2 %).  Ninety-six (41.9%) of the respondents reported they had completed education 

to a year 12 level, 14.0% a TAFE certificate, and a small number reported they had 

achieved a university qualification (5.7%) (See Table 4.7).   
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Table 4.7 

Educational level achieved (%) (male = 149; female = 79) 

 
Primary 

School 

Year 

8 

Year 

9 

Year 

10 

Year 

11 

Year 

12 

TAFE 

certificate 

University 

degree 

Postgrad 

degree Missing 

Gender % % % % % % % % % % 

Male  0 2.0 4.0 16.1 19.5 36.2 14.8 4.7 1.3 1.3 

Female 2.5 2.5 1.3 8.9 13.9 53.2 12.7 3.8 1.3 0 

Total .9 2.2 3.1 13.5 17.5 41.9 14.0 4.4 1.3 1.3 

#
TAFE  - Technical and Further Education 

Participants’ location of residence was classified and grouped by Queensland postcodes 

into metropolitan and regional areas, with ‘regional’ classified as more than a one hour 

drive from the Brisbane (state capital) central business district.  Of the 209 participants 

who reported their postcode of residence, all were from the southeastern region of 

Queensland, with 116 (55.5%) reporting they lived in the metropolitan Brisbane area 

and 93 (44.5%) in regional areas of southeast Queensland.  

4.5.1 Cultural identity  

As outlined earlier, due to poor reliability (Cronbach’s α = .083) the cultural identity 

(CI) items 1 to 6 are reported individually.  Nearly half of the respondents (41.5%) 

identified they like to wear clothes similar to people of a Sudanese background.  

Similarly, 49.8% reported they strongly agree or agree that they preferred to wear 

clothes similar to those of an Australian background (See Table 4.8).  Two thirds 

(60.2%) reported most of their friends were of Sudanese background; however, 78.6% 

reported they liked to have friends from both Australian and Sudanese backgrounds.  

More males (47.7%) indicated a preference for friends from an Australian background 

compared to female respondents (22.8%).  Nearly half (48.5%) of the respondents 

reported they strongly agree or agree that they prefer to speak English.   

4.5.2 Summary of characteristics 

The survey participants lived in a range of urban metropolitan suburbs of Brisbane and 

in regional areas of southeast Queensland.  The mean age was 19.2 years and there were 

more male than female participants.  The majority originated from predominantly South 

Sudanese tribal groups following transition through refugee settings and countries such 
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as Egypt, Kenya, Uganda, and Ethiopia.  Christianity was the dominant religion 

reported.  The most common languages spoken at home were Sudanese Arabic and 

Dinka; however, there appeared to be a preference for speaking English among half of 

the sample.  The majority reported having mainly Sudanese background friends; 

however, there was a preference for having friends from both Sudanese and Australian 

backgrounds.   

The following sections present the results of the survey analysis according to how they 

relate to the research questions (See Table 1.1, page 10).   

Table 4.8 

Participant’s cultural identity items 1 to 6 responses (n = 227) 

 

Strongly 

agree/Agree Not Sure
*
 

Strongly disagree/ 

Disagree 

Cultural identity items 
#
 Gender n % n % n % 

1. I like to wear similar 

clothes to people with a 

Sudanese background  

Male  73 49.0 37 24.8 38 25.5 

Female 22 27.8 25 31.6 32 40.5 

Total 95 41.5 62 27.1 70 30.6 

2. I prefer to wear clothes 

that are similar to people 

from an Australian 

background  

Male  75 50.3 42 28.2 31 20.8 

Female 39 49.4 19 24.1 21 26.6 

Total 114 49.8 61 26.6 52 22.7 

3. Most of my friends are 

from a Sudanese 

background  

Male  97 65.1 18 12.1 33 22.1 

Female 41 51.9 15 19.0 23 29.1 

Total 138 60.3 33 14.4 56 24.5 

4. I prefer to have friends 

that are from an 

Australian background 

Male  71 47.7 44 29.5 33 22.1 

Female 18 22.8 35 44.3 26 32.9 

Total 89 38.9 79 34.5 59 25.8 

5. I prefer to have both 

Australian & Sudanese 

friends 

Male  117 78.5 20 13.4 11 7.4 

Female 63 79.7 11 13.9 5 6.3 

Total 180 78.6 31 13.5 16 7.0 

6. I prefer to speak English Male  80 53.7 44 29.5 24 16.1 

Female 31 39.2 23 29.1 25 31.6 

Total 111 48.5 67 29.3 49 21.4 

* 
Analysis of not sure responses detected no pattern of characteristics.  

#
 Cronbach’s α =.083             

Note.  Item numbering correlates with Survey Instrument item numbering (See Appendix A);               

(male = 148; female = 79) 
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4.6 Research Question 1: What is the Knowledge of the 16-24 Year 

Old Sudanese Background Youth in Queensland Regarding STI 

and HIV? 

4.6.1 STI Knowledge  

When examining STI knowledge items, the highest level of knowledge reported was 

regarding STI transmission, with 57.7% of the respondents reporting a correct response 

to the item ‘some STI can be passed on during oral sex’ (See Table 4.9).  Knowledge of 

STI signs and symptoms and prevention was low, with 34.8% believing they will 

always know when they have an STI, and the majority (66.9%) incorrect or unsure if the 

contraceptive pill prevented contraction of an STI.  More than a third of respondents 

(range: 33.9-62.6%) reported they were not sure of each item, with the highest level of 

uncertainty in relation to chlamydia causing infertility (62.6%) and the Human 

Papilloma Virus (HPV) causing cervical cancer (61.7%) (See Table 4.9).  

The aggregated STI knowledge score (Cronbach’s α = .67) ranged from zero to 10 (M = 

3.6, SD = 2.4), with a higher score indicating higher levels of knowledge.  The 

relationship between STI knowledge (as measured by the aggregated score) and the two 

independent variables, gender and age, consistent with the 4
th

 NSASSSH (Smith et al., 

2009), was investigated using Pearson product–moment correlation coefficient.  

Preliminary analyses indicated no violation of the assumptions of normality, linearity, 

and homoscedasticity.  A significant small positive correlation was found between the 

STI knowledge and gender (r = .237, n = 227, p < .001, 5.6% shared variance), with 

higher mean levels of knowledge associated with females (M = 4.4, SD = 2.4) compared 

to males (M = 3.6, SD = 2.3) (See Table 4.9).  There was no significant correlation 

between STI knowledge and age. 

Table 4.9 

Mean STI knowledge score with frequency of individual items (n = 227) 

Composite score Gender n Mean p 

STI knowledge score (0 to 11) 

Male 148 3.2 

r = .237,  n = 227,  p < .001 Female 79 4.4 

Total 227 3.6 
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Table 4.9 Continued 

Mean STI knowledge score with frequency of individual STI knowledge items (n = 227) 

  Yes No Not sure 

STI knowledge items 
#
 Gender n % n % n % 

1. You will always know when you 

have caught an STI 

Male  47 31.8 28 18.9 73 49.3 

Female 32 40.5 10 12.7 37 46.8 

Total 79 34.8 38 16.7 110 48.5 

2. All STI except HIV can be cured 

 

Male  50 33.8 36 24.3 62 41.9 

Female 32 40.5 18 22.8 29 36.7 

Total 82 36.1 54 23.8 91 40.1 

3. Some STI can be passed on during 

oral sex 

Male  77 52.0 18 12.2 53 35.8 

Female 54 68.4 1 1.3 24 30.4 

Total 131 57.7 19 8.4 77 33.9 

4. Using a condom will keep you safe 

from all STI 

Male  79 53.4 21 14.2 48 32.4 

Female 38 48.1 12 15.2 29 36.7 

Total 117 51.5 33 14.5 77 33.9 

5. The contraceptive pill will prevent 

you getting an STI 

Male  38 25.7 37 25.0 73 49.3 

Female 10 12.7 38 48.1 31 39.2 

Total 48 21.1 75 33.0 104 45.8 

6. Chlamydia is an STI that only 

affects women 

Male  22 14.9 23 15.5 103 69.6 

Female 17 21.5 24 30.4 38 48.1 

Total 39 17.2 47 20.7 141 62.1 

7. Chlamydia can lead to infertility in 

women 

Male  48 32.4 7 4.7 93 62.8 

Female 28 35.4 2 2.5 49 62.0 

Total 76 33.5 9 4.0 142 62.6 

8. Hepatitis B can be transmitted 

sexually 

Male  52 35.1 13 8.8 83 56.1 

Female 41 51.9 9 11.4 29 36.7 

Total 93 41.0 22 9.7 112 49.3 

9. I can be vaccinated against 

Hepatitis B 

Male  61 41.2 9 6.1 78 52.7 

Female 48 60.8 4 5.1 27 34.2 

Total 109 48.0 13 5.7 105 46.3 

10. The virus that causes genital warts 

(HPV) can cause cervical cancer in 

women 

Male  38 25.7 11 7.4 99 66.9 

Female 32 40.5 6 7.6 41 51.9 

Total 70 30.8 17 7.5 140 61.7 

11. Women can be vaccinated against 

HPV 

Male  49 33.1 12 8.1 87 58.8 

Female 40 50.6 6 7.6 33 41.8 

Total 89 39.2 18 7.9 120 52.9 

# 
Note: Correct response in Green, Item numbering correlates with Survey Instrument item numbering 

(See Appendix A).  HPV – Human Papilloma Virus;  
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4.6.2 HIV Knowledge 

In respect of the HIV knowledge items, the majority of respondents answered items 

about heterosexual transmission (72.2%) and condoms reducing HIV risk (60.4%) 

correctly; however, a third (35.7%) reported incorrectly ‘You can get HIV from 

mosquitoes’.  ‘Not sure’ responses ranged from 21.6% to 41.9% for each of the 12 

items.  Combined with the range of incorrect responses, this indicates there was limited 

knowledge of HIV among some participants.  The highest level of uncertainty was 

found in relation to knowledge regarding transmission of HIV between male-to-male 

sexual contacts (41.9%)  (See Table 4.10).   

The aggregated HIV knowledge scores (Cronbach’s α = .83) ranged from zero to 12 (M 

= 6.8, SD = 3.4).  Investigation using Pearson product–moment correlation coefficient, 

conducted following preliminary analyses indicated no violation of the assumptions of 

normality, linearity, and homoscedasticity, found a significant small positive correlation 

between HIV knowledge and gender (r = .272, n = 227, p < .001, 7.4% shared 

variance), with higher mean levels of HIV knowledge associated with females (M = 8.1) 

compared to the male participants (M = 6.1) (See Table 4.10).  There was no significant 

correlation between HIV knowledge and age.  

 
Table 4.10 

Mean HIV knowledge score with frequency of individual items (n = 227) 

Composite score Gender n Mean p 

HIV knowledge score (0 to 12) 

Male 148 6.1 r = .272, n = 227, p < .001 

Female 79 8.1 

Total 227 6.8 

#
 Note: Correct response in BOLD, Item numbering correlates with Survey Instrument item numbering 

(See Appendix A). 
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Table 4.10 continued 

Mean HIV Knowledge score with frequency of individual items (n = 227) 

HIV knowledge items
#
 

 Yes No Not sure 

Gender n % n % n % 

1. You can get HIV when someone 

with HIV coughs or sneezes on 

you 

Male  33 22.3 76 51.4 39 26.4 

Female 12 15.2 51 64.6 16 20.3 

Total 45 19.8 127 55.9 55 24.2 

2. You can get HIV by hugging 

someone who has it 

Male  19 12.8 88 59.5 41 27.7 

Female 10 12.7 58 73.4 11 13.9 

Total 29 12.8 146 64.3 52 22.9 

3. You can get HIV from 

mosquitoes 

Male  35 23.6 45 30.4 68 45.9 

Female 21 26.6 36 45.6 22 27.8 

Total 56 24.7 81 35.7 90 39.6 

4. You can get HIV by sharing a 

needle and syringe with someone 

when injecting drugs 

Male  94 63.5 15 10.1 39 26.4 

Female 68 86.1 1 1.3 10 12.7 

Total 162 71.4 16 7.0 49 21.6 

5. Condoms used during sex helps 

protect people from getting HIV 

Male  91 61.5 16 10.8 41 27.7 

Female 46 58.2 11 13.9 22 27.8 

Total 137 60.4 27 11.9 63 27.8 

6. A man can get HIV through 

having sex with a man 

Male  60 40.5 19 12.8 69 46.6 

Female 51 64.6 2 2.5 26 32.9 

Total 111 48.9 21 9.3 95 41.9 

7. A woman can get HIV through 

having sex with a man 

Male  95 64.2 8 5.4 45 30.4 

Female 69 87.3 1 1.3 9 11.4 

Total 164 72.2 9 4.0 54 23.8 

8. A pregnant woman with HIV can 

pass HIV to her baby 

Male  80 54.1 11 7.4 57 38.5 

Female 55 69.6 0 0 24 30.4 

Total 135 59.5 11 4.8 81 35.7 

9. A man can get HIV through 

having sex with a woman 

Male  94 63.5 13 8.8 41 27.7 

Female 62 78.5 1 1.3 16 20.3 

Total 156 68.7 14 6.2 57 25.1 

10. Someone who looks very healthy 

cannot pass on HIV infection 

Male  41 27.7 57 38.5 50 33.8 

Female 12 15.2 47 59.5 20 25.3 

Total 53 23.3 104 45.8 70 30.8 

11. HIV only infects gay men (men 

who have sex with other men) in 

Australia 

Male  32 21.6 56 37.8 60 40.5 

Female 14 17.7 45 57.0 20 25.3 

Total 46 20.3 101 44.5 80 35.2 

12. HIV is not a problem in Australia 

Male  23 15.5 67 45.3 58 39.2 

Female 9 11.4 48 60.8 22 27.8 

Total 32 14.1 115 50.7 80 35.2 
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4.7 Research Question 2: What are the Attitudes and Beliefs of the 

16-24 Year Old Sudanese Background Youth in Queensland 

Regarding Sexual Health and Behaviour?  

The 23 items designed to explore participants’ thoughts and feeling (attitudes and 

beliefs) were analysed by gender only and are discussed in greater depth during the 

Phase 4 convergence and interpretation of results.  The majority of respondents strongly 

agreed/agreed they should always use condoms when having sex (65.9%) and that 

young people were mostly using condoms (53.2%) (See Table 4.11).  Nearly half (45%) 

reported they did not think themselves to be at risk of getting an STI; however, 22.1% 

of males compared to 11.4% of females strongly agreed/agreed they were at risk.  A 

third (37.2%) reported they were more afraid of getting pregnant than contracting an 

STI, and the majority agreed being pregnant and unmarried brought shame on the 

family (60.3%) (See Table 4.11).  

The majority (67.2%) strongly agreed/agreed young people have sex too easily in 

Australia and use drugs and alcohol too much (62.4%).  Nearly half strongly 

agreed/agreed living in Australia had affected how they think about sex (45.4%) and 

how they behaved sexually (42.3%).  Again, nearly half (45.4%) strongly agreed/agreed 

their parents didn’t understand what it was like being young in Australia and 48.8% felt 

they were not able to talk to their parents about sex (See Table 4.11).  The majority 

reported being attracted only to people of the opposite sex; however, 19.7% reported 

being attracted to people of both sexes and 13.5% reported same sex attraction.  A 

quarter of respondents reported they would stop being friends with someone who was 

diagnosed with HIV (26.6%) or who was gay (26.2%).  
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Table 4.11 

Participants’ sexual health attitudes and beliefs (n = 227*)   

Attitudes and beliefs items
#
 Gender 

Strongly agree / 

Agree Not sure 

Strongly disagree 

/ Disagree 

n % n % n % 

1. Condoms are the 

responsibility of men 

Male  74 49.7 35 23.5 39 26.2 

Female  16 20.3 18 22.8 45 57.0 

Total 90 39.3 53 23.1 84 36.7 

2. Young people mostly 

use condoms if they 

have sex 

Male  85 57.0 43 28.9 20 13.4 

Female  37 46.8 25 31.6 17 21.5 

Total 122 53.3 68 29.7 37 16.2 

3. Young people have sex 

too easily in Australia 

Male  98 65.8 40 26.8 10 6.7 

Female  56 70.9 19 24.1 4 5.1 

Total 154 67.2 59 25.8 14 6.1 

4. Sex before marriage is 

wrong 

Male  59 39.6 56 37.6 33 22.1 

Female  38 48.1 25 31.6 16 20.3 

Total 97 42.4 81 35.4 49 21.4 

5. Being pregnant and 

unmarried would bring 

shame on our family 

Male  81 54.4 45 30.2 22 14.8 

Female  57 72.2 13 16.5 9 11.4 

Total 138 60.3 58 25.3 31 13.5 

6. It is OK for young 

people to have an 

abortion 

Male  35 23.5 59 39.6 54 36.2 

Female  13 16.5 20 25.3 46 58.2 

Total 48 21.0 79 34.5 100 43.7 

7. I would be happy to 

have a gay friend 

Male  42 28.2 46 30.9 60 40.3 

Female  44 55.7 20 25.3 15 19.0 

Total 86 37.6 66 28.8 75 32.8 

8. I would stop being 

friends with someone if 

I found out they were 

gay 

Male  44 29.5 57 38.3 47 31.5 

Female  16 20.3 16 20.3 47 59.5 

Total 60 26.2 73 31.9 94 41.0 

9. Young people use drugs 

and alcohol too much in 

Australia 

Male  85 57.0 44 29.5 19 12.8 

Female  58 73.4 18 22.8 3 3.8 

Total 143 62.4 62 27.1 22 9.6 

10. I would stop being 

friends with someone if 

they got HIV 

Male  48 32.2 60 40.3 40 26.8 

Female  13 16.5 28 35.4 38 48.1 

Total 61 26.6 88 38.4 78 34.1 

11. People with HIV have 

only themselves to 

blame 

Male  52 34.9 61 40.9 35 23.5 

Female  24 30.4 27 34.2 28 35.4 

Total 76 33.2 88 38.4 63 27.5 

12. People who have HIV 

should not be allowed to 

stay at school  

Male  45 30.2 49 32.9 54 36.2 

Female  15 19.0 26 2.9 38 48.1 

Total 60 26.2 75 32.8 92 40.2 
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Table 4.11 Continued 

Participants’ sexual health attitudes and beliefs  

Attitudes and beliefs items Gender 

Strongly agree / 

Agree Not sure 

Strongly disagree 

/ Disagree 

n % n % n % 

24. I think I am at risk of 

getting an STI  

Male  33 22.1 59 39.6 56 37.6 

Female  9 11.4 22 27.8 47 59.5 

Total 42 18.3 82 35.8 103 45 

25. Living in Australia has 

affected how I think 

about sex 

Male  60 40.3 56 37.6 32 21.5 

Female  44 55.7 13 16.5 21 26.6 

Total 104 45.4 70 30.6 53 23.1 

26. Living in Australia has 

affected how I behave 

sexually 

Male  60 40.3 58 38.9 30 20.1 

Female  37 46.8 17 21.5 24 30.4 

Total 97 42.4 76 33.2 54 23.6 

27. My parents don't 

understand what it is 

like being young in 

Australia 

Male  63 42.3 51 34.2 34 22.8 

Female  41 51.9 15 19.0 22 27.8 

Total 104 45.4 67 29.3 56 24.5 

28. My parents are not able 

to talk to me about sex 

Male  64 43.0 46 30.9 38 25.5 

Female  46 58.2 11 13.9 21 26.6 

Total 110 48.0 58 25.3 59 25.8 

29. I am more afraid of 

getting pregnant than 

getting an STI 

Male  52 34.9 56 37.6 40 26.8 

Female  33 41.8 19 24.1 26 32.9 

Total 85 37.1 76 33.2 66 28.8 

30. The best way to protect 

yourself against an STI 

is not to have sex 

Male  47 31.5 59 39.6 42 28.2 

Female  41 51.9 22 27.8 15 19.0 

Total 88 38.4 82 35.8 57 24.9 

31. I should always use 

condoms when I have 

sex 

Male  91 61.1 44 29.5 13 8.7 

Female  60 75.9 13 16.5 5 6.3 

Total 151 65.9 58 25.3 18 7.9 

32. I am attracted only to 

people of the opposite 

sex 

Male  79 53.0 44 29.5 25 16.8 

Female  45 57.0 19 24.1 14 17.7 

Total 125 54.6 63 27.5 39 17.0 

33. I am attracted to people 

of both sexes 

Male  30 20.1 43 28.9 75 50.3 

Female  15 19.0 19 24.1 44 55.7 

Total 45 19.7 62 27.1 120 52.4 

34. I am only attracted to 

people of my own sex 

Male  21 14.1 40 26.8 87 58.4 

Female  10 12.7 15 19.0 53 67.1 

Total 31 13.5 55 24.0 141 61.6 

#
 Item numbering correlates to Survey Instrument item numbering (See Appendix A);                                  

*
 Data for participant with unspecified gender missing for items 1-12; Data for one female missing for 

items 24-34. 
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4.8 Research Question 3: How Confident are the 16-24 Year Old 

Sudanese Background Youth in Queensland Communicating 

about Sex? 

The majority of respondents reported being very confident or confident to talk to their 

boyfriend or girlfriend about sex (72.1%) and using a condom (72.5%), along with 

saying ‘no’ when their boyfriend or girlfriend wanted sex (62.0%) (See Table 4.12).  

The lowest level of confidence was associated with talking with parents about sex 

(27.9%) and contraception (34.5%).  Respondents reported being very confident or 

confident talking about drugs (73.8%) and alcohol (73.0%), and the majority reported 

they were very confident or confident (73.4%) to seek help for STI from a doctor or 

nurse.  

The aggregated confidence in communicating about sex score (CCASS) from the 10 

items (Cronbach’s α = .86) ranged from one to 40 (M = 27.1, SD = 8.3), with higher 

scores associated with higher levels of confidence.  Female respondents reported higher 

levels of confidence (M = 28.3, SD = 7.5) compared to the males (M = 26.5, SD = 8.7).  

The relationship between confidence in communicating about sex (as measured by the 

aggregated score), gender, and age was investigated using Pearson product–moment 

correlation coefficient.  Preliminary analyses indicated no violation of the assumptions 

of normality, linearity, and homoscedasticity.  There was no significant relationship 

between confidence and gender; however, a significant small positive correlation was 

found between the CCASS and age (r = .231, n = 216, p = .001, 5.3% shared variance), 

with higher levels of confidence associated with increasing age.   

Table 4.12 

Mean CCASS with frequency of individual items  

Composite score Gender n Mean p 

Confidence in communicating 

about sex mean score (0 to 40) 

Male  140 26.5 r = .231, n = 216, p = .001 

Female  76 28.3 

Total 216 27.1 
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Table 4.12 Continued 

Frequency of individual confidence in communicating items (n = 227
*
) 

Confidence items
#
 

 Very confident 

to confident Not sure 

Not very 

confident to not 

confident 

Gender n % n % n % 

14. How confident are you to say 

no when your boy/girlfriend 

wants sex? 

Male  85 57.0 35 23.5 28 18.8 

Female  56 70.9 14 17.7 8 10.0 

Total 142 62.0 49 21.4 36 15.7 

15. How confident are you to talk 

to your boy/girlfriend about 

sex? 

Male  108 72.5 23 15.4 17 11.4 

Female  56 70.9 15 19.0 7 8.9 

Total 165 72.1 38 16.6 24 10.5 

16. How confident are you to talk 

to your boy/girlfriend about 

using a condom? 

Male  103 69.1 25 16.8 20 13.4 

Female  62 78.5 7 8.9 9 11.4 

Total 166 72.5 32 14.0 29 12.7 

17. How confident are you to talk 

to someone you just met about 

using a condom? 

Male  67 45.0 45 30.2 36 24.2 

Female  30 38.0 24 30.4 24 30.4 

Total 97 42.4 70 30.6 60 26.2 

18. How confident are you to talk 

to your parents about sex? 

Male  42 28.2 53 35.6 53 35.6 

Female  22 27.8 18 22.8 38 48.1 

Total 64 27.9 72 31.4 91 39.7 

19. How confident are you to talk 

to your parents about 

contraception? 

Male  52 34.9 45 30.2 51 34.2 

Female  26 32.9 21 26.6 31 39.2 

Total 79 34.5 66 28.8 82 35.8 

20. How confident are you to go 

to a doctor or nurse if you 

needed help for an STI? 

Male  105 70.5 20 13.4 23 15.4 

Female  62 78.5 8 10.1 8 10.0 

Total 168 73.4 28 12.2 31 13.5 

21. How confident are you to say 

no if your friends offered you 

drugs? 

Male  101 67.8 23 15.4 24 16.1 

Female  67 84.8 4 5.1 7 8.9 

Total 169 73.8 27 11.8 31 13.5 

22. How confident are you to say 

no if your friends offered you 

alcohol? 

Male  99 66.4 24 16.1 25 16.8 

Female  67 84.8 4 5.1 7 8.9 

Total 167 72.9 28 12.2 32 14.0 

23. How confident are you to stop 

drinking alcohol if you think 

you have had too much? 

Male  105 70.5 20 13.4 23 15.4 

Female  69 87.3 5 6.3 4 5.1 

Total 175 76.4 25 10.9 27 11.8 

# 
Item numbering correlates with Survey Instrument item numbering (See Appendix A).                              

* Data for one female missing in items 14-23 (n = 227; male 148; female = 78; Unspecified = 1). 
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4.9 Research Question 4: What are the Self-Reported Patterns of 

Sexual Behaviour Among the 16-24 Year Old Sudanese 

Background Youth in Queensland?  

Ninety-five males and 45 females (61.1%) self-reported they had experienced sex.  The 

aggregated sexual risk behaviour score (SRBS) (Cronbach’s α = .9) for these 140 

sexually active participants ranged from seven to 70 (M = 27.91, SD = 14.1), with 

increasing scores associated with increased levels of reported risk related behaviours 

(See Table 4.13).  Investigation using Pearson product–moment correlation coefficient, 

conducted following preliminary analyses indicated no violation of the assumptions of 

normality, linearity and homoscedasticity, found a significant medium negative 

correlation between the sexual risk behaviour score and gender (r = -.332, n = 140, p < 

.001, 11.0% shared variance) was found, with higher sexual behaviour risk scores 

associated with male gender (See Table 4.13).  No significant correlation between 

sexual risk behaviour and age was found. 

Table 4.13 

Mean SRBS for the sexually active respondents (n = 140) 

Gender n Mean Std. Deviation 
 

Male 95 31.13 14.7 r = -.332, n = 140, p < .001 

Female 45 21.13 9.9 

Total 140 27.91 14.1 

 

4.9.1 Sexual initiation 

A reported 42.4% of the survey participants had experienced having a boy/girlfriend by 

16 years of age; however, the majority reported they did not commence physical sexual 

contact until 18 years or over (See Table 4.14).  Male participants reported younger 

ages for their first experience in each category.  Among the 140 sexually active 

participants, 15% reported first experiencing vaginal sex with a condom and 16% 

without by 15 years of age.  Of the 79 participants who reported they had never 

experienced sex, 26% reported having a boy/girlfriend before 16 years of age, with 5% 

reported having experienced genital touching from their partner, while none reported 

giving or receiving oral sex. 
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Table 4.14 

Age of first sexual activity for total survey sample (%) (n = 229) 

 Age (Years) when first experienced sexual activity 

 
Never ≤ 13 14 15 16 17 ≥ 18 Missing 

Type of sexual activity % % % % % % % % 

Having a boy/girlfriend 19.2 13.5 12.7 6.6 9.6 7.4 17.5 13.5 

A deep kiss 21.4 11.4 7.9 5.2 9.2 11.8 16.2 17.0 

First touching a partner's 

genitals with your hands 32.3 6.1 5.2 4.4 7.9 9.2 17.5 17.5 

First had your genitals 

touched by a partner's hands 31.9 8.3 3.5 3.1 6.6 9.6 17.0 20.1 

First gave oral sex 47.6 4.8 2.6 3.9 4.4 4.4 14.4 17.9 

First received oral sex 46.3 4.4 2.6 3.9 5.2 5.7 13.5 18.3 

First had vaginal sex without 

a condom 46.7 5.2 3.1 1.7 2.6 7.0 16.6 17.0 

First had vaginal sex with a 

condom 36.7 4.4 3.1 1.7 8.3 7.0 23.1 15.7 

 
Never ≤ 13 14 15 16 17 ≥ 18 Missing 

Type of sexual activity % % % % % % % % 

Having a boy/girlfriend   2.1 13.6 15.7 8.6 12.9 10.0 23.6 13.6 

A deep kiss 1.4 13.6 12.3 8.8 15.8 18.4 26.3 18.6 

First touching a partner's 

genitals with your hands 6.4 10.0 7.9 5.7 12.1 13.6 25.7 18.6 

First had your genitals 

touched by a partner's hands 5.0 12.9 4.3 4.3 9.3 14.3 25.0 25.0 

First gave oral sex 24.3 7.9 4.3 6.4 7.1 7.1 21.4 21.4 

First received oral sex 22.1 7.1 4.3 6.4 8.6 9.3 20.0 22.1 

First had vaginal sex without 

a condom 20.7 8.6 5.0 2.9 4.3 11.4 27.1 20.0 

First had vaginal sex with a 

condom 4.3 7.1 5.0 2.9 13.6 11.4 37.9 17.9 
 

Age of first sexual activity for participants who self-reported they have never had sex (%)  (n = 

79) 

  Never ≤ 13 14 15 16 17 ≥ 18 Missing 

Type of sexual activity % % % % % % % % 

Having a boy/girlfriend   50.6 13.9 8.9 3.8 5.1 3.8 8.9 5.1 

A deep kiss 57.0 8.9 5.1 2.5 3.8 7.6 7.6 7.6 

First touching a partner's 

genitals with your hands 79.7 

 

0.0 1.3 2.5 1.3 2.5 5.1 7.6 

First had your genitals 

touched by a partner's hands 81.0 1.3 2.5 1.3 2.5 2.5 5.1 3.8 

First gave oral sex 92.4 0.0 0.0 0.0 0.0 0.0 3.8 3.8 

First received oral sex 92.4 0.0 0.0 0.0 0.0 0.0 3.8 3.8 

Age of first sexual activity for sexually active participants (%)  (n = 140) 
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4.9.2 Past sexual experience 

Of the 140 participants who reported they were sexually active, 68.2% reported always 

using condoms (See Table 4.15).  A comparison of condom use by gender found nearly 

three quarters of the sexually active male participants (73.3%) reported always using 

condoms compared to 57.1% of the female participants.  

Table 4.15 

Condom use patterns for sexual active participants (n = 132) 

 
Always use 

condoms 

Almost always 

use condoms 

Sometimes use 

condoms 

Never use 

condoms 

Gender   n % n % n % n % 

Male      66 73.3 5 5.6 16 17.8 3 3.3 

Female  24 57.1 5 11.9 12 28.6 1 2.4 

Total 90 68.2 10 7.6 28 21.2 4 3.0 

 

Four sexually active respondents (3.1%) reported having been diagnosed with an STI 

(M age = 20.3 years, SD = 3.8, range: 16-25 years) and 12 (9%) reported they had 

experienced a pregnancy (M age = 20.6 years, SD = 2.3, range: 16-25 years) (See Table 

4.16).  Three female respondents reported they had been pregnant more than once and 

six reported they had experienced an abortion (M age = 21 years, SD = 2.2, range: 19-25 

years).   

Table 4.16 

Sex leading to an STI, pregnancy, and/or abortion among the sexually active participants 

  Yes No Don’t know 

Item Gender (n) n % n % n % 

STI 

Male         (88) 1 1.1 87 98.9 0 0.0 

Female     (42) 3 7.1 39 92.9 0 0.0 

Total         (130) 4 3.1 126 96.9 0 0.0 

Pregnancy 

Male         (89) 2 2.2 85 95.5 2 2.2 

Female     (44) 10 22.7 33 75.0 1 2.3 

Total        (133) 12 9.0 118 88.7 3 2.3 

Abortion 

Male        (89) 0 0.0 86 69.6 3 3.4 

Female    (44) 6 13.6 37 84.1 1 2.3 

Total       (133) 6 4.5 123 92.5 4 2.9 
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Forty-four (33.1%) sexually active respondents reported having experienced unwanted 

sex, with the frequency of unwanted sex higher for males (34.4%) compared to females 

(28.9%) (See Table 4.17).  Participants reported the unwanted sex occurred between the 

ages of six to 25 years (M = 15.8 years, SD = 3.5), with men experiencing unwanted sex 

at a younger age (M = 15.3 years, SD = 3.7) compared to females (M = 17.6 years, SD = 

2.1).  The majority (77.3%) reported the unwanted sex occurred post arrival in Australia 

at locations such as the home of the participant, of their boyfriend, or a friend, in a car, 

park, or motel, or at school and/or parties.  The majority of participants reported the 

unwanted sexual experience occurred because either their partner (35.9%) or friends 

(33.3%) thought they should have sex.  Being too drunk (7.7%) or high on drugs (5.1%) 

were the least common reasons given.  Two female participants identified the unwanted 

sexual encounter as rape. 

Table 4.17 

Unwanted sex among the sexually active participants (n = 133) 

 Yes No 

Gender n % n % 

Male 31 34.4 59 65.6 

Female 13 28.9 30 69.8 

Total 44 33.1 89 66.9 

 

4.9.3 Sexual activity in the last 12 months  

Of the 140 participants who reported they had experienced sex, 60.7% reported 

experiencing oral sex in the last 12 months, 67.9% vaginal sex, and 32.9% anal sex.  A 

higher percentage of sexually active females reported engaging in oral (64.4%) and anal 

(35.6%) sex compared to males (58.9%, 31.6% respectively).  Of the 85 who had 

reported oral intercourse in the last 12 months, the majority (94.3%) reported also 

having vaginal intercourse.  Nearly half (46.3%) of the 95 respondents who reported 

vaginal intercourse in the last 12 months reported also having anal intercourse.   

Of the sexually active respondents who reported they had experienced vaginal sex in the 

last 12 months, 32.9% reported having only one partner.  A higher percentage of male 

respondents reported three or more partners in this time period for each of the sexual 

behaviours (See Table 4.18).  
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Table 4.18 

Frequency of sexual partners in the last 12 months for oral, vaginal, and anal sex among the 

sexually active participants (%) (n = 140) 

  Number of sexual partners in the last 12 months 

  None 1 2 3 or more Missing 

Item Gender % % % % % 

Oral sex 

Male    11.6 15.8 11.6 31.6 29.5 

Female  24.4 55.6 4.4 4.4 11.1 

Total     15.7 28.6 9.3 22.8 23.6 

Vaginal sex 

Male     3.2 25.3 8.4 28.5 34.7 

Female  11.1 48.9 13.3 17.7 8.9 

Total     5.7 32.9 10.0 25.0 26.4 

Anal sex 

Male   34.7 10.5 7.4 13.8 33.7 

Female  55.6 31.1 0.0 4.4 8.9 

Total     41.4 17.1 5.0 10.7 25.7 

 

4.9.4 Last sexual experience 

Of the sexually active subgroup (n = 140), 68.9% reported the most recent sexual 

encounter occurred with their current girlfriend or boyfriend (See Table 4.19).  The 

majority of last sexual encounters took place at the respondents’ home (41.1%) or at 

their boy/girlfriend’s house (26.4%) (See Table 4.20).     

Table 4.19 

Relationship with last sexual partner (male = 95; female = 45) 

 

Current boy/ 

girlfriend 

friend 

Someone 

known, but no 

previous sex  

Someone 

met for the 

first time 

Husband/ 

wife Other
#
 Missing 

Gender n % n % n % n % n % n % 

Male 60 63.2 8 8.4 9 9.5 1 1.1 2 2.1 15 15.8 

Female  36 80.0 1 2.2 0 0.0 3 6.7 1 2.2 4 8.9 

Total     96 68.9 9 6.4 9 6.4 4 2.9 3 2.1 19 13.5 

#
 Last girlfriend, storeman 
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Table 4.20 

Place where the last sexual encounter occurred (%)  (n = 140)
*
 

 Home 

Boy/girlfriend’s 

house 

Friend's 

house In a car School 

In a 

park Other
#
 Missing 

Gender % % % % % % % % 

Male  47.4 16.8 10.5 2.1 2.1 4.2 3.2 13.7 

Female  28.9 46.7 6.7 6.7 2.2 0.0 4.4 4.4 

Total 41.4 26.4 9.3 3.6 2.1 2.9 3.6 10.7 

*
(male = 95; female = 45) 

Approximately one third (36.4%) reported their last sexual partner was Sudanese (See 

Table 4.21).  Males (44.2%) reported a higher frequency of non-Sudanese background 

sexual partners compared to females (35.6%), with 12 males compared to one female 

reporting their last partner was Australian.    

Table 4.21 

Nationality of last sexual partner (male = 95; female = 45) 

Gender 

Partner’s nationality 

Sudanese Other 
#
 Don’t know Missing 

n % n % n % n % 

Male 27 28.4 42 44.2 10 10.5 16 16.8 

Female  24 53.3 16 35.6 1 2.2 4 8.9 

Total     51 36.4 58 41.4 11 7.9 20 14.2 

# 
Backgrounds of other partners: Australia, New Zealand, United Kingdom, PNG, Congo, Ethiopia, 

Egypt, Sierra Leone, Uganda, Zambia  

 

The majority of the sexually active respondents reported the last person with whom they 

had a sexual encounter was in a similar age group to themselves, with 26.4% reporting 

the last person they had sex with was less than 16 years of age (See Table 4.22).  
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Table 4.22 

Age of last sexual partner by gender and age group (%) (n = 140) 

 Age of partner (years) 

Age of 

participant 

(years) 

 < 16 16–17 18–19 20–24 ≥ 25 Unknown Missing 

Gender % % % % % % % 

< 16 Male 100 - - - - - - 

16-18 

 

Male  25.0 37.5 15.6 3.1 - - 18.7 

Female  - 30.8 53.8 7.7 - - 7.7 

Total 17.8 35.6 26.7 4.4 0.0 0.0 15.5 

19-24 

 

Male  9.8 15.7 45.1 9.8 5.9 2.0 11.8 

Female  6.7 0.0 13.3 43.3 30.0 3.3 3.3 

Total 8.6 9.9 33.3 22.2 14.8 2.5 8.6 

≥25 

Male  - - 16.7 33.3 33.3 - 16.7 

Female  - - 0.0 50.0 50.0 - - 

Total - - 12.5 37.5 37.5 - 12.5 

Missing  Male - 60.0 20.0 20.0 - - - 

The majority of the sexually active respondents reported their last sexual encounter was 

with a person of the opposite gender (See Table 4.23), while 7.4% of males and 11.1% 

of females reported a partner of the same sex.  Five of the seven males who reported 

their last sexual encounter as male reported they had experienced anal sex in the last 12 

months.  

Table 4.23 

Gender of last sexual partner (male = 95; female = 45) 

 Gender of partner 

Gender of participant 

Male Female Missing 

n % n % n % 

Male  7 7.4 44 81.1 11 11.6 

Female  36 80.0 5 11.1 4 8.9 

Close to half of the respondents (46.4%) reported that they had used a condom with 

their last sexual encounter, with females reporting lower rates (37.8%) compared to 

male respondents (50.5%) (See Table 4.24).   
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“I don’t like condoms” was the most frequently (34.7%) reported reason for not using a 

condom at last sexual encounter (Table 4.25).  More females (42.9%) reported not 

liking condoms compared to males (28.6%).  Condoms were reported as the most 

common form of contraception used at the last sexual encounter (60.7%), use of other 

methods of contraception was low  (See Table 4.26).   

Table 4.24 

Reported patterns of condom use at the last sexual encounter (n = 140) 

 Condom used No condom used Don’t know Missing 

Gender n % n % n % n % 

Male  48 50.5 25 26.3 9 9.5 13 13.7 

Female 17 37.8 15 33.3 5 11.1 8 17.7 

Total  65 46.4 40 28.6 14 10.0 21 15.0 

  

 
Table 4.25 

Reported reason why condoms were not used with the last sexual encounter (n = 49) 

 

I don't like 

condoms 

It just 

happened 

Both had 

HIV/STI 

tests 

My partner 

doesn't like 

condoms 

I was too 

embarrassed Other
#
 

Gender  n % n % n % n % n % n % 

Male  8 28.6 8 28.6 4 14.3 1 3.6 1 3.6 6 21.3 

Female  9 42.9 7 33.3 3 14.3 1 4.8 1 4.8 - - 

Total 17 34.7 15 30.6 7 14.3 2 4.1 2 4.1 6 12.2 

# 
Other: Can’t be bothered, forgot, no reason, regular partner, trust, wife.   

 
Table 4.26 

Reported contraception use with the last sexual encounter (%) (n = 140) 

 None Condom Pill Injection Implanon EC 

Diaph-

ragm 

With-

drawal IUD Other 

Gender % % % % % % % % % % 

Male  8.4 64.2 5.3 1.1 0 1.1 0 1.1 0 0 

Female  13.3 53.3 6.7 6.7 2.2 2.2 2.2 0 0 2.2 

Total 10.0 60.7 5.7 2.9 .7 1.4 .7 .7 0 0 

#
 EC = Emergency Contraception, IUD = Intrauterine device, (16.5% missing),  
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A small number reported being drunk (5.7%) or high on drugs (2.1%) the last time they 

had sex (See Table 4.27).   

Table 4.27 

Reported alcohol and drugs use at the last sexual encounter (n = 140) 

  Yes No Don’t know Missing 

Item Gender n % n % n % n % 

Drunk at last 

sexual encounter 

Male  5 5.3 58 61.1 13 13.7 19 20.0 

Female 3 6.7 27 60.0 3 6.7 12 26.6 

Total  8 5.7 85 60.7 16 11.4 31 22.1 

High on drugs at 

last sexual 

encounter 

Male  2 2.1 63 66.3 11 11.6 19 20.0 

Female 1 2.2 27 60.0 2 4.4 15 33.3 

Total  3 2.1 90 64.3 13 9.3 34 24.2 

 

The majority of the sexually active respondents (62.8%) reported feeling positive “I felt 

good”, “happy”, “loved” or “fantastic” after their last sexual encounter.  A higher 

percentage of males (53.7%) compared to females (44.4%) reported they had enjoyed 

their last sexual encounter (See Table 4.28).  Females were, however, more likely to 

discuss safer sex measures and sexual pleasure without intercourse (See Table 4.29). 

Table 4.28 

Reported enjoyment at last sexual encounter (male = 95, female = 45)   

 Yes No Don’t know Missing 

Gender n % n % n % n % 

Male  51 53.7 17 17.9 13 13.7 14 14.7 

Female 20 44.4 7 15.6 7 15.6 11 24.4 

Total  71 50.7 24 17.1 20 14.3 25 17.8 
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Table 4.29 

Sexual health related issues discussed with partner prior to last sexual encounter  (n = 140) 

  Yes No Don’t know Missing 

Item Gender n % n % n % n % 

Using a condom Male  53 55.8 23 24.2 10 10.5 9 9.5 

Female 31 68.9 10 22.2 2 4.4 2 4.4 

Total  84 60.0 33 23.6 12 8.6 11 7.8 

Avoiding 

pregnancy 

Male  33 34.7 32 33.7 17 17.9 13 13.7 

Female 28 62.2 10 22.2 3 6.7 4 8.9 

Total  61 43.6 42 30.0 20 14.3 17 12.1 

Avoiding HIV 

infection 

Male  34 35.8 33 34.7 14 14.7 14 14.8 

Female 25 55.6 11 24.4 5 11.1 4 8.9 

Total  59 42.1 44 31.4 19 13.6 18 13.0 

Avoiding STI Male  31 32.6 34 35.8 17 17.9 13 13.7 

Female 23 51.1 13 28.9 5 11.1 4 8.9 

Total  54 38.6 47 33.6 22 15.7 17 12.1 

How to get sexual 

pleasure without 

intercourse 

Male  25 26.3 34 35.8 23 24.3 13 13.7 

Female 18 40.0 16 35.8 7 15.6 4 8.9 

Total  43 30.7 50 35.7 30 21.4 17 12.1 
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4.10 Research Question 5: What are the Services Used by the 16-24 

Year Old Sudanese Background Youth in Queensland for Sexual 

Health Information and Health Care? 

4.10.1 Information sources and level of trust 

In total, 141 (61.6%) participants reported having sought information or advice 

concerning sexual health related issues.  A higher percentage of female respondents 

reported seeking information or advice (70.9%) compared to male respondents (57%)  

(See Table 4.30).    

Table 4.30 

 Respondents who sought sexual health information or advice (n = 229)  

 Yes No Missing 

Gender n % n % n % 

Male  85 57.0 59 39.6 5 3.4 

Female 56 70.9 20 25.3 3 3.8 

Total  141 61.6 79 34.5 9 3.9 

 

Table 4.31 presents the sources of information participants reported they had accessed 

by order of use.  Doctors were the most commonly accessed source of information and 

advice (46.3%) and ranked highest in the level of trust (72%).  While friends were more 

commonly used sources of information (39.2%) compared with mothers (21.4%) or 

fathers, who were the least used source (16.6%), they appeared to be equally trusted 

sources.  A quarter of respondents reported they had accessed the internet (25.8%) 

and/or magazines (24.5%), however, respondents nominated these two sources along 

with television, with the lowest levels of trust (27.6%).  In the school setting, 

respondents nominated school programs (29.3%) and teachers (27.5%) as the most 

commonly used sources of advice and information, although school nurses were more 

trusted (43.7%).  
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Table 4.31 

Sources of sexual health information by order of reported use and level of trust (%) (n = 229) 

Source Used (%) with ranking Level of trust (%) with ranking 

Information 

source 

Participant 

gender               % 
Rank 

Strongly 

trust /Trust 

Not 

sure 

Strongly 

distrust/Distrust 

Not 

stated 

1. Doctor 

Male 40.9 

1. 

65.1 15.4 4.0 15.4 

Female 57.0 86.1 5.1 2.5 6.3 

Total 46.3 72.0 11.8 3.5 12.7 

2. Friends 

Male 33.6 

4. 

38.3 30.2 12.7 18.8 

Female 50.6 50.6 26.6 11.4 11.4 

Total  39.3 42.4 28.8 12.2 16.6 

3. Television 

Male 24.8 

13 

26.2 39.6 14.8 19.5 

Female 41.8 27.9 36.7 22.8 12.7 

Total 30.6 27.7 38.4 17.5 17.5 

4. School 

program 

Male 28.2 

7. 

37.6 36.2 8.1 18.1 

Female 31.6 41.8 31.6 8.8 17.7 

Total 29.3 38.8 34.5 8.3 18.3 

5. Teacher 

Male 28.2 

8. 

35.6 32.9 12.1 19.5 

Female 26.6 36.7 32.9 13.9 16.5 

Total 27.5 35.8 32.8 12.2 18.8 

6. Internet 

Male 22.8 

11. 

24.2 43.0 14.1 18.8 

Female 31.6 39.2 31.6 17.7 11.4 

Total 25.8 29.2 38.9 15.2 16.6 

7. Health 

service 

Male 23.5 

2. 

53.0 24.2 5.4 17.4 

Female 27.8 67.0 15.2 2.5 15.2 

Total 24.9 57.7 21.0 4.4 17.0 

8. School 

nurse 

Male 20.8 

3. 

39.6 32.2 8.7 19.5 

Female 32.9 51.9 24.1 6.3 17.7 

Total 24.9 43.7 29.3 7.8 19.2 

9. Magazines 

Male 20.8 

14. 

26.2 36.2 16.1 21.5 

Female 31.6 30.3. 31.6 25.3 12.7 

Total 24.5 27.6 34.5 19.3 18.8 

10. Mother 

Male 22.1 

3. 

40.9 28.2 12.1 18.8 

Female 20.3 49.4 25.3 13.9 11.4 

Total 21.4 43.7 27.1 12.7 16.6 

11. School 

counsellor 

Male 18.8 

9. 

32.2 38.9 8.7 20.1 

Female 22.8 38.0 32.9 12.6 16.5 

Total 20.1 34.1 36.7 10.0 19.2 

12. Youth 

worker  

Male 18.8 

7. 

34.2 32.9 12.7 20.1 

Female 22.8 44.3 29.1 10.1 16.5 

Total 20.1 37.6 31.4 11.8 19.2 

13. Brother or 

Sister 

Male 20.1 

6. 

41.0 28.9 10.8 19.5 

Female 20.3 39.2 30.4 13.9 16.5 

Total 20.1 40.2 29.3 11.8 18.8 

14. Other 

relative 

 

Male 18.8 

10. 

31.5 34.2 14.1 20.1 

Female 21.5 39.2 29.1 15.2 16.5 

Total 19.7 34.0 32.3 14.4 19.2 

15. Other 

community 

member  

Male 18.8 

12. 

30.2 35.6 13.4 20.8 

Female 16.5 25.4 41.8 17.8 15.2 

Total 17.9 28.4 37.6 14.9 19.2 

16. Father 

Male 18.8 

5. 

43.6 27.5 9.4 19.5 

Female 12.7 36.7 34.2 12.7 16.5 

Total 16.6 41.0 29.7 10.5 18.8 
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4.10.2 Service utilisation 

A local doctor was the preferred source for sexual health (51.1%) and contraception 

health (52.4%) care (See Table 4.32).  More males compared to females reported they 

did not know where they would go to seek help for sexual health and contraception.  

Table 4.32 

Participant’s preferred sources of medical help for sexual and contraception health care (%)  

(male = 149; female = 79) 

  Preferred service 

 
 Local 

doctor 

SH 

clinic
#
 FPQ 

#
 

Don't 

know Other 

Not 

stated 

Response Gender % % % % % % 

Sexual health, HIV 

or STI concerns 

Male 51.0 33.6 2.7 8.1 - 4.7 

Female 51.9 41.8 1.3 2.5 - 2.5 

Total 51.1 36.2 2.2 6.1 - 4.4 

Contraception  

concerns 

Male 49.7 22.8 4.0 17.4 .7 5.4 

Female 58.2 32.9 3.8 1.3 - 3.8 

Total 52.4 26.2 3.9 11.8 .4 5.2 

# Sexual health clinic (SH clinic), Family Planning Queensland (FPQ) 

4.10.3 HIV testing 

Thirty-one percent of the respondents reported they had been tested for HIV, with 

similar percentages reporting testing occurring prior to coming to Australia and after 

arrival (See Table 4.33).  Time since testing had occurred ranged from two months to 10 

years (M = 2.9 years, SD = 2.6).  

Table 4.33 

Reported HIV testing patterns 

Ever had an HIV test? 

Yes No Don’t know Not stated 

n % n % n % n % 

Male       (n = 149) 46 30.9 88 59.1 8 5.4 7 4.7 

Female   (n = 79) 25 31.6 48 60.8 5 6.3 1 1.3 

Total      (n = 229)  71 31.0 136 59.4 13 5.7 9 3.9 

Where did you have your 

last HIV test? 

Prior to coming 

to Australia 

After arriving 

in Australia 

Don't 

remember Not stated 

n % n % n % n % 

Male      (n = 46) 20 43.5 19 41.3 5 10.9 2 4.3 

Female  (n = 25) 10 40.0 9 36.0 3 12.0 3 12.0 

Total     (n = 71) 30 42.3 28 39.4 8 11.3 5 7.0 
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4.11 Research Question 9: What do the 16-24 Year Old Sudanese 

Background Youth and Broader Queensland Sudanese 

Community Perceive as Factors that Influence Sexual Health 

Knowledge, Attitudes, Beliefs, and Patterns of Behaviours? 

Data from the cultural identity items (CI 7 to 12), the 11 alcohol and drug use items and 

the open ended question (Why do you think young people may have sex before they are 

married?) were analysed to address Research Question 9 in conjunction with a one-way 

between-groups multivariate analysis of variance (MANOVA). 

4.11.1 Culture, religion, parents, and friends   

Three quarters of the respondents strongly agree/agree culture (76.9%) and religion 

(76.4%) had an important place in their life.  Friends were reported as having less 

influence on how participants thought and felt about sex (40.6%) compared to their 

culture, religion, and parents (See Table 4.34).  

4.11.2 Alcohol and drugs use 

Approximately one quarter (27.1%) reported they drink alcohol.  The majority reported 

this occurred either rarely (27.4%) or only at weekends (27.4%).  A higher percentage 

of females reported drinking daily (9.1%) compared to male respondents (2.5%) (See 

Table 4.36).  When asked how many alcoholic drinks they had on a day when they 

drank, 30.6% reported three or more and 8.1% of respondents reported they ‘binge’ 

drink (See Table 4.37).    

A small percentage reported they had injected illicit drugs (3.5%), smoked marijuana 

(4.8%), or used other social/recreational drugs (2.2%) (See Table 4.35).  Half of the five 

males and three females who reported that they had injected themselves with drugs 

reported they had done so in the last 12 months, with one female reporting daily use.  

Three (37.5%) reported sharing injecting equipment (See Table 4.38).  The reported age 

of first injecting drug use ranged between nine and 18 years. 
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Table 4.34 

Frequency of participants’ responses to cultural identity items 7 to 12 

Cultural identity items 
#
 Gender 

Strongly agree 

/ Agree Not sure* 

Strongly disagree 

/ Disagree 

n % n % n % 

7. My culture has an 

important place in my 

life 

Male 112 75.2 22 14.8 14 9.4 

Female 64 81.0 10 12.7 5 6.3 

Total 176 76.9 32 14.0 19 8.3 

8. My culture affects how I 

think or feel about sex  

Male 69 46.3 55 36.9 24 16.1 

Female 44 55.7 16 20.3 19 24.1 

Total 113 49.3 71 31.0 43 18.8 

9. My has an important 

place in my life 

Male 112 75.2 24 16.1 12 8.1 

Female 63 79.7 10 12.7 6 7.6 

Total 175 76.4 34 14.0 18 7.9 

10. My  religion affects how 

I think or feel about sex 

Male 76 51.0 47 31.5 25 16.8 

Female 44 55.7 17 21.5 18 22.8 

Total 120 52.4 64 27.9 43 18.8 

11. My  parents affect how I 

think or feel about sex 

Male 77 51.7 41 27.5 30 20.1 

Female 42 53.2 15 19.0 22 27.8 

Total 119 52.0 56 24.5 52 22.7 

12. My friends affects how I 

think or feel about sex  

Male 61 40.9 50 33.6 37 24.8 

Female 32 40.5 19 24.1 28 35.4 

Total 93 40.6 69 30.1 65 28.4 

* Analysis of ‘not sure’ responses detected no pattern of characteristics.  
#
Cronbach’s α = .407, n = 227           

Note: Item numbering corresponds with Survey instrument items (See Appendix A) 

Table 4.35 

Reported alcohol and drugs use (n = 219) 

  Yes No Don’t Know 

Items Gender n % n % n % 

Do you drink alcohol? Male 40 26.8 96 64.4 5 3.4 

Female 22 27.8 56 70.9 0 0.0 

Total 62 27.1 152 66.4 5 2.2 

Have you ever injected 

yourself with drugs? 

Male 5 3.4 132 88.6 4 2.7 

Female 3 3.8 75 94.9 0 0.0 

Total 8 3.5 207 90.4 4 1.7 

Do you smoke marijuana? Male 9 6.0 129 6.6 3 2.0 

Female 2 2.6 75 96.2 1 1.2 

Total 11 4.8 204 89.1 4 1.7 

Do you use other social or 

recreational drugs? 

Male 4 2.7 132 88.6 5 3.4 

Female 1 1.3 75 94.9 2 2.0 

Total 5 2.2 207 90.4 7 3.1 
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Table 4.36 

Patterns of alcohol consumption (%) reported by participants who drink alcohol (male = 40; 

female = 22) 

 Self-reported frequency of alcohol consumption  

 Weekends Rarely Monthly Weekly Daily Socially Other Total Missing 

Gender % % % % % % % % % 

Male  32.5 22.5 15.0 7.5 2.5 2.5 5.0 87.5 12.5 

Female 18.2 36.4 9.1 4.5 9.1 9.1 4.5 90.9 9.1 

Total  27.4 27.4 13.0 6.5 4.8 4.8 4.8 88.7 11.3 

 
Table 4.37 

Number of alcoholic drinks consumed on a day when participants drank (male = 40; female = 

22) 

 Self-reported number of drinks consumed 

 1 to 2 3 or more Binge Other Total Missing 

Gender % % % % % % 

Male  35.0 30.0 7.5 2.5 75.0 25.0 

Female 45.5 32.0 9.1 0.0 86.4 13.6 

Total  38.7 30.6 8.1 1.6 79.0 21.0 

 
Table 4.38 

Patterns of injecting for participants who reported a history of injecting drug use (n = 8) 

 
 

Yes No Don't know Missing 

Item Gender n % n % n % n % 

Have you injected 

drugs in the last 12 

months? 

Male  2 40.0 1 20.0 1 20.0 1 20.0 

Female 2 66.7 1 33.3 0 0.0   

Total  4 50.0 2 25.0 1 12.5 1 12.5 

Do you share needles 

and syringes when 

you inject? 

Male  2 40.0 1 20.0 1 20.0 1 20.0 

Female 1 33.3 0 0.0 2 66.7   

Total  3 37.5 1 12.5 3 37.5 1 12.5 
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4.11.3 Sex before marriage 

As outlined in Chapter 3, the open ended question ‘Why do you think young people may 

have sex before they are married?’ was included to provide opportunity for young 

people to anonymously express their attitudes and beliefs about an issue of concern 

identified during community consultation.  In total, 27 females and 33 males (26.6%) 

provided a response to this open ended question.  Basic iterative inquiry (Grbich, 2004, 

2007) identified two overarching categories (See Table 4.39).    

Table 4.39  

Findings from analysis of item: Why do you think young people may have sex before they 

are married?  (n = 61) 

Overarching Categories Themes n 

1. Factors influencing 

behaviour 

Peer pressure 20 

It’s the society we live in 6 

Choice 5 

Parties, alcohol, and drugs 5 

No parental support 2 

Media influence 2 

Low self-esteem 1 

Lack of knowledge 1 

2. Age appropriate 

behaviours 

Fun, pleasure, and the sensation 10 

Curiosity, experimenting, and the experience 10 

Love, intimacy, and desire 5 

Fact of life 4 

To have children 2 

3. Not sure Don’t know why 10 

Factors influencing behaviour reflects emergent themes consistent with the intrinsic and 

extrinsic variables that influence behaviour, such as peer pressure, sociocultural context, 

knowledge, and self-efficacy (Fishbein, 2000).   Age appropriate behaviours 

incorporates themes consistent with attitudes and behaviours linked to the normal 

transition from adolescence to young adulthood, such as experimentation (Rosenthal & 

Browning, 2005).  The frequency of the emerging themes provided understanding of the 

importance of the themes from the respondents’ perspective.    
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Peer pressure was a prominent theme, especially among the younger 16 to 18 year old 

female respondents who expressed different attitudes towards why they felt pressured to 

have sex compared to males, as highlighted in the following two quotes. 

“Peer pressure and [girls] think they have to as they are in love” (Female, 

17 years) 

“[Boys] want to show off to peers, show they can score” (Male, 20 years) 

In line with the above, love, intimacy, and desire was noted as a theme predominantly 

among the female respondents.  Fun, pleasure, and the sensation along with curiosity, 

experimenting, and the experience emerged as strong underlying themes across both 

genders.  These themes also emerged stronger from among the younger respondents.   

“They are teens and they have fun” (Male, 24 years) 

“Getting married means being with one partner which they might find too 

boring…some say they want to experiment” (Female, 17 years) 

Respondents of both genders identified that sex before marriage was against their 

culture.  Others considered it their choice. 

 “I do not think it right to have sex before marriage it’s against my culture 

and religion” (Female, 21 years) 

“Because they have choice to do it and want to try new things” (Female, 16 

years)   

Parties, alcohol, and drugs emerged as a strong theme with all.  This was often linked 

to the influence of the society and new culture in which they are living.    

“Drunk and don't know what they are doing or they do it because they think 

it fun” (Male, 17 years) 

“They get pressure from friends and get trick[ed] if they are drunk easily” 

(Male, 18 years) 
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 “In some cases because of the use of alcohol….on their desire or if they 

want to and some affected by a new culture” (Female, 23 years) 

 “Because peer pressure mostly but it is because of the society we live in” 

(Female, 20 years) 

4.11.4 Gender, age, time in Australia, and age of arrival 

A one-way between-groups multivariate analysis of variance (MANOVA) was 

conducted to simultaneously test for significant mean differences between the effect of 

the independent variables gender, age, time in Australia, and age of arrival on the 

dependent variables STI and HIV knowledge scores, confidence in communicating 

about sex score, and sexual behaviour risk score.  Appendix J displays the relevant 

tables for the MANOVA assumptions testing and results.  

Preliminary assumptions testing was conducted to check for normality, linearity, 

univariate and multivariate outliers, homogeneity of variance-covariance matrices and 

multicollinearity, with no serious violations noted.  The four independent variables used 

in the MANOVA were re-categorised into categorical variables of two equal groups:  

age (≤ 17 years; ≥ 18 years), time in Australia (≤ six years; ≥ seven years), and age of 

arrival in Australia (≤ 13 years; ≥ 14 years of age) in order to limit the linear 

relationship between the independent variables (Tabachnick & Fidell, 2013).  The score 

on a variable for any one participant was independent of the scores of this variable for 

all other participants (Tabachnick & Fidell, 2013).  Univariate normality was assessed 

by comparing means and 5% Trimmed Mean, boxplots, and Kolmogorov-Smirnov Sig. 

values.  A Kolmogorov-Smirnov Sig >.05 suggests a violation of the assumption of 

univariate normality; however, as the sample cell sizes were all larger than 30 and the 

5% Trimmed Mean did not vary greatly from the mean for each dependent variable, 

these extreme scores did not have a strong influence on the mean and robustness can be 

assumed (Pallant, 2013).  No multivariate outliers were found when multivariate 

normality was assessed by Mahalanobis distance (16.0) comparison to the Chi-square 

critical value (18.47) (Pallant, 2013). Scatterplots between each variable demonstrated 

no obvious evidence of non-linearity therefore supporting the assumption of linearity.  

Correlations between the dependent variables were not excessive, indicating 

multicollinearity was not of concern.  The Box’s M (α = .268) was non-significant at α 
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= >.001, indicating that homogeneity of variance-covariance matrices could be assumed 

(Coakes & Ong, 2011; Pallant, 2013).  Finally, the Levene’s Test of Equality of Error 

Variances indicated the equality of variance was violated for one variable, Confidence 

F(13, 191) = 1.85 , p = .038.  An alpha level of .01 was therefore assumed for 

determining significance for confidence in the univariate F-Test (Coakes & Ong, 2011; 

Pallant, 2013).     

4.11.4.1 Results 

There was a statistically significant difference between the time participants had lived in 

Australia (≤ six years versus ≥ seven years) on the combined dependent variables, F(5, 

187) = 5.0, p  < .001; Wilks’ Lambda = .882; partial eta squared (η
2
) = .118.  Analysis 

of the dependent variable individually showed no effect for confidence in 

communicating about sex or sexual risk with any of the independent variables.  

However, the dependent variable, time in Australia, was statistically significant using 

the Bonferroni adjusted alpha level of .01 for STI knowledge F(1, 191) = 14.7, p  < 

.001, partial eta squared (η
2
) = .072, and HIV knowledge F(1, 191) = 12.6, p  < .001, 

partial eta squared (η
2
) =.062, with participants who had been in Australia seven years 

or more reporting significantly higher STI and HIV knowledge than participants who 

had been in Australia for six years or fewer.  

4.12 Summary 

The analysis of the data generated in this study’s survey suggested a number of 

important findings.  The sample consisted of 229, 16-25 year old self-identifying 

Sudanese background youth from Queensland.  The majority were born in Sudan and 

had experienced life in a refugee camp.  They had arrived in Australia between one to 

18 years ago, at an average age of 13 years.  The most common languages spoken at 

home were Sudanese Arabic and Dinka, although there was a preference for speaking 

English among half of the sample.  While the majority had mainly Sudanese 

background friends, there was a preference for having friends from both Sudanese and 

Australian backgrounds. 

Data analysis revealed that knowledge of STI and HIV was both generally low and 

inaccurate.  Knowledge of HIV was higher than STI knowledge, with females 
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demonstrating significantly higher levels of knowledge for both HIV and STI compared 

to the male respondents (p < .001).  The length of time participants had lived in 

Australia significantly influenced their level of STI and HIV knowledge, with 

increasing time in Australia associated with increased knowledge.  However, increasing 

time in Australia was not found to significantly influence participants’ confidence in 

communicating about sex or their patterns of sexual risk behaviour.  

The majority of participants believed that culture, religion, and their parents and friends 

affected how they think and feel about sex.  While the majority considered sex before 

marriage was wrong and against traditional Sudanese beliefs and norms, they strongly 

believed that living in Australia had affected how they behave sexually and that young 

people have sex too easily in Australia. Levels of confidence in communicating about 

sex increased with age.  The lowest level of confidence was when talking to parents, 

whom they believed were unable to talk to them about sex or understand what it is like 

for them growing up in Australia.  The majority had sought advice and sexual health 

information with the local doctor, the most common and trusted source.  The local 

doctor was also reported as the service of choice for sexual health and contraception 

care.  Two thirds had not been tested for HIV.  

Two thirds of the sample reported they had experienced sex, with the majority 

commencing some form of sexual activity by the age of 18 years.  More than two thirds 

(68.2%) reported always using a condom; however, only 46.4% reported using a 

condom at last sexual encounter.  Nine percent reported sex leading to a pregnancy and 

3.1% an STI diagnosis.  The mean sexual risk behaviour subscale score indicated that 

generally the level of risk associated with reported sexual behaviour was low. 

In conclusion, analysis of data from the survey delivers a broad numeric description of 

the 16-24 year old participants’ sexual health knowledge, attitudes, and beliefs along 

with confidence communicating about sex and patterns of sexual behaviour.  These 

results provide an understanding of the phenomenon being explored in this research and 

provide valuable understanding and awareness of specific behavioural, attitudinal, and 

beliefs based constructs that can be incorporated in future IBM theory based targeted 

interventions.  The findings from the interviews with young people and the community 

FGD data analysis presented in the next chapter build onto this understanding.    
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Chapter 5 Qualitative Findings  

5.1 Introduction  

This chapter presents the findings of data analysis for the Phase 3 interviews with young 

people followed by those from the community FGD.  As outlined in Chapter 3.5.2.4, the 

interviews and FGD were guided by structured questions and prompts derived from the 

research questions, survey items, and behavioural determinate variables contained 

within the theoretical framework underpinning this research.  This resulted in three 

consistent constructs that align with variables contained within the IBM (knowledge, 

attitudes and beliefs, and behaviour) being used to guide the concurrent parallel data 

collection and analysis for these parallel independent strands.  Using these consistent 

constructs also facilitated alignment of the interview and FGD findings consecutively 

presented in this chapter with the research questions and the convergence of these 

findings presented in Chapter 6 (Bazeley, 2009).   

Comparison of the interview and FGD findings identified that each stand’s emerging 

themes could be grouped under identical categories for each of the consistent constructs.  

The interview and community FGD findings are, therefore, presented in this chapter as 

a series of themes under each of these identical categories as they relate to the consistent 

constructs and the interrelated research questions (See Table 5.1, page 155, and Table 

5.2, page 179).  Presenting the findings in this manner identified key behavioural, 

normative, control and efficacy beliefs and provides understanding of how these IBM 

constructs and other salient findings can be used to inform future interventions and 

research.  

The interviews and FGD produced an extensive amount of rich narrative data 

supporting each category and its underlying themes.  Using multiple quotes for each 

theme could have transported the reader directly into the participants’ perspectives and 

provided greater contextualised insight and understanding (Braun & Clarke, 2006; 

Creswell, 2014; Ulin, Robinson, & Tolley, 2005).  However, there was a need to limit 

the number of quotes included in this chapter in order to achieve a balance between the 

direct voice narratives and interpretation (Ulin et al., 2005).  Therefore, each theme is 

accompanied by a thick descriptive interpretation of the narratives, interlaced with a 

selection of representative quotes from individual interview and FGD transcripts.   
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5.2 Strand 2: Interviews with 16-24 Year Olds 

The researcher explored in depth the sexual health knowledge, attitudes, and beliefs of 

the younger participants.  Findings from this qualitative strand enriched the survey 

findings and provided depth of understanding to the research questions.  

5.2.1 Sample characteristics 

Eleven young people aged between 19 to 24 years (M = 20.8 years) participated in the 

interviews.  Participants were a purposive convenience sample from the 23 Strand 1 

survey participants who indicated they were willing to participate in face-to-face 

interviews.  Purposive sampling guided by the determined quota controls age, gender, 

and tribal affiliation allowed for recruitment of a variety of ages, tribal groupings and an 

equal gender ratio.  Recruitment ceased after 11 face-to-face interviews had been 

conducted as preliminary iterative data analysis identified data saturation had occurred 

(Grbich, 2007; Polit & Beck, 2012).  

There were five males (M = 21.4 years) and six females (M = 20.3 years).  Participants 

originated from a range of predominantly South Sudanese ethnic groups, including 

Dinka, Nuer, Bari, Shilluk, and Balanda, so achieving the aim of variation in tribal 

origin.  All were of Christian faith and born in Sudan.  Participants had been in 

Australia between four to eight years (M = 6.3 years) with the mean arrival age of 14.5 

years (range: 12-19 years).  The majority were single, living with family or friends, 

studying at either TAFE or university.  Three of the young women and no young men 

reported they had children.  Two of these young mothers were studying at TAFE and 

had partners identified as a boyfriend or traditional husband and both had good family 

support.  The third young woman was a single unemployed mother with minimal family 

support.  

Six interviews were conducted on a one-to-one basis.  At the request of the participants, 

two interviews were conducted as a group, with one group comprising two young 

women who were cousins and one with three male self-described as ‘best mates’.  The 

interviews were between 30 to 60 minutes in duration (M = 39.8 minutes) and there was 

active participation from all participants.   
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Table 5.1 

Interview constructs, categories and themes, and their relation to the research questions
#
 

Consistent constructs Categories Themes 

Knowledge   

 

Research Questions 

1, 3, 5 

Level of knowledge 

 

 

1. Knowledge is limited and often inaccurate 

2. Aware of HIV but it’s not a problem here 

3. Knowledge dependent on arrival age and 

time in Australia 

Sources of 

knowledge  

 

 

1. Knowledge from traditional sources is 

limited 

2. School and friends are the primary sources 

3. Trust of sources varies 

4. Limited knowledge of where to go for 

health care and help 

Barriers to learning 

 

1. Attitudes of both parents and young 

people to talking about sex 

2. Education and acculturation change 

attitudes and reduce barriers  

3. More education and information needed 

Attitudes and beliefs  

 

Research Question     

2 

Condoms and 

contraception 

1. Pregnancy rate indicates pattern of 

condom and contraception use 

2. Condoms and contraception are associated 

with sexual promiscuity and infertility  

HIV and STI 1. HIV is associated with fear, shame, and 

stigmatisation  

Relationships 1. Dating and sex before marriage are not 

culturally acceptable  

2. Attitudes and beliefs are changing 

Behaviour  

 

Research Questions    

4, 9 

Factors influencing 

behaviour 

1. Youth have more freedom 

2. Australian friends and peers influence 

decisions   

3. Australian culture and laws support bad 

behaviour 

4. Gender roles and equity 

5. Alcohol more available and acceptable 

6. Age of arrival and time since arrival 

Issues of concern  

 

Research Question     

8 

Pregnancy 1. Pregnancy occurring outside the 

traditional boundaries of marriage 

Relationships 1. Changing patterns of relationships and 

sexual behaviours 

Family  1. Changing traditional family structures and 

parenting roles 

#
See Table 1.1 (page 10) for research questions  
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5.2.2 Construct 1:  Knowledge  

The first construct for the young people derived from the interviews was ’knowledge’.  

General discussion around knowledge suggested participants considered it was 

important for young Sudanese Queenslanders and the broader Queensland Sudanese 

community to gain knowledge and understanding of sexual health. 

“Of course, it’s important, in our community….in Africa, we don’t know 

what sex means until you’re old enough…like 18 or 20.”  (IDI 2, p. 2, 

Female) 

Within this construct aligning to Research Questions 1, 3, and 5 (See Table 1.1, page 

10), three categories relating to knowledge emerged: level of knowledge; sources of 

knowledge; and barriers to learning.  

5.2.2.1 Category 1: Level of knowledge 

Within the category ‘level of knowledge’ three themes were identified. 

Theme 1: Knowledge is limited and often inaccurate 

Overall levels of sexual health knowledge and literacy appeared low among the 

participants.  Participants revealed awareness of condoms, contraception, and HIV; 

however, they were generally unable to define sexual health, nor name or describe 

individual STI or means of protective health seeking behaviour other than the use of 

condoms.  One female participant stated:  

“I know HIV…that’s the really big thing that happens in Africa…there’s 

other things that I would look at and say “Ooh what’s that?”  (IDI 1, p. 1, 

Female) 

Theme 2: Aware of HIV but it’s not a problem here 

Participants demonstrated higher levels of HIV awareness compared to other STI; 

however, their knowledge was often inaccurate and appeared linked to pre-arrival 

experiences and misunderstanding of Australian visa health testing and entrance 
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requirements.  For example, most participants believed that HIV was not a problem in 

Australia as it was not openly spoken about, and people living with HIV were not 

granted entry.  There was limited knowledge of the Australian pattern of HIV 

acquisition, with most participants presenting a belief that young people were the group 

at highest risk of acquiring HIV, as they are more sexually active.  One participant 

presented the belief:  

“[Young people] don’t think there’s HIV in Australia I guess it's more safe 

here than Africa…less infection, less danger.”  (IDI 4, pp. 2-4, Male) 

Overall, participants considered many of the young Sudanese Queenslanders had 

limited awareness and understanding of sexual health.  For example: 

“I’m sure they do know about condoms but I’m sure they don’t know about 

other things.”  (IDI 1, p. 2, Female) 

Theme 3: Knowledge dependent on arrival age and time in Australia 

Participants suggested the sexual health knowledge of young Sudanese Queenslanders 

was related to knowledge gained prior to arrival, the age they arrived in Australia, how 

long they have lived here, and whether they had access to sexual health education while 

at school in Australia.  One participant said:  

“Kids who have grown up here [Australia] probably…know more and use 

condoms.”  (IDI 4, p. 14, Female) 

Some participants believed that young people had higher levels of knowledge and 

understanding of sexual health if their friends had been settled in Australia from an 

earlier age and/or for longer periods of time.  A higher level of knowledge was also 

associated with having a peer network that included Australian friends.  Participants 

considered both these factors gave young people greater access to information.  

“We are lucky enough to know this sort of stuff because we know a few 

Australian people.”  (IDI 8-10, p. 38, Male) 
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5.2.2.2 Category 2: Sources of knowledge  

Within the category ‘sources of knowledge’, four themes were identified. 

Theme 1: Knowledge from traditional sources is limited  

When questioned about where young people traditionally gained their sexual health 

knowledge, participants demonstrated limited awareness of any traditional teachers 

and/or sources.  The dominant theme was that young people generally had to find out 

information on their own as they were reluctant to talk to parents.   

“You have to find out yourself or… go to your Aunt or somebody who’s 

related to you…if you go to your Mum and Dad they think, ‘Oh she’s a bad 

girl…She wants to know about this…wants to go and do it.’  We’re a little 

bit kind of scared to tell our Mum and Dad about it.”  (IDI 1, p. 4, Female) 

Theme 2: School and friends are the primary sources 

School and friends emerged as the primary sources of sexual health information for 

participants post arrival in Queensland.  Family, community organisations, websites, 

and movies were also being accessed for information.   

“I learned most of my information from school and friends…I hang 

around.”  (IDI 8-10, pp. 2, 8, Male) 

Theme 3: Trust of sources varies 

When participants were questioned about the best source of information, there appeared 

to be a varying level of trust and acceptance of the different sources.  Most participants 

highlighted a belief that young people trusted face-to-face sources such as school 

sessions with health care workers.  Websites and movies appeared to be the least trusted 

sources.   

“We have health workers…come [to school] and talk about sexual 

education and things…Websites, I believe it’s not good... somebody face-to-
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face give you more advice …the internet, there’s no advice on it...you have 

to know yourself whether it’s good or not.”  (IDI 1, p. 22, Female) 

Theme 4: Limited knowledge of where to go for health care and help 

Although able to identify a range of information sources, participants demonstrated 

limited knowledge about where and when to go for help should they experience any 

sexual and/or reproductive health related concerns.  Preference was towards attending a 

family doctor over a sexual health clinic; however, most participants considered this 

necessary only when they were experiencing signs or symptoms.  Participants also 

highlighted the stigma and shame associated with seeking help for this type of 

condition.  

“Yes, they trust them [Doctors]…Only a few people go [to sexual health 

clinics]…people look at you…its embarrassing…feel stigmatised from the 

community…‘you’ve got AIDS maybe, sexual disease’.”  (IDI 3, pp. 18-19, 

Male) 

5.2.2.3 Category 3: Barriers to learning 

Three themes relating to ‘barriers to learning’ were identified. 

Theme 1: Attitudes of both parents and young people to talking about sex 

The salient theme relating to barriers to learning was the attitudes of parents and young 

people to talking about sex.  ‘Sex’ was identified as a complex issue.  The participants 

highlighted that many young people were too shy or afraid to discuss this topic with 

parents, other community adults, or health care workers until in need of help.  Fear of 

parental disapproval or discipline added to their reluctance to broach the topic with 

parents.  Participants considered the broader community generally believed that talking 

about sex encouraged people to have sex.   

“Mum and Dad were good [parents]…but they’ve never tell us anything 

about sex, they don’t even like to mention it…they think we’re too young to 

know…if we know they think we’re going to do it.” (IDI 1, p. 3, Female) 
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Most participants agreed that traditional cultural beliefs made it difficult and shameful 

to talk about sexual and reproductive health related issues.  Little emphasis was placed 

on the effect of religious belief.  One young woman commented: 

“In Africa, it’s kind of shameful to talk about sex to anybody; otherwise, 

they’ll think you’re very rude or unrespectful to them.”  (IDI 2, p. 2, 

Female) 

Theme 2: Education and acculturation change attitudes and reduce barriers  

Most participants indicated moving to Australia had made young people more open and 

accepting of discussing sex and sexual health issues.  There was a general feeling young 

people had broader access to information and opportunity and willingness to associate 

with a diverse range of people outside their familial and community social networks.  

Participants felt this meant young people developed greater awareness and 

understanding of the Queensland social and cultural norms, behaviours, and context 

compared to many adults within the Queensland Sudanese community.  

“It’s different [in Australia] we learn at school to talk to people about it 

[sex], normally…it’s not bad.  At home they don’t talk to you about it at 

all…parents should tell us about sexual stuff.”  (IDI 6/7, p. 1, Female) 

Participants highlighted the importance of reducing the barriers to learning for young 

people.  Particular emphasis was placed on the need to reduce the confusion and 

challenges faced by young people as they learn to live between traditional Sudanese 

normative beliefs and parental behavioural expectations and those in Australia.  

However, a young person having access to information was highlighted as a potential 

source of family conflict, particularly if parents were not open to talking about sexual 

health or receiving similar education.  

“You just feel suspended, you don’t know which side to take…are your 

parents telling you the right thing or are people outside there telling you the 

better stuff.”  (IDI 3, p. 11, Male) 



 

161 

The majority of the participants considered their parents’ attitude towards talking about 

sexual health related issues was slowly changing as they gained access to knowledge 

and understanding of the Australian social and cultural norms.  

“Families are getting more understanding…if you talk to them about sex, of 

course, they will feel uncomfortable, but they will give you an answer.  

Some Sudanese are really getting into Australian culture.”  (IDI 2, pp. 2, 4, 

Female)  

However, participants highlighted some adults within the community strongly adhere to 

traditional ways and have limited contact with non-Sudanese background Australians.  

Consequently, there were still a number of parents and community leaders opposed to 

discussing this topic.  

“They [some adults] still think like how they used to think back in 

Africa…hang out with Sudanese background friends.”  (IDI 11, p. 4, 

Female) 

While acknowledging that some parents did not have sufficient access to appropriate 

information, some participants indicated that access to information might not 

necessarily reduce barriers to learning or change parental attitudes or beliefs toward 

talking about sex.   

“Some [parents] won’t change.  They will still be nervous, still say 

Australian people are teaching kids bad stuff and this [changing behavioural 

patterns] is not good.”  (IDI 6/7, p. 9, Female) 

Theme 3: More education and information needed 

Most participants proposed more education and access to sexual health information 

were needed for both young people and the broader community.  They considered this 

would promote open communication between parents and their children.  Bridging the 

intergenerational differences in attitudes and beliefs was presented by most as a means 

of reducing family conflict.   
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“I want the parents to be more open to their kids.  They should talk about 

sex because here, it’s the normal thing….”  (IDI 2, p. 15, Female) 

Participants also considered a person’s willingness to access information may depend 

on who was providing this education, along with the way and where it was presented.  

Participants suggested that education and information needed to be provided in a range 

of venues by a variety of people, including Queensland Sudanese community members, 

elders, health professionals, and other key experts.  Community events and schools were 

identified as key venues.  However, consideration needs to be given to the cultural 

awareness and skill of those presenting to ensure community members could engage 

and not feel threatened.  

“Someone who’s from the same culture [providing the education]…is 

probably the good thing ...not trying to change the culture but just trying to 

follow the beliefs and culture of Australia.”  (IDI 1, p. 26, Female) 

Participants acknowledged there were cultural and traditional gender specific 

sensitivities and differences in regards to sexual health.  Nonetheless, participants of 

both genders considered separating males and females when providing sexual health 

education was not necessary.  Some participants considered combined group education 

together might help develop mutual understanding of sexual health issues.  However, 

the majority suggested the choice should be given to the group and/or individual.   

“Come together ... I think it would be important because then they both can 

know what other people think and stuff.”  (IDI 11, p. 18, Female) 

When asked what key messages should be included in education, participants 

highlighted the following: safe and effective use of condoms; delaying sexual début; 

value and respect of relationships, talking about how you feel, and the positive place of 

sex in a relationship; learning to say ‘no’ and respecting a person’s choice to say ‘no’; 

and safe levels of alcohol consumption.  One participant suggested: 

“The important message should be…stop drinking and use protection while 

they’re having sex…they should learn more about HIV and stuff.  They 
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should be waiting until the time is right or when they’re ready to have sex.”  

(IDI 6/7, p. 17, Female) 

5.2.3 Construct 2: Attitudes and beliefs 

The second construct for the young people derived from the interviews related to 

‘attitudes and beliefs’.  Thematic analysis of data identified three categories aligned 

with this construct.  These categories and their underlying themes, supported by quotes, 

provide meaningful insight into participants’ attitudes and beliefs relating to: condoms 

and contraception, HIV, STI, and the development of relationships.  

5.2.3.1 Category 1: Condoms and contraception 

Two themes emerged from the participants’ narratives relating to condoms and 

contraception.  

Theme 1: Pregnancy rate indicates pattern of condom and contraception use 

Based on the number of young pregnant unmarried Sudanese Queenslanders they had 

observed, the majority of participants believed young people within their community 

were probably not consistently using condoms or contraception.  For example, one 

participant stated: 

“Well there’s a lot of them who are getting pregnant here…I believe if 

you’re getting pregnant then it means you’re not using anything to protect 

yourself.”  (IDI 1, p. 14, Female) 

Cultural or religious beliefs did not emerge as a strong motivator for not using 

condoms; rather, participants expressed a belief that condoms were not being used as 

they reduced sexual pleasure and young people lacked ‘fear’ of contracting an STI 

and/or HIV.  

“The boys say they don’t enjoy it when they do it with condoms…I know it is 

silly…they don’t like condoms.”  (IDI 4, p. 7, Female) 
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“Everybody knows how it’s [HIV] passed, through sex.  But they’re not 

really afraid; they should think about it deeply.  They know HIV is around, 

but they still want to have sex without protection.”     (IDI 2, p. 7, Female) 

When questioned as to what motivates young people to use condoms, participants 

expressed a belief that it was out of a fear of pregnancy rather than a protective 

behaviour against STI.  

Theme 2: Condoms and contraception are associated with sexual promiscuity and 

infertility 

Participants of both genders associated patterns of contraceptive use with traditional 

normative beliefs around the role of women and sociocultural expectations to have 

children.  There appeared to be a strong underlying belief that access to condoms and 

contraception encourages young people to have sex and to be promiscuous.  An 

association between contraception and infertility was also identified as a possible 

deterrent to young people using contraception.  

“They are afraid of it [contraception] because of side effect…if African 

wives never had kids…they say something’s wrong with you… a taboo, 

you’ve committed the worst crime ever.”  (IDI 3, p. 10, Male) 

5.2.3.2 Category 2: HIV and STI 

The central theme highlighted when discussing how participants perceived the 

community response to sexual health, STI, and HIV was that they were all associated 

with fear, shame, and stigmatisation.  This was particularly noted when discussing HIV. 

Theme 1: HIV is associated with fear, shame, and stigmatisation  

Attitudes towards HIV appeared to be strongly associated with fear of being perceived 

as ‘bad’, engaged in ‘bad’ behaviour, and lacking self-care.  Participants considered 

these attitudes might not prevent people from having unprotected sexual intercourse but 

thought they might stop people seeking HIV testing.  
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“They would say the person didn’t take care of himself, that’s why he got it 

[HIV].  Of course there’s fear and shame, a lot of people when they hear a 

person has HIV, they really get far from that person…they think if you get 

close…then you may get it.”  (IDI 2, p. 6, Female)  

Participants believed that fear and stigma were not as strongly linked to other STI, 

possibly because people were less aware and informed about these other conditions.  

5.2.3.3 Category 3: Relationships 

The dominant theme identified in the category pertaining to relationships was that 

dating and sex before marriage were not accepted practices.  This view was based on 

participants’ understanding of traditional Sudanese sociocultural normative beliefs, 

traditional practices, and behavioural expectations.  

Theme 1: Dating and sex before marriage are not culturally acceptable 

Participants indicated that they felt parents associated dating and sex before marriage 

with a loss of connectedness to traditional cultural values and practices.  Also 

highlighted was a belief that dating encouraged sexual relationships before marriage and 

this induced parental fear of negative outcomes such as pregnancy.  Two female 

participants said: 

“It’s illegal to our culture to have a boyfriend… you cannot go out until you 

get married…If you go out with the boys…  [parents] think not going to get 

married legally … they’re just going to get pregnant.”  (IDI 1, p. 17, 

Female)   

“In Africa, if you date, they cut off your head…[Laughs]…But here its 

normal.”  (IDI 2, p. 11, Female) 

The majority of participants considered sex before marriage was a socially acceptable 

practice according to their perceptions of Australian social norms.  They suggested this 

perceived social acceptance was having considerable influence on the young Sudanese 

Queenslanders’ patterns of sexual behaviour.  For example, one participant commented:  
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“Here in Australia it is different…you can have sex before you’re married, 

but in our tribe you have to get married first…then you can have sex.”    

(IDI 6/7, p. 2, Female) 

Theme 2: Attitudes and beliefs are changing 

The majority of participants considered the changing attitudes and beliefs towards 

dating and sex before marriage among the young people was one of the main issues of 

concern to parents and the broader Queensland Sudanese community.  Participants 

considered this change was a leading cause of the increasing pregnancy rates occurring 

among the young women in their community.  

“I see that there’s a lot of young girls who are just getting pregnant 

here…back there [Africa] if you’re 15, 16 you’re just like a little kid.”     

(IDI 1, p. 16, Female) 

5.2.4 Construct 3: Behaviour 

The third construct ‘behaviour’ for the young people derived from the interviews 

explored participants’ attitudes and beliefs towards sexual behaviour.  This topic 

resulted in considerable open dialogue and comprised a significant component of the 

open conversational periods of each interview.  One overarching category emerged 

from this narrative: factors influencing behaviour.  The seven underlying themes 

provided valuable insight into the participants’ perceptions of factors influencing the 

sexual decision making of young Sudanese Queenslanders.  

5.2.4.1 Category 1: Factors influencing behaviour  

Generally, participants acknowledged there was a diverse range of factors influencing 

sexual behaviours due to varying traditional tribal beliefs, parental attitudes, pre-arrival 

experiences, and reactions to post arrival pressures that existed with the Sudanese and 

broader African background communities.  

“If you move from one house to the other you realise there’s a difference in 

the way they react to any topic to do with sex…some would just ask me 
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something to do with sex looking directly in the eye, others looking down…”  

(IDI 3, p. 2, Male) 

The majority of participants agreed traditional beliefs and parental attitudes remain 

influential post arrival in Australia.  Religion, on the other hand, was thought to be 

having less influence on behaviour compared to what they had observed prior to arrival. 

“The power of the religion is not as strong as back in Africa.  In Africa the 

religion is very, very, very strong…But I’ve only been to the church less 

than five times…back in Africa if you missed going to the church you felt 

like maybe some evil thing just entered your spirit.”  (IDI 3, p. 9, Male) 

Theme 1: Youth have more freedom 

Participants considered young people in Africa, especially young unmarried women, 

have far less freedom compared to young people living in Queensland.  

“In Australia…you can go out from your house, live separately…take your 

own responsibilities…in Sudan we don’t have this until you get married.”  

(IDI 1, p. 7, Female) 

The majority of participants believed these perceptions of freedom had influenced 

sexual decision making and behaviour among young Sudanese Queenslanders.  While 

the majority of the participants appeared to embrace this freedom, they highlighted that 

parents and other adults within the target community think this ‘freedom’ has had a 

considerable negative effect on the sexual behaviour of young people.  

“In Africa, the moment they [parents] know you’ve had sex you’re in big 

trouble… might end up your wife, but here in Australia it’s free, you can 

have sex with anybody...”  (IDI 3, p. 20, Male) 

Theme 2: Australian friends and peers influence decisions   

As sexual health related issues are not traditionally discussed openly among peers, 

participants suggested that the influence of peers on a young person’s sexual decisions 

and behaviour was limited.  However, having Australian friends and social networks 
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outside of their community settings was thought to be increasingly influencing the 

behaviours of young Sudanese Queenslanders, as indicated below. 

“If they have friends who are Australians then they just follow the 

behaviour…they see what they’re [Australian background peers] doing and 

just do the same thing…they think they have the freedom to do whatever.”  

(IDI 1, p. 13, Female) 

Theme 3: Australian culture and laws support bad behaviour 

Parental belief that Australian cultural norms and laws encourage bad behaviour and 

have a negative influence on how families address these behaviours emerged as a 

common theme amongst all participants.  Traditionally, family issues were settled 

within the family and/or community network.  For example: 

“In Sudan if you run away from the family, [you] go to uncle or aunty 

house…an elder, your uncle or aunty will come back and talk with who you 

having trouble with in your family, when they solve it they send you home.”  

(IDI 5, p. 4, Male) 

The majority of participants considered the availability of government social and 

financial support in Australia was changing how families settled issues.  While some 

considered the Australian system helped young people, especially those in need, others 

proposed young people were using the government support systems as a means of 

forcing parents to give them more freedom.  For example:  

“Young people are using this freedom in the wrong direction…not listening 

to their parent, elders…left their home…can live because they get money 

from government.  Back in Sudan there is no way of getting money…just 

parents so you don’t behave well you don’t get what you want.”  (IDI 5, p. 

4, Male) 

Generally, participants considered the level of parental influence and control was 

changing, with parents becoming a less dominant force in young peoples’ lives 

compared to traditional family and social structures. 
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Theme 4: Gender roles and equity 

The majority of participants commented on the disparity between traditional Sudanese 

gender role norms and behavioural expectations and what they perceived as gender 

equality in Australia.  For example:  

“Women having sex is an offence but if a boy has sex…the dad will go, ‘Oh 

yeah, that’s my boy.’  But if the girl goes out…the dad you’d just hold head 

so low.”  (IDI 3, p. 6, Male) 

Generally, participants considered this disparity was influencing the behaviour of young 

Sudanese Queenslanders and leading to cultural and intergenerational clashes within the 

community.  Of particular note were the changing expectations of young women to 

have a level of freedom equal to what they perceived was afforded to their Australian 

peers.  The majority of participants considered it important for young people and their 

parents to be provided with information to help them understand the cultural and social 

differences they faced living within this changing pattern of gender equality.  

“Traditionally women [are] more protected, important to maintain image 

for future marriage but difficult due to gender equality…  [in Australia]... 

young women consider it their right to go out…but if they don’t have the 

knowledge…cannot protect themselves...increase risk of getting into 

trouble…that’s where we clash with the Australian culture.”  (IDI 8-10, p. 

11, Male) 

Theme 5: Alcohol more available and acceptable 

Alcohol was identified as one of the negative influences affecting sexual behaviour.  

Generally, participants considered alcohol was traditionally only used by adult males as 

part of ceremonies and was not consumed by young people.  A young male commented: 

“In ceremonies…they have alcohol… you won’t see your parents drinking 

in front of you…in our culture it’s all kept away, hidden.”  (IDI 8-10, p. 27, 

Male) 
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The majority of participants agreed that living in Australia had changed patterns of 

alcohol consumption and that this was having a negative effect on the sexual behaviour 

of young people, particularly the young men.  Changing patterns of alcohol use were 

attributed to the ready availability and social acceptance of alcohol in Australia.  

Overall, participants felt there was minimal use of other recreational or illicit drugs.  

“The more alcohol people have, the more they [are] bound to have 

sex…some of the kids say ‘I was drunk, I didn’t know what happened but 

definitely I had sex and it was possibly unprotected.’  Even if the condom is 

there…under the influence of alcohol it is highly possible they don’t use.”  

(IDI 3, p. 13, Male) 

Theme 6: Age of arrival and time since arrival 

Age of arrival in Australia was thought to be having an effect on a young person’s 

knowledge, attitudes, and beliefs relating to sexual health.  Participants suggested 

arriving at a young age provided opportunity for individuals to immerse and assimilate 

with the broader normative Australian beliefs.  Depending on their home environment, 

this may lead to less awareness of and/or attachment to traditional practices and beliefs.  

Conversely, people arriving in Australia as adolescents or young adults may have 

gained some level of cultural awareness and attachment.  However, participants 

considered this group of young people may encounter challenges gaining knowledge 

and understanding of Australian normative beliefs and behavioural exceptions before 

being faced with sexual choices.  They were also perceived to be lacking the skills 

needed to address many of the issues they faced on arrival and while learning to live 

within their new bicultural community.  

“I think most of those brought up here in Australia could be like…a normal 

child here today, but when you talk to those [who] came all away from 

Africa at older age, sometimes you can feel a little bit bad talking about sex 

stuff… Depends how old you came all the way from Africa.  But after being 

here [Australia] for maybe 2 or 3 years you’ll understand how things work 

here.”  (IDI 3, pp. 2, 21, Male)  
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5.2.5 Construct 4: Issues of concern 

The fourth construct for the young people derived from the interviews was ‘issues of 

concern’.  Three dominant categories emerged relating to pregnancy, relationships, and 

family.  One main theme emerged in each of these categories.  

5.2.5.1 Pregnancy 

Theme 1: Pregnancy occurring outside the traditional boundaries of marriage 

Participants highlighted the number of pregnancies occurring outside of the traditional 

boundaries of marriage as the main issue of concern among both the young people and 

adults with this study’s target community.   

“Yeah, they’re more concerned about getting someone pregnant than you 

getting AIDS…  A parent won’t say, ‘Careful about AIDS.’  But they will 

say…  ‘Do not get anyone pregnant’.”  (IDI 8-10, p. 1, Male) 

The shame and perceived loss of opportunity associated with living in Australia were 

considered the most serious consequences of a pregnancy occurring outside of marriage.   

“The whole opportunity of moving from Africa to here is gone, ended 

because pregnant.  The girl is out of school, the boy can’t focus at school 

because he has done something horrible.  With our parents, it doesn’t go, 

‘There, there, you didn’t know.’ It’s the opposite… ‘You done really bad, 

we’re disappointed in you’ which causes the breakdown.”  (IDI 8-10, p. 10, 

Male) 

There was a belief that the shame was greater for the girl and her family and this 

contributed to some young girls being forced to leave home.  Participants indicated that 

traditionally there is an expectation the male involved and his family should take 

responsibility for the young woman.  If not, the community would consider this as a 

lack of respect for the woman and traditional beliefs.  The level of shame for the woman 

was thought to be compounded if the partner and/or his family did not take 

responsibility and if the male was considered ‘unacceptable’ by woman’s family.  
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“If I’m a girl and I got pregnant…I’m going to give shame to my family… 

really bad, that’s going to influence my Mum and Dad in the community.  

Whereas a boy’s shame not as much as girls” (IDI 1, p. 6, Female) 

Participants considered a lack of sexual health knowledge and understanding, as 

highlighted earlier in the level of knowledge theme, meant young Sudanese 

Queenslanders did not have the knowledge and skills to protect themselves, prevent 

unplanned pregnancies, or cope with the different norms, attitudes, and pressures they 

experience living within Queensland’s bicultural context.  

“The main problem is like they started having sex when they’re young and 

they don’t use the protections.  They don’t have knowledge about the sexual 

diseases.  They need to get educated about that.”   (IDI 2, p. 9, Female) 

Poor condom and contraception use was considered a contributing factor to the rate of 

pregnancy among single women.  However, some participants suggested not all such 

pregnancies were unwanted, with some young people seeing pregnancy as a way out of 

problems at home.  When probed further, participants described pressures of achieving 

at school, parental discipline, and enforcement of traditional values as a few of the 

reasons young people were choosing to get pregnant.  

“If they’re having problems at home they would think oh yeah [if they have 

a baby] then they can have their own home.”  (IDI 11, p. 15, Female) 

 

5.2.5.2 Category 2: Relationships 

Theme 1: Changing patterns of relationships and sexual behaviours 

The majority of participants believed young Sudanese Queenslanders were moving 

away from the traditional patterns of relationships and sexual behaviours and this was 

causing concern for parents and community leaders.  The perception that sex before 

marriage was ‘normal’ and accepted in Australian society was thought, by the majority 

of participants, to be having a significant influence on sexual behaviour, including the 

age of sexual initiation.  
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“Here in Australia…there’s heaps of them [young Sudanese people] doing 

it…back in Africa NO…here even at 15, 16 they get pregnant.  Even in 

primary school, they know about sex…I’m not saying they’re having it but 

they’re talking about it and they know it.”  (IDI 1, p. 12, Female) 

While some participants suggested marriage traditionally occurred as young as 13 years 

in some regions of Sudan, the majority of participants indicated marriage traditionally 

occurred around 18 to 20 years of age, suggesting this was when most people 

commenced having sex.  Participants believed sex was initiated at a much younger age 

in Australia, including among young people originating from Africa.    

“Here in Australia…especially kids with Africa origin…from 13 onwards 

definitely, I’m fairly positive …I’ve seen many 13, 14 years of age already 

pregnant.”  (IDI 3, p. 9, Male) 

Participants attributed these changing patterns of behaviour to youth having: more 

freedom from family; no control over their sexual urges; and increasing peer pressure 

and temptation, particularly if they had friends from different backgrounds.  The 

majority of participants also thought many young people had no fear of consequences.  

“Back in Africa they would be afraid something may happen to them but 

here they don’t care because if something happened to them it’s like, ‘I 

don’t care I can just go and live by myself.’”  (IDI 6/7, p. 5, Female) 

Parents attempted to limit young people’s freedom and temptation by enforcing 

traditional boundaries.  However, generally, participants considered this did not prevent 

young people dating or commencing sexual activity.  Participants believed a lack of 

education and willingness of parents to talk about sexual health and safety meant young 

people were unprepared when they were confronted with the choice and/or pressure to 

have sex.  

Participants agreed parents traditionally controlled friends and relationships.  In Sudan, 

arranged marriages occurred generally within tribal groups and were thought to be still 

occurring post resettlement in Australia.  However, participants considered increasing 

numbers of young people were resisting such arrangements and beginning to socialise, 



 

174 

date, and have relationships outside of traditional parental arrangements and tribal 

groupings.  

“Before [in Sudan] so strict…need to get a lady from [tribal group]…if get 

from outside [tribal group] it’s like a crime.”  (IDI 3, p. 13, Male) 

“[Arranged marriages] occur but it’s not common [in Australia]…education 

is important and you realised it’s not really fair.”  (IDI 1, p. 18, Female) 

Some participants believed parental attitudes and acceptance of dating were influenced 

by the age of the young people involved, whom they were dating, and if the partner was 

known to the family or followed tradition by seeking permission and/or parental consent 

to date or marry.  A female participant said: 

“The most important thing is that the person come home, introduce himself 

that he’s gonna be with the daughter, he’s gonna take care of the daughter 

and stuff like that; and have to respect for them.”  (IDI 2, p. 11, Female) 

There were mixed attitudes and beliefs concerning dating and marriage outside of tribal 

groups.  Generally, it was believed dating non-Sudanese and/or non-African 

background people presented greater concern to parents as this suggested a loss of 

cultural connectedness among the young people.  For example: 

“They [parents] think that the boy doesn’t represent our culture…they want 

somebody who understands the culture of getting married…things that you 

need to do before…pay [with] cows … the dowry.  If you get married to a 

white boy, he doesn’t know anything about this.  In Australia, they don't pay 

these things, you know they just get married.”  (IDI 1, p. 20, Female)  

Participants suggested dating outside perceived traditional boundaries was associated 

with a desire to have sex.  Both genders were reported to be dating; however, young 

males were thought to do so more frequently and openly. 

“Some Sudanese girls don’t like to have sex with their boyfriend, so then 

they [boys] go have sex with other girls...that’s why most of them don’t like 
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dating Sudanese girl...they’re not allowed to having sex with them so go for 

the Australian girls.”  (IDI 6/7, p. 14, Female) 

The cultural complexity of this issue, especially for parents, was recognised.  However, 

participants generally thought parents needed to understand and talk about the different 

social norms and beliefs here in Australia with young people so that young people could 

make safe informed choices.  

5.2.5.3 Category 3: Family  

Theme 1: Changing traditional family structures and parenting roles 

Adults, in particular fathers, were presented as the traditional family head.  Young 

people had very little autonomy and were disciplined if they behaved in a manner not 

considered acceptable.  

“They [parents] are like the bosses, you do something wrong, bad, you get 

hit.  In Australia you don’t hit your kids.”  (IDI 11, p. 16, Female) 

However, participants believed this traditional family structure and level of parental 

control were changing as young people gained freedom and learned to live within the 

broader Queensland sociocultural context.  Greater access to information and a 

readiness to adopt new ways, compared to older community members, were thought to 

be contributing to young people gaining more autonomy and independence.  Considered 

a positive by many, some participants acknowledged this resulted in intergenerational 

conflict and young people becoming alienated from the Sudanese community and their 

parents.  

“They’re [young people] trying to integrate… with the outside world.  They 

spend three quarters of their life outside, only a quarter to integrate with 

their parents.”  (IDI 3, p. 6, Male) 

Generally, parents were thought to be struggling adjusting to these changes, particularly 

with the perceived loss of parental control, respect, and ability to discipline according to 

traditional beliefs and practices.  
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“Here in Australia parents they lost control…in Sudan they were in 100% 

control.  This country is a free country…back in Sudan we must listen to 

elders, when they talk you don’t cross their talk you just keep quiet until you 

been asked to talk, that’s the respect.” (IDI 5, p. 4, Male) 

As previously mentioned, the majority of young participants thought adults within the 

community blamed the Australian culture and laws for the ‘bad’ behaviour of young 

community members and their perceived loss of control.  Interestingly, this was one of 

the key points of concern raised in Phase 1 community consultation that led to this 

research being conducted.  

“Yeah [parents] can’t do anything.  If you talk to a daughter, they are just 

going to go pack their stuff and leave.  They know there is freedom here, 

people who can help and support them, and find a place to sleep.  In Africa 

if you do this, there’s no one who can support you…if you go to somebody’s 

house, they’re going to beat you, kick you and take you back to your 

family’s house…here [in Australia] there’s people, social workers, ‘No 

worries I’ll find you a place’.”  (IDI 1, p. 8, Female)   

5.2.6 Overview of interview findings 

The interview data present a narrative portraying the participants’ perspectives in a way 

that provides valuable insight into the complex nature of this topic.  The general 

supposition was the Australian sociocultural normative sexual health related attitudes 

and beliefs were more open and ‘free’ compared to traditional Sudanese norms and 

behavioural expectations.  Learning to live within this disparity, young people within 

the target community were embracing this freedom and demanding more autonomy, and 

this was thought to be changing traditional family structures, parenting roles, and 

intergenerational relationships within the broader community.  

This freedom and autonomy was also identified as one of the dominant factors 

influencing young people’s sexual health knowledge, attitudes and beliefs, and patterns 

of behaviour.  Perceptions of increasing pregnancy rates occurring among young 

women outside of the culturally acceptable bounds of marriage were considered an 
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indicator of changing patterns of sexual behaviour, including limited use of condom and 

contraception among young people.   

Concern about STI risk was minimal.  Young people were thought to be accessing a 

wide range of information sources; however, overall, participants demonstrated limited 

sexual health knowledge.  There was a general awareness of HIV; however, this 

appeared to be based on their perception of pre-departure and arrival Australian visa 

medical screening requirements, leading to a strong belief and misconception that HIV 

was not a problem for migrant and refugee background communities in Australia.   

Talking about sexual health related issues was considered culturally sensitive and, while 

participants considered attitudes were changing, cultural beliefs remained one of the 

major barriers to learning.  Age of arrival and time since settlement in Australia were 

also thought to influence a young person’s ability to gain knowledge and to make 

informed choices around their sexual safety.  Access to culturally and contextually 

appropriate information for both young people and adults early on arrival was proposed 

as a key strategy to address knowledge deficits, prevent negative outcomes, and 

increase intergeneration understanding.  The community FGD findings presented in the 

following section of this chapter provide another level of understanding of these issues.   
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5.3 Strand 3: Community Focus Group Discussions 

This strand explored community level sexual health knowledge, attitudes, and beliefs.  

Data from this strand’s transcripts provided insight into the sociocultural normative 

beliefs and behavioural expectations from the contextual perspective of the broader 

Sudanese community.  The use of constructs and categories consistent with the 

interviews facilitated exploration of intergenerational similarities and differences during 

qualitative dataset convergence (See Table 5.2).  

5.3.1 Sample Characteristics 

There were five focus groups with a total of 19 participants.  The FGD went for 

between 30 to 90 minutes.  Focus group size varied from three to five and was 

dependent on availability and request.  Focus groups of this size, although small in 

participant number, appeared to provide a group large enough to stimulate a variety of 

thought and discussion while allowing effective moderation of this potentially sensitive 

topic and management of participants with a variety of language skills (Tonkiss, 2004).   

Purposive sampling using the determined quota controls age, gender, and tribal 

affiliation ensured a range of ages and ethnic/tribal groups.  All participants (six male 

and 13 female) were of Christian faith, born in Sudan, and originated from a range of 

Southern Sudanese ethnic groups including Dinka, Bari, KuKu, and Kakwa.  

Participants ranged from 25 to 51 years of age (M = 36.6 years) and had been living in 

Australia between three to 13 years (M = 7 years), with a mean arrival age of 31 years.  

Seventeen of the 19 participants were parents with one to eight children ranging from 

one to 24 years of age, with nine children currently aged 14 years or older.   

Eleven participants were living in an urban metropolitan area, with the remaining eight 

residing in a large rural township in southeast Queensland.  Educational backgrounds 

varied, with 10.5% reporting the highest level of completed education was a tertiary 

degree, 42% a TAFE certificate, and 26.3% Year 12 
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Table 5.2 

Community FGD constructs, categories and themes, and, relation to the research questions# 

Question constructs Categories Themes 

Knowledge   

 

Research Questions 

1, 3, 5 

Level of 

knowledge 

 

 

1. Knowledge is limited and often inaccurate 

2. Aware of HIV but believe it’s not a problem 

here 

3. Adults’ knowledge based on pre-arrival 

experiences and visa entry requirements  

4. Young people know less about HIV 

Sources of 

knowledge  

 

 

1. Traditional sources not being used by young 

people 

2. Young people are using a wide range of 

different sources now  

3. School is the best place for young people to 

learn but parents need to be involved 

Barriers to 

learning 

 

1. Cultural beliefs and attitudes concerning talking 

about sex are the main barrier 

2. Confusion between generational and cultural 

messages 

3. Parents lack skills to talk with young people 

and young people won’t listen 

4. Access to appropriate messages via appropriate 

sources 

Attitudes and beliefs  

 

Research Question     

2 

Condoms and 

contraception 

1. Condoms and contraception are not culturally 

acceptable and they promote sexual 

promiscuity 

2. Contraception is associated with infertility  

HIV and STI 1. HIV is associated with fear, shame, and 

stigmatisation  

Relationships 1. Dating and sex before marriage are not 

culturally acceptable  

2. Young people losing cultural attachment and 

adapting faster than adults  

Behaviour  

 

Research Questions     

4, 9 

Factors 

influencing 

behaviour 

1. Freedom of the youth 

2. Australian norms, laws, and system of social 

support encourage young people to do bad 

things and lose connection with culture and 

tradition 

3. Age of arrival and time since arrival  

4. Peers, especially those from other cultures 

5. Communication technology and social media 

having significant influence 

Issues of concern  

 

Research Question     

8 

Pregnancy 1. Pregnancy occurring outside the traditional 

boundaries of marriage 

Relationships 1. Changing patterns of relationships and sexual 

behaviours 

Family  1. Changing traditional family structures and 

parenting roles 

#
See Table 1.1 (page 10) for research questions; FGD – Focus Group Discussion 
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5.3.2 Construct 1: Knowledge  

The first construct derived from the FGD was ‘knowledge’.  Within this construct the 

categories level of knowledge, sources of knowledge, and barriers to learning are again 

used to present the emerging themes relating to the sexual health knowledge of the 19 

broader community members.  

5.3.2.1 Category 1: Level of knowledge 

Within the category ‘level of knowledge’ four themes were identified. 

Theme 1: Knowledge is limited and often inaccurate 

The majority of participants believed sexual health knowledge was generally poor 

among adults in the broader Queensland Sudanese community.  Participants 

demonstrated greater awareness of HIV compared to other STI; however, knowledge 

was generally limited, with many portraying inaccurate understanding and 

misconceptions that could place them and others at risk.  

“Killer disease like HIV, people know about.  You know you get syphilis 

from the toilet…”  (FGD 3, p. 18) 

Theme 2: Knowledge based on pre-arrival experiences and visa entry requirements 

Knowledge level and accuracy appeared to be influenced by individual pre-arrival 

experiences and understanding of Australian visa testing requirements.  Time since 

arrival in Australia, education level achieved, area of personal study (e.g., science), 

along with their occupation (e.g., community worker) were also perceived as influential.   

“HIV I think they have knowledge… when in camps [refugee] they told 

about this disease… don't know of the others [STI].”             (FGD 2, p. 18) 

Theme 3: Aware of HIV but believe it’s not a problem in Australia 

While all participants demonstrated awareness of HIV as an issue in Africa, the 

majority portrayed a belief that HIV was not a problem in Australia.  This belief was 
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founded on a commonly presented perception that people living with HIV cannot gain 

entrance to Australia under current visa arrangements.  

“Any who comes to Australia is screened… They say there is no HIV 

here…it’s clean…anybody with HIV is not allowed come to Australia.”  

(FGD 3, p. 9) 

Having not seen or met any people living with HIV signs and/or symptoms as they had 

experienced living in Africa also led participants to believe HIV was not a problem in 

Australia.  

“No, [in Australia] we didn’t see the people affected.  In Africa you can see 

the person with your own eye…how skinny…see signs, the symptoms.”  

(FGD 3, p. 38) 

Theme 4: Young people know less about HIV 

Participants generally believed young people within the Queensland Sudanese 

community were less aware of HIV compared to adult community members.  This 

disparity was primarily attributed to a lack of exposure to HIV information post arrival.  

One participant described broad community level HIV prevention campaigns as being 

common strategies for giving information to people in many African countries.  To 

participants, the nonexistence of this type of campaign in Australia showed the 

government also considered HIV was not a serious problem here.  Some participants 

also felt that education at schools here placed less emphasis on educating young people 

about HIV compared to ‘back home’.  

“Back home they're scared about HIV…there's huge campaigns about it 

and everyone is mindful…they protect themselves but here we are clean…all 

healthy…don't talk about it.”  (FGD 1, p. 17) 

5.3.2.2 Category 2: Sources of Knowledge  

There was a general inference that adults within the community were gaining 

knowledge and understanding of sexual health related issues.  Where they were seeking 

this knowledge varied according to their age, educational level, circle of friends, 
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interaction with the broader Queensland community, and attitude to talking about sexual 

health.  

“HIV is deadly…they know, but the rest…no I don't think they talk about the 

other ones…but I think we're starting to learn.”              (FGD 1, p. 14) 

Three themes emerged concerning FGD participants’ attitudes and beliefs about the 

young people’s sources of sexual health knowledge.  These included: 

Theme 1: Traditional sources not being used by young people 

Traditionally, young people learn about ‘life’ by sitting and listening to discussions at a 

range of community gatherings.  Participants agreed that sexual health related 

information was not openly discussed at these gatherings nor among parents and their 

children due to the cultural sensitivity of this topic. 

“We just don't talk about it.  It's…Taboo…You feel ashamed…  It's very 

hard to say that word [sex]” (FGD 1, p. 1) 

Further probing about traditional sources of sexual health knowledge highlighted young 

people may speak to an ‘Aunty’ or older friends within their social networks.  However, 

this generally only happened when they needed help.  

“They learn from friends, where you grow together.  Girls which are bigger 

start to tell us, they talk to us, this thing will happen…but your parents will 

not tell you, no.”  (FGD 3, p. 1) 

The majority of FGD participants believed living in Australia had altered traditional 

pathways for passing on information about cultural beliefs and practices.  Many young 

people were no longer attending community gatherings and this was resulting in a loss 

of community and cultural connectedness.  Participants thought this was having a 

negative impact on the young people’s sexual behaviour. 
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“You request them to come…they say it’s boring.  Young people brought up 

here…not in Africa are not thinking of the brain…it’s mangled… They don’t 

know anything [about tradition].”         (FGD 3, p. 37) 

Theme 2: Young people are using a wide range of different sources  

There was general consensus among participants that young Sudanese Queenslanders 

were becoming more aware of sexual health related issues.  This was attributed to the 

wide range of information sources they thought young people were now accessing.  

Sources perceived to be commonly accessed by young people included schools, friends, 

social media, internet, television, and movies.  Concern was expressed around the 

cultural appropriateness and accuracy of some of these sources.  This was particularly 

so if parents perceived they had no control over what and when young people accessed 

this information, such as with the internet and television.  

“The TV, they kissing, they really doing the sex in the TV and young kids 

can see what ever what going.  In our country [Sudan], TV… no kissing, no 

sexing, no talking but here [in Australia] you can learn a lot of things on 

TV.”  (FGD 2, p. 14) 

Participants considered many within the Queensland Sudanese community still held fast 

to the traditional belief that talking about sexual health was ‘taboo’ and encouraged 

young people to have sex.  However, there was general agreement among participants 

that sexual health education was good as it helped their young community members stay 

safe and in school.  

“When they [parents] talk about sex [with their children] they think they are 

going to do it…so, to stop them from doing it early you don't talk about it.”  

(FGD 1, p. 7) 
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Theme 3: School is the best place for young people to learn but parents need to be 

involved 

Participants generally agreed young people needed more sexual health information to 

help them learn to live within their new multicultural society and the school 

environment was a suitable place for young people to gain information.  

“Yes, as part of the school… Let them talk about that in the 

subject...important among part of the syllabus.”  (FGD 3, p. 31) 

However, the majority of participants were in agreement that parents and other key 

members of the broader community needed to be consulted, involved, and informed 

about the content and process.  It was also important that their education take into 

consideration the cultural and traditional beliefs, along with the social context in which 

the young people and their families now found themselves.  Participants highlighted 

that parents should also have the opportunity to access the same information as the 

young people in order to assist them to support and talk to their young people. 

“Comes from friends …school, also maybe a community centre…from 

teachers….  It needs the community… parents to tell them … this thing is 

good…this one’s bad.”  (FGD 4, p. 15) 

5.3.2.3 Category 3: Barriers to Learning 

Participants identified a wide range of barriers and challenges associated with young 

people accessing sexual health information.  These included four themes predominantly 

linked to the effects of cultural beliefs and intergenerational attitudinal differences. 

Theme 1: Cultural beliefs and attitudes concerning talking about sex are the main 

barrier 

Cultural beliefs and attitudes towards talking about sex were highlighted as the main 

barrier to learning about sexual health.  Enduring traditional normative beliefs were 

preventing sexual health being openly broached within many family home 

environments.  
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“It hasn't changed really…  [Parents] still don't talk to their children about 

sex, although there's a lot of pressure to change.  Kids nowadays find out 

things on their own.”  (FGD 1, p. 3) 

Theme 2: Confusion between generational and cultural messages 

Young people accessing information and attempting to talk about what they learn with 

their parents can lead to family conflict and confusion.   

“When the kids are taught something in the school they bring it home, start 

talking in the house…the parents they shut up the children.  They say ‘Stop I 

don’t like that topic.’  And then the kids get scared to talk about that topic.”  

(FGD 3, p. 2) 

Young people were perceived to be more accepting of change and participants thought 

this had helped them to overcome a number of the barriers to learning experienced by 

adults within the community.  This was, however, thought to be leading to confusion 

and conflict among the generations in the home environment.  

“They [young people] pushing because they're exposed to so many new 

things, they have to change to adapt to the new environment but you 

[parent] can't necessarily do that at home.”  (FGD 1, p. 23) 

Participants suggested some parents’ attitudes to talking about sex were changing but 

they felt more needed to accept this change in order to prepare their young people to 

live safely within the Queensland community.  For example: 

“I grew as a Sudanese, in a particular culture with beliefs…my parents 

didn’t tell me about [sex] ever…here, children know sex… know what the 

privates used for and what diseases we’d get.  Yes, they live here…need to 

be prepared for the fact.”  (FGD 3, p. 28) 
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Theme 3: Parents lack skills to talk with young people and the young won’t listen 

The majority of participants felt most parents lacked the skills and willingness to talk 

with young people about sexual health.  

“Most parents, they don’t talk about sex, actually doesn’t know how to talk 

to their kids about those things.  It depends in the families.  The problem – is 

other people didn’t study at school; didn’t go to school.  They don’t know.”  

(FGD 3, p. 14) 

Participants highlighted that English proficiency and literacy varied greatly among the 

community, particularly for those newly arrived.  This was noted as a barrier to learning 

that influenced their ability to speak with their children about sexual health matters.  

Difficulty accessing appropriate interpreters was also highlighted as a barrier to 

learning.   

“Some of them don’t know English…very hard for them…to communicate 

with the people...  There are no interpreters assigned.”  (FGD 5, p. 29) 

Participants acknowledged that some young people were embarrassed and reluctant to 

discuss this topic with their parents.  They also suggested many young people won’t 

necessarily want to listen even if their parents attempted to broach the topic.  

“Here it is good to talk to kids about sex.  In my country we never ever talk 

about that thing…  But if you saying that thing she say ‘Ah!  My mum 

talking to me too much, I don't like it’.”  (FGD 2, p. 1) 

Theme 4: Access to appropriate messages via appropriate sources  

Difficulty accessing appropriate messages via appropriate sources was identified as 

another barrier to learning.  As highlighted earlier, participants considered the lack of 

community targeted information about HIV and other sexual health related issues in 

Australia was compounding the misconception that HIV was not a problem in Australia 

among migrant groups.  



 

187 

“No open education about all this kind of stuff, it’s hidden…nothing, even in 

school…they don’t advertise.  It’s better for public to know about it… be 

educated…be open…so the kids know.”  (FGD 3, p. 10) 

Information needed to be culturally appropriate, theoretically accurate, and delivered by 

appropriate people via established sources accessed by the community.  Participants 

also suggested care was needed to ensure the messages being given did not stigmatise or 

victimise individuals, the Queensland Sudanese community, or the broader African 

communities.  

“When a [man of African background] was caught, it was really bad 

media...giving that part of Africa bad name, make people suspicious…  In 

order for the message to reach everyone, we suggest…a local 

radio…because Australian television are no longer using media on HIV 

because it becoming something small to them.”  (FGD 5, p. 10) 

As highlighted earlier, participants expressed concern over the loss of traditional 

communication and learning pathways since settling in Australia.  While the loss of 

these traditional practices was highlighted as a barrier to young people learning about 

all manner of cultural and traditional beliefs and attitudes, participants commented that 

community meetings were still well attended by adult members of the community.  

Therefore, these meetings could be used as a source of information sharing for parents 

within the target community, as well as for the broader Queensland community and 

health service providers.  Participants also expressed the need to get young community 

members to participate in these community meetings so that a two-way sharing of 

information could occur.  

5.3.3 Construct 2: Attitudes and beliefs 

Consistent with the interview data analysis, the second construct derived from the FGD 

was ‘attitudes and beliefs’.  The three categories identified from the FGD data in 

relation to sexual health attitudes and beliefs were condoms and contraception, HIV and 

STI, and relationships.  How the underlying themes align with Research Questions 6 

and 7 is discussed here (See Table 1.1, page 10), and how they compare with those 

emerging from the interview narrative is discussed in Chapter 6.  
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5.3.3.1 Category 1: Condoms and contraception 

Theme 1: Condoms and contraception are not culturally acceptable and promote 

sexual promiscuity 

Generally, participants agreed using condoms or contraception was culturally 

unacceptable and encouraged people to have sex.  

“Culturally you are not allowed to use condoms.  You have to go open sex.”  

(FGD 3, p. 7) 

Participants suggested other reasons people within their community were not using 

condoms included low perceptions of HIV or STI risk in Australia, and a belief 

condoms decreased pleasure, promoted promiscuity, and were associated with 

prostitution.  Many also thought people had misconceptions and mistrust of the 

effectiveness of condoms.  

“A lot of them don't believe you can get these diseases here [in Australia] 

…they're all healthy…no sickness, no disease.  Why bother.”  (FGD 1, p. 

15) 

“They say that it's like eating a lolly with a wrap on it.  They have this 

belief, especially our men…they don't like them.”  (FGD 1, p. 15) 

It was generally thought a woman requesting her partner to use a condom implied 

unfaithfulness on the woman’s part.  This made it difficult for women to negotiate 

condom use and led to a belief that condoms were the men’s responsibility. 

“The girls depend on the boys, how well they use the condom.  Because we 

don’t know how they go.”  (FGD 3, p. 3) 

One participant proposed a young person using a condom was better than contracting an 

STI or experiencing an unplanned pregnancy with the ‘wrong’ person.  The majority 

agreed if young people were going to have sex they needed to have education and be 

informed about safer sex practices.  
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“Condom is good to protect yourself…if you are going to do sex you can 

protect yourself with this one, can’t get disease.”  (FGD 2, p. 16) 

Theme 2: Contraception is associated with infertility 

A number of participants believed contraception was associated with negative side 

effects, such as infertility.   

“It's not okay…if you use a lot maybe you cannot get baby again, nobody 

marry you because you don't know how it can affect you.  Maybe …if you 

married, have two, three children then use.”        (FGD 2, p. 17) 

“By culture, we don’t want contraceptives… Sudanese believe sex is not for 

fun, not for money or business.  Sex is for making children…contraception 

is bad.”  (FGD 3, p. 6) 

5.3.3.2 Category 2: HIV and STI 

Theme 1: HIV is associated with fear, shame, and stigmatisation 

The majority of participants believed many within the Queensland Sudanese community 

associated HIV with fear and shame and this often led to stigmatisation and social 

isolation of people known to be living with HIV.  

“They're [people living with HIV] treated like an outcast.  People are 

scared of sharing a house… getting infected.  You come, you're greeted and 

they go and wash their hands, they are so scared…feel really isolated.”  

(FGD 1, p. 19) 

This attitude was also thought to impact on people’s willingness to access HIV testing.  

Concern about the lack of confidentiality within the community was also noted as a 

barrier to individuals screening for HIV. 

“Yeah, I think they really don't want to know if they have it.  They don't 

want to go for test… as then they know they have got life sentence.”  (FGD 

1, p. 20) 
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Some participants thought HIV testing was done routinely in Australia without 

discussion, whenever blood tests were performed.  This belief led to a perception among 

many participants that people were HIV negative when in fact their HIV status was 

unknown.  This may reflect HIV testing processes in Africa; however, it highlights the 

need to educate people about Australian HIV testing processes.   

Some FGD participants were aware the incidence of HIV was increasing within the 

refugee and migrant populations in Australia including among the Australian Sudanese 

community.  Participants expressed the need for all people to be informed and/or 

reminded of the potential HIV risk associated with returning to Sudan as community 

members travelling home to Sudan and then returning to Australia without the 

requirement for further HIV testing were thought to be contributing to the increasing 

HIV rates. 

“Last year a report about HIV in Queensland…mentioned 10% of the 

population among the migrant and Sudanese [are HIV positive].  We are 

worried, because the number is increasing…  We were not allowed to come 

to Australia [if HIV positive].  But some goes back to Africa visiting 

relatives… when you come back to Australia you are not tested again 

because you are already a citizen.”  (FGD 5, p. 13) 

5.3.3.3 Category 3: Relationships 

Theme 1: Dating and sex before marriage are not culturally acceptable 

The majority of participants agreed dating and sex before marriage was not practised 

within their culture and having a boy/girlfriend was considered culturally unacceptable. 

“No way…  Doesn't even exist the word boyfriend or girlfriend.  You can't 

do it.  If you do your brothers will go and beat the boy up.”  (FGD 1, p. 6) 

“No sex before marriage.  You know - - - No sex.”  (FGD 4, p. 4) 

Traditionally, relationships and friendships between young men and women were 

arranged or managed by the family.  
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“They [parents] ask the boy what's the future plan?  If he's really sure he 

want to get married …then you go and talk to his family.  If they are 

interested and serious, OK…the family approve.”  (FGD 1, p. 8) 

Theme 2: Young people are losing cultural attachment and adapting faster than 

adults  

All participants agreed traditional patterns of establishing and controlling relationships 

had changed since coming to Australia and, while young people appeared accepting, 

this was of concern to parents.   

“In the Sudanese community [relationships] are organised at the family 

level.  But something random today, have a boyfriend, tomorrow you leave 

with the other person…and the other person afterwards.  That thing is 

forbidden.”  (FGD 5, p. 1) 

Participants believed the traditional parental and family control of relationships was 

protective.  Young people dating and independently choosing partners were making 

parents feel as if they were no longer able to protect their children.  This was 

particularly so for the young women and for those young people dating outside the 

traditionally accepted tribal and/or community networks.  

“Sometimes same country, sometimes different… they mix no certain tribe, 

no certain country… even white people.”  (FGD 2, p. 7) 

Participants considered young people, in particular young men, were dating outside the 

community as it was less complicated.  

“They are getting [dating] different people, especially boys, with white girls.  

Sudanese culture people don’t like the sex before marriage but lot of boys, 

now, using the white girls.”  (FGD 4, p. 57) 

While having partners from outside traditionally accepted networks seemed to create 

some concern, participants thought young people having sex before marriage was of 

greater concern to the participants and the broader Queensland Sudanese community.  
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“The colour is not a big issue [Laughs], the big issue is not doing 

discussion…  They keep the process, its good they marry.  Not play doing 

sex and then leave the girl and then go look for another girlfriend… this is 

not good.”  (FGD 2, p. 7) 

5.3.4 Construct 3: Behaviour 

The third construct derived from the FGD was ‘behaviour’.  This construct explored 

participants’ attitudes and beliefs towards the sexual behaviour of young people within 

their community.  Factors influencing behaviour, as with the interview data, emerged as 

the primary category.  The six underlying themes provide valuable insight into the 

broader community’s perceptions of factors motivating behavioural intent amongst the 

young Sudanese Queenslanders.  

5.3.4.1 Category 1: Factors influencing behaviour 

Theme 1: Freedom of the youth 

The majority of participants considered young Sudanese Queenslanders have gained too 

much freedom living in Australia and this was leading them to engage in unacceptable 

patterns of sexual behaviour.  Traditionally, young Sudanese people have minimal 

autonomy and freedom from family and parental control.  This was particularly noted 

for young women who are traditionally dependent on their families until they marry.   

“At home [in Sudan] as a girl you not allowed to go anywhere, only school 

or home so the parents know.  When your twenty, even thirty, they still 

control you… as long as you are not married.”  (FGD 1, p. 19) 

Participants felt many young people were more focused on gaining freedom from 

traditional sociocultural norms they perceived as controlling as opposed to protective 

rather than on achieving a good education and job, a basic desire all new arrival parents 

had for their children.  

“Our children say  ‘I need my freedom’ …but they stop everything, stopped 

school, stopped job.  We aren’t happy for that, we need our children to 

focus at school and learn and make good job.”            (FGD 2, p. 23) 
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While this freedom and purported changes to behaviour and parental control were 

causing considerable concern, the majority of participants agreed that if young people 

were not going to adhere to tradition they needed to be taught the skills to cope with the 

perceived freedom of living in Australia.  

“Sometimes children do something not good…  it's a problem.  [In 

Australia] they [young people] don't want to listen to the parents, they just 

do anything they want.”  (FGD 2, p. 27) 

Theme 2: Australian norms, laws, and system of social support encourage young 

people to do ‘bad’ things and lose connection with culture and tradition 

Generally, participants proposed the Australian cultural norms and social structures 

supported and encouraged young people to gain freedom.  A perceived right to freedom 

was resulting in young people rebelling against parental control, leaving school and 

home, behaving ‘badly’, and ultimately causing a lot of confusion and conflict within 

families.  

“We are actually worried about the culture, and too much freedom…in 

Australia, they [children/young people] really abused it… do whatever you 

want without any advice from the elders, from the fathers.  This has actually 

contributed to the worries of the community about the new generation…it 

has contracted HIV and early pregnancies.”  (FGD 5, p. 3) 

Young people losing connection with their cultural background and community was 

perceived by many of the participants as a negative influence of the Australian 

normative beliefs and legal system.  Participants were generally not opposed to young 

people adopting Australian cultural and social norms, as this was inevitable as they 

learned to live in their new country.  However, they acknowledged young people might 

find growing up between two cultures confusing.  

“In Australia, parents complain because in school…teaching in Australia 

law if you are 18, or maybe from 15 or 13, you have a freedom.  If you have 

a boyfriend you can play sex, you are free.  At the home, we are giving 
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different knowledge, so now they [young people] are confused…don’t know 

which one is right because two rules.”  (FGD 4, p. 4) 

Participants expressed concern young people were more readily adopting the ‘bad’ 

aspects of Australian culture and society, such as sex before marriage, and abusing their 

perceived right to freedom.  

Theme 3: Peers, especially those from other cultures 

Participants agreed friends had a significant influence on the behaviours of young 

people.  The majority thought having Australian friends had greater influence on 

changing the behaviour of young Sudanese Queenslanders in a manner that was in 

conflict with traditional parental attitudes and beliefs.  

“Like if you have Australian friends or things like that…I think some of 

them, they copy.  My friend did it so…Why can't I?”  (FGD 1, p. 4)   

Theme 4: Age of arrival and time since arrival  

The age people arrived in Australia and how long they had lived here were both 

considered to influence a young person’s sexual behaviour and their attachment to 

Sudanese cultural beliefs and behavioural expectations.  Participants considered those 

who arrived in Australia as a child or an adult experienced less confusion around sexual 

health issues compared to those who arrived during their adolescent years.  For 

example, a person arriving as a young adult had an established awareness and 

knowledge of traditional beliefs to guide their sexual decision making and choices.  

Arriving as a child allowed both the child and parent/s to learn to live within their 

bicultural context before the challenges of adolescence. 

“If you brought the Sudanese here young, they grow up here, they take this 

culture…say okay this is the life.”  (FGD 2, p. 68) 

However, the group arriving as adolescents were considered to have limited knowledge 

of traditional Sudanese norms or time to establish understanding of the Australian social 

norms before being confronted with choices regarding relationships, dating, or sexual 

activity.  The general consensus was this group may not have the knowledge or skill to 
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make safe and/or culturally informed decisions.  This was thought to place them at 

greater sexual risk and conflict with their parents.  Participants agreed this group and 

their parents both required support early on arrival.  

“The worst are those who came here when they were 12 to 15.  They don’t 

have the cultural background [knowledge] how things are done… they take 

the streets, do bad behaviour, rather [than stay] at home…or the school.”  

(FGD 5, p. 21) 

Theme 5: Communication technology and social media having significant influence 

Participants raised concern regarding the use of mobile phones, the internet, and other 

forms of social media and communication technology such as Facebook by young 

people in Australia and how this influenced their sexual health related knowledge, 

attitudes, and beliefs from an early age.  How television and movies portrayed reality 

and young people’s ability to differentiate between this and actual reality were also 

identified as having a negative influence on young people’s behaviour.  Participants 

suggested parents were concerned that access to these media exposed young people to 

situations and information that encouraged freedom and culturally unacceptable 

practices such as dating and sex before marriage,.  

“Everyone here [in Australia] has a mobile, and communication through 

Facebook, social network, all these social forums.  They sit at the computer 

with this young man and talk, have secrets, but they don’t know his 

behaviours.  This is actually misleading our young children.”  (FGD 5, p. 

15) 

5.3.5 Construct 4: Issues of concern  

The fourth construct derived from the FGD, consistent with the interview data, was 

‘issues of concern’ with pregnancy, relationships, and family, the three underlying 

categories being:  

5.3.5.1 Category 1: Pregnancy 

Theme 1: Pregnancy occurring outside the traditional boundaries of marriage 
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Pregnancy occurring outside the traditional boundaries of marriage emerged as the 

overarching theme.  Participants suggested the age young women were getting pregnant 

was of some concern, however, the pregnancies occurring outside the traditional 

boundaries of marriage was the key point of concern across the Queensland Sudanese 

community.  There was also a perception the rate of pregnancies among young 

unmarried Sudanese Queensland women was increasing. 

“Fourteen, 15 or 16…they just too young…  But it's different when you're 

pregnant and you're married, the problem is getting pregnant before the 

marriage.”  (FGD 1, p. 13) 

Generally, participants believed a pregnancy before marriage had long-term effects on 

the young women’s wellbeing, including lost opportunity of completing education.  

There was considerable concern expressed about the effect this experience had on future 

options for marriage and security.  

“No marriage anymore…the boy will say, ‘No, I’m not alone maybe there is 

another boy sleep with you’.”  (FGD 4, p. 5) 

Experiencing a pregnancy before marriage was thought to bring considerable shame 

upon the girl and her family.  Participants also suggested the consequential interfamily 

conflict often resulted in family breakdown and unrest within the broader community.  

“What happened previously, and even today, if a young girl happens to be 

pregnant, parents disown their daughter, because she did something that is 

not good for them…it is embarrassing to the family and to the girl.”  (FGD 

5, p. 23) 

Traditionally, the male involved and his family would be expected to take responsibility 

for the young woman and a marriage would be arranged.  Participants suggested in the 

current context this was often not occurring, resulting in the girl’s family being left with 

the responsibility and shame and, in some instances, the girl being forced to leave home, 

unsupported by either family.  
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The influence of the freedom perceived to be associated with living in Australia was 

thought to be the leading cause of the increasing unplanned pregnancies among young 

unmarried women.  Generally, participants felt parents and the broader community also 

felt unable to deal with the situation in the traditional way due to the financial support 

young people could receive. 

“If he say ‘no’ [to marry] back home [in Sudan], the boy will be beaten until 

he will agree.  But in Australia, they will be given $4,000 by 

Centrelink…Government pay child support…this will interfere [with 

traditional practices].”  (FGD 5, p. 23) 

A number of participants commented that some young women were intentionally 

getting pregnant in order to gain freedom from parental boundaries and conflict in the 

home.  Participants again thought the system of social and financial supports available 

in Australia enabled young people to make this choice.  

“If I can’t do this in my parents’ house, this means I can do it in my own 

house…  She can get angry, she can get pregnant, she can get some 

money… get out from the house.”  (FGD 3, p. 13) 

One group acknowledged that some parents within the target community were finding it 

difficult coping with the pressures of resettlement and the impact this change was 

having on the relationship with their children.  Such pressures may result in increased 

intergenerational conflict, breakdown of the family unit, and, in some instances, lack of 

parental support for young people.   

Participants within this group highlighted that parents needed more support and access 

to information to assist them to adjust, or to develop parenting skills necessary to 

support their children’s development in the context in which they now found themselves 

living.  
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5.3.5.2 Category 2: Relationships 

Theme 1: Changing patterns of relationships and sexual behaviours 

As highlighted earlier, dating and sex before marriage were considered culturally 

unacceptable practices within the traditional Sudanese community norms and beliefs.  

With further probing, participants suggested any form of touching between a man and a 

woman in a public domain was culturally unacceptable, and the perceived Australian 

social acceptance of public displays of affection had caused some difficulty between the 

generations within the community.    

“When we come here we find it is really very different …here you can go to 

train station, you find someone get kissing someone…in my country never 

ever to do that.”  (FGD 2, p. 6) 

The majority of participants thought this disparity in accepted normative behaviours 

was contributing to the changing attitudes and patterns of relationships and sexual 

behaviour among young community members.  Changed behaviours such as dating and 

having relationships without parents’ approval of partners/friends were considered a key 

issue in concern to the broader Queensland Sudanese community. 

“In my own country, boys meet girl, he come in the girl’s house and they 

talk …  In Australia, the park, the movies…they’re difficult.”  (FGD 4, p. 2) 

Participants thought the ability of parents to monitor and/or control friendships, 

relationships, and behaviours of young people within traditional culturally acceptable 

norms and practices was being influenced by the perceived freedom of young people, 

particularly their access to technology and social media.   

“See, there are many ways of dating each other or contacting each other.  

There are mobile phones, Facebook…they can talk to whoever they want to 

talk to.  It is a bit hard for parents to know which way they were using to 

contact each other.  So there are many ways of contacting each other here.”  

(FGD 5, p. 25) 
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5.3.5.3 Category 3: Family  

Theme 1: Changing traditional family structures: Loss of culture and parental 

control 

With increasing freedom of youth came loss of parental control, along with a loss of 

cultural connectedness.  Participants considered these factors were causing traditional 

family structures to change.   

“Sudanese culture family is very important…when you bring your children 

[to Australia]…they change automatically.  Really hard to accept this thing 

happen in front of you…can broke heart.”  (FGD 2, p. 6) 

Participants suggested that within families parents often felt as if they were no longer 

the dominant voice or seat of discipline as was their traditional role and perceived right.  

This was attributed to young people demanding autonomy.  Participants also suggested 

parents often felt lost within the Australian legal system of child protection and noted 

how this conflicted with their traditional systems of discipline and dealing with the 

consequences of young people’s behaviour.  

“According to the law, the government law, the parent is not allowed to 

impose by force, you do that the child report you, you’re in prison.  Now, 

the parents say, ‘You went out and got pregnant…  Go take care of 

yourselves’.”  (FGD 3, p. 32) 

Participants acknowledged resettlement and time change attitudes and beliefs and that 

young people were adapting faster than their parents.  The majority felt young people 

still needed to respect their parents and not forget their culture.  

“Yes, respect the parents should protect my culture, don't forget your 

culture …You can take the culture of Australia but you know that's 

different.”  (FGD 2, p. 22)  

As highlighted earlier, young people were not attending community gatherings, which 

are the traditional place for young people to learn about a wide range of cultural and 

traditional attitudes and beliefs.  Without an alternative pathway for gathering this 
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knowledge and understanding, participants were concerned young people would 

continue to disconnect from tradition and adopt Australian ways.  This created ongoing 

intergenerational conflict and further disruption to traditional practices and roles. 

“In the village… we listen to what people are talking.  Nobody will invite 

you…you just go just sit down among people, you learn.  In Australia now 

most parents don’t sit together with their kids, kids don’t sit with 

elders…don’t learn.”  (FGD 3, p. 35) 

Participants identified that parents and other adult community members experienced 

barriers in gaining information.  Nonetheless, participants felt it was important for both 

parents and young people to learn how to negotiate this perceived shift away from 

traditional beliefs and behavioural expectations.  

5.3.6 Overview of Community Focus Group Discussions findings 

Findings from the community FGD provided valuable insight into community level 

cultural and social structures, normative beliefs, and behavioural expectations that may 

influence the behaviours of individuals of all ages within the target community.  

Generally, sexual health knowledge was thought to be low among the broader 

Queensland Sudanese community.  Participants displayed a general awareness of HIV; 

however, the majority considered it was not a problem among migrant and refugee 

background communities in Australia.  This misconception was associated with their 

pre-arrival experiences and misunderstanding of Australian visa entry requirements.  

Poor levels of sexual health literacy and the cultural taboos associated with talking 

about sex impact on parents’ ability to address this issue with their children.  There was 

a general inference that parental attitudes were beginning to change; nonetheless, 

differing attitudes and levels of sexual health literacy between adults and young people 

were thought to be leading to confusion and intergenerational conflict.  

The perceived freedom of Australia and the opportunity for young people to gain an 

education were seen as key benefits associated with the move to Australia.  However, 

participants considered the freedom young people have and/or demand was negatively 
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impacting on the sexual behaviour and wellbeing of the young target community 

members.  The main areas of concern were: pregnancy among young unmarried 

women, loss of parental control, and loss of cultural connectedness.  Traditional 

pathways of sharing information were perceived to be weakening, with many young 

people no longer attending community gatherings or ‘sitting’ with the adults to ‘listen 

and learn’.  Participants considered this to be a major influence on a young person’s 

cultural and community connectedness.  

Living in Australia exposed young people to a range of influences from an early age.  

Participants agreed the main message that needed to be emphasised was for young 

people to delay sexual activity and prevent negative sexual health outcomes, such as 

pregnancy, so that they could stay at school and successfully complete their education.  

They also considered it important to engage parents and the broader community in this 

education to assist in bridging the generational gap in knowledge and understanding 

identified by the participants.  

5.4 Summary 

The interview and FGD findings are summarised in sections 5.2.6 (page 176) and 5.3.6 

respectively of this chapter.  The interview findings outline the younger participants’ 

perspective on how living between traditional Sudanese normative beliefs and 

behavioural expectations and their perception of Australian sexual norms is influencing 

the sexual health knowledge, attitudes and beliefs, and behaviours of the young 

Queensland Sudanese community members.  The FGD findings provide insight into 

how parents and other adults within this community are addressing the impact of living 

and parenting between these perceived divergent sexual cultures.  The following chapter 

presents the findings of the convergence and triangulation of the Phase 3 interview and 

FGD data and the convergence of the Phase 3 survey results with the interview findings.  

Convergence of the findings from these three equally weighted strands (QUAN + 

QUAL + QUAL) presents a meta-inference of where the independent datasets converge 

or diverge.  Identifying and exploring the similarities and disparities between the 

individual strand findings provides a richer contextualised multidimensional 

interpretation and understanding of the overall research results.  
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Chapter 6 Convergence and Triangulation of Findings  

6.1 Introduction 

The purpose of this chapter is to draw together data from the three independent parallel 

data strands of Phase 3 in a meaningful way.  Convergence and triangulation of results 

from the survey (n = 229) and interview (n = 11) strands presented using descriptive 

narrative interlaced with representative quotes from individual interviews under the 

three consistent constructs knowledge, attitudes and beliefs, and behaviour add depth of 

meaning to the significant results in the survey.  Convergence of the interview and 

community FGD (n = 19) findings, presented using the overarching category and four 

underlying themes identified, provide a deeper intergenerational understanding of the 

constructs explored in this study.   

Comparing and contrasting findings from these separate concurrently collected and 

analysed datasets identified similarities and disparities of findings and provided a depth 

and consistency of findings that effectively answered the research questions.  Presented 

again using the core IBM variables knowledge, attitudes and beliefs, findings from the 

convergence of this study’s datasets provided further understanding and awareness of 

underlying beliefs and other key factors that determine intention to behave.  

Convergence of findings from the three datasets also increased confidence in the 

authenticity, meaning, and trustworthiness of the overall findings and inferences 

(Bazeley, 2009; Creswell & Plano-Clark, 2007; Risjord et al., 2002; Spicer, 2004).  

6.2 Convergence of the Survey Results with Interview Findings 

This section of the chapter presents the convergence of the survey (n = 229) results with 

the findings from the 11 interviews with the 16-24 year old participants.  Convergence 

of the survey and interview data occurred via a process of comparing and contrasting 

(without transformation) using a matrix approach (Creswell, 2009; Creswell & Plano-

Clark, 2007; Polit & Beck, 2012).  The consistent constructs knowledge, attitudes and 

beliefs, and behaviour used to guide the separate concurrent data analyses were again 

used to form the matrix framework and structure this chapter. 
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6.2.1 Construct 1: Knowledge 

The interview participants’ perception of higher levels of HIV knowledge and 

awareness compared to STI knowledge was consistent with the survey results.  The 

interview participants considered girls traditionally had less access to sexual health 

information and, therefore, lower levels of knowledge.  The survey results, however, 

suggest this may not be the case post resettlement, with females demonstrating 

significantly higher mean STI and HIV knowledge levels and more frequent access to 

sexual health information compared to their male peers.  

“In Sudan girls are not allowed to go round or take information.  Parent 

worry about girls, boys are much freer.”  (IDI 5, p. 7, Male) 

The interview participants’ belief that the age someone arrived in Australia and how 

long they had lived here influenced the sexual health knowledge of young Sudanese 

Queenslanders was part way supported by the survey results, with time since arrival in 

Australia having a statistically significant positive effect on STI (F(1, 191) = 14.7, p  < 

.001, partial eta squared (η
2
) = .072) and HIV (F (1, 191) = 12.6, p  < .001, partial eta 

squared (η
2
) = .062) knowledge levels.  However, further exploration of the effects of 

these two variables on knowledge, along with behaviour, is needed before further 

inferences can be drawn.   

The majority (61.6%) of the survey participants reported they had accessed sexual 

health related information at some stage.  Nonetheless, there was a strong message from 

the interview participants that young people still faced multiple barriers to accessing 

information and more education was needed.  

Survey results indicated that doctors, friends, and school programs were three of the 

most used and trusted sources of sexual health information and help, and parents, while 

trusted, were rarely used.  The interview findings supported this, with the added strong 

message that cultural and traditional normative beliefs and attitudes regarding talking 

about sex were strong deterrents to young people broaching this topic, especially with 

their parents.   
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“Definitely in most cases they get it at school because at home I’m very sure 

there’s no parent, or maybe few, but I’m very sure 75% or 80% of the 

parents never talk to their kids about sex.”  (IDI 3, p. 1, 6, Male) 

6.2.2 Construct 2: Attitudes and beliefs  

Generally among the interview participants HIV was not considered a problem in 

Australia.  The survey results suggested some understanding of the HIV risk in 

Australia; however, they also supported the feelings of fear, shame, and stigmatisation 

attached to HIV portrayed by the majority of interview participants.  Both survey and 

interview data results suggest a widespread belief that only gay people were at risk of 

HIV in Australia and those living with HIV had only themselves to blame.  This 

convergence suggests further education and destigmatisation of HIV are needed.  

“Generally there’s stigma.  I believe nobody would be friendly with person 

[HIV +ve], everybody would be like, ‘Hell no.’ Maybe even say no to 

shaking hands.  I know they’re just frightened with AIDS.”  (IDI 3, p. 8, 

Male) 

Approximately 50% of the survey participants self-reported that living in Australia had 

affected how they think about sex and behave sexually.  This was consistent with the 

interview findings where the freedom of living in Australia was perceived as one of the 

key factors influencing the young people’s behaviour and sexual decision making.  

“I can see a lot of Sudanese youths; they’re getting really addicted to what 

the Australian population do [sexually].”  (IDI 2, p. 4, Female) 

From the survey data, peer pressure emerged as one of the primary behavioural 

determinants influencing a young person’s decision to have sex before marriage.  The 

interview findings supported this while suggesting also that young people perceived 

more peer pressure associated with having Australian or ‘other’ non-Sudanese 

background friends.  

“Well, having friends from like other backgrounds who are allowed to have 

sex… then yeah they might also want to do it.”  (IDI 11, p. 15, Female) 
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Survey participants reported culture (49.3%), religion (52.4%), and their parents (52%) 

as having relatively equal effect on how they thought and felt about sex.  The interview 

participants agreed these factors all influence the attitudes, beliefs, and behaviours of 

young people to some extent; however, they strongly implied the influence of each of 

these factors was reducing as young people adjusted to living in Australia.  Particular 

emphasis was placed on the influence the perceived right to freedom young people 

associated with living in Australia was having on parents’ ability to ‘control’ and 

discipline according to traditional parenting norms.  

“Some very much…believe in tradition more than the religion… but parents 

they lost control…before in Sudan they were in 100% control.”  (IDI 5, p.  

4, Male) 

6.2.3 Construct 3: Behaviour 

Interview findings suggest an underlying concern about young people having sex from 

as young as 13 or 14 years of age.  This is contrary to the survey results that indicated 

only a small percentage of participants had commenced sexual activity by 16 years of 

age; and the majority of survey participants self-reported they had not initiated any form 

of sexual activity until 18 years of age or older.  

“Here in Australia I was going to say, especially kids with Africa origin, 

I’m looking at from 13 onwards definitely, I’m fairly positive you’ll find kids 

at that age because I’ve seen so many with 13, 14 years of age and they’re 

already pregnant.”  (IDI 3, p. 9, Male) 

The majority (68.2%) of survey participants self-reported always using condoms; 

however, the majority of interview participants believed young people were not using 

condoms given the increasing number of pregnancies occurring among their peers.  

“I see…a lot of girls are getting pregnant.  That means they didn’t use 

protection, if they used the protection, they wouldn’t get pregnant.”  (IDI 2, 

p. 6, Female) 
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This belief is part way supported by the survey data.  While 46.5% of the survey 

participants self-reported they used a condom at their last sexual encounter, only 12.1% 

reported using some other form of contraception, and 9% reported they had experienced 

sex leading to a pregnancy.  The reported rate of sex leading to an STI was lower 

(3.1%); however, the similarity of the reported and perceived patterns of condom and 

contraception use data suggested young people were at risk of unplanned pregnancy and 

STI.  

“Here youth are very, very high risk…”  (IDI 3, pp. 8, 16, Male)  

Consistent with the survey results, dislike of condoms (as they “reduced sexual 

pleasure”) emerged as a strong behavioural deterrent to condom use from the interview 

findings.  The majority of interview participants identified fear of pregnancy as the 

strongest behavioural motivator behind condom use.  The interview findings also 

suggested condoms and contraception use was influenced by a belief they were 

associated with promiscuity and infertility.   

6.2.4 Overview of the survey and interview convergence 

Consistency of findings across these datasets (such as the low level of sexual health 

knowledge reported in the survey results being supported by the interview theme 

‘knowledge is limited and often inaccurate’) contributes to the response validity of the 

self-reported survey results and to the richness of the overall understanding (Dariotis et 

al., 2009; Polit & Beck, 2012).  Detection of minor discrepancies, such as the survey 

reporting higher levels of knowledge among the female participants than the males, 

despite a widely held belief among the interview participants that women traditionally 

have less access to information and education, provided valuable information to guide 

future education and intervention that may have otherwise remained unknown.   

Both datasets suggest knowledge, attitudes, beliefs, and patterns of sexual behaviour are 

changing, and support living in Australia as one of the key factors influencing these 

changes.  The survey results report young people are generally talking about sex and 

protective behaviours, such as condom use, with their sexual partners and that, overall, 

they are engaging in low levels of sexual risk taking behaviours.  Nonetheless, the 

interview data suggest perceptions of ‘increasing freedom of youth’ and ‘cultural 
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barriers to openly talking about sex’ contributing to sex occurring at a young age and 

‘increasing pregnancy rates’ among young people are leading to considerable 

intergeneration conflict.  These perceptions need addressing.   

The majority of survey participants self-reported they had accessed sexual health 

information, a positive result.  But the interview findings suggest young people need 

‘more information and education’ to overcome the challenges they face making sexual 

decisions within the conflicting sexual norms they encounter living in Australia and that 

they are still experiencing considerable barriers accessing this information.  The low 

perceptions of sexual risk and rates of sex leading to an STI or pregnancy reported in 

the survey data and the widely held belief, ‘HIV is not a problem in Australia’, support 

the need for more information and education.   

Comparing and contrasting data from the survey and interview strands provided a more 

accurate in-depth understanding of the constructs being explored in this study 

(Creswell, 2014; Östlund et al., 2011).  Convergence of the interview and FGD findings 

provided insight into the intergenerational similarities and disparities occurring within 

these constructs.   

6.3 Convergence of the Interview and Community FGD Findings 

The manner in which the findings from the interviews (with the 11 16-24 year old self-

identifying members of the Queensland Sudanese community) converge with those of 

the community FGD (with 19 participants aged from 25 to 51 years [M = 36.6 years]) is 

highlighted in the following section.  Convergence and integration of these two equally 

weighted qualitative datasets resulted in the identification of a number of similarities 

and differences between the strands’ themes.  Convergence and coding of similarities 

resulted in the identification of one overarching category Impact of Change and four 

underlying themes, namely: 

Theme 1: Young people have more freedom, 

Theme 2: Attitude to talking about sex is more open, 

Theme 3: Attitudes and beliefs towards relationships and sexual behaviour are 

different, and 
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Theme 4: Traditional family structures and parenting roles are changing.  

Beginning with a brief discussion of the overarching category, the underlying 

similarities and differences within these four themes are presented as thick narrative 

interlaced with comparative quotes from each strand’s transcripts.  Convergence of the 

qualitative strands provided a rich contextualised intergenerational understanding of the 

factors influencing sexual health related knowledge, attitudes, and beliefs from the 

participants’ perspective, along with their views on the sexual health related issues 

causing greatest concern to them and the broader community.   

As outlined in Chapter 3 section 3.7 (page 106), the comparing and contrasting of 

interview data with community FGD data occurred via a twostep process.  Firstly, the 

categories and themes identified by in-depth thematic analysis of each of these 

independently analysed strands were reviewed to identify any similarities and 

disparities.  The individual transcripts and accompanying findings for each strand were 

then revisited to ensure the intent of the discussion was maintained, thereby ensuring 

the capture of subtle intergenerational and cultural nuances expressed in the 

participants’ responses were captured.   

6.3.1 Overarching category: Impact of change 

Consistency of themes highlighted between the interviews and community FGD 

findings pertaining to change informed the formation of the overarching category, 

Impact of change.  The majority of participants from each of these strands considered 

sexual health related knowledge, attitudes, and beliefs, along with patterns of sexual 

behaviour, were changing among the young members of the Queensland Sudanese 

community.  Participants of all ages saw this having an impact on the sexual health 

literacy and wellbeing of these young people.  While there were subtle differences 

between how the interview participants perceived the significance of these changes 

compared to the FGD participants, a number of similarities emerged about why these 

changes were occurring and the impact this was having on individuals and the broader 

community.  The following discussion provides a comprehensive intergenerational 

narrative of these similarities and differences.  
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6.3.2 Theme 1: Young people have more freedom 

Participants of all ages identified freedom, safety, and opportunity as commonly desired 

outcomes of living in Australia.  All participants also agreed the ‘freedom’ of living in 

Queensland was allowing young people to achieve a better education and hence 

employment opportunities.  Freedom was highlighted as the strongest theme emerging 

across the two datasets, in association with changing sexual health related knowledge, 

attitudes and beliefs, and behaviours.  The interview participants considered these 

changes a natural part of learning to live within their new bicultural society.  

Community FGD findings, however, suggest an underlying negativity within the target 

community towards the perceived freedom of young people and the resultant changes.  

Consistent across the strand cohorts was a belief many young people lacked the 

necessary knowledge and skills to address the impact of this freedom. 

“Here it's different [in Australia], it's open, you're allowed to do whatever 

you want…  In Africa, you're not allowed to do anything.”  (IDI 4, p. 10, 

Female)  

“Here, children are just going their own way.”  (FGD 5, p. 8)   

There was cross-generational consensus that the perceived sense of increased freedom 

young people experienced and/or demanded living within the Queensland sociocultural 

context compared to traditional Sudanese normative behavioural expectations was 

having a negative influence on the sexual behaviour of some young people.  There was 

also agreement that this was influencing parents’ ability to cope with and/or ‘control’ 

what they considered culturally unacceptable changes in young people’s behaviour.     

FGD participants considered this sense of freedom was strongly associated with the 

increasing rates of pregnancy perceived to be occurring among young single women 

within the community.  The interview participants acknowledged this sense of freedom 

was exposing young people to increased peer pressure to have sex; however, they 

attributed the rising pregnancy rates mainly to the young people’s poor sexual health 

knowledge, low perceptions of sexual risk, and reluctance to use condoms and/or 

contraception.  
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The perceived freedom and social acceptance in Australia of young people’s right to 

choose friends and date independently of parental permission was highlighted by all 

participants as a major contributing factor to intergenerational and family conflict.  

Community FGD participants considered this freedom was also leading to a loss of 

cultural and community connectedness among young people, which added to the 

intergenerational conflict.  A number of interview participants supported this belief to 

some extent;, however, they considered adults holding fast to traditional beliefs and 

practices and not acknowledging the difficulty faced by young people learning to live 

within  the culture here in Australia” (IDI 1, p. 21, Female) was leading the young to 

seek freedom and socialise outside traditional networks.  

“[Parents] holding very fast…they don’t want their children to...know about 

sex…about this Australian culture.”  (IDI 1, p. 7, Female)  

“We are worried about the culture and too much freedom in Australia.  

They [young people] really abuse it, do whatever they want without advice 

from elders, from fathers... Here [in Australia] children are just going their 

own way… we [parents] are no longer in control.”  (FGD 5, pp. 3, 8, 16) 

There was also consensus that Australian laws and system of social services supported 

young people’s freedom and influenced their behaviour.  Community FGD findings 

suggested parents considered laws and social services that assist young people to leave 

home and independently access money and housing were encouraging young people to 

engage in ‘bad’ behaviour and were undermining their parental rights to establish 

boundaries, control, and/or discipline in a way they perceived as protective and 

culturally acceptable. 

This negativity did not filter through as strongly in the interview narratives; however, it 

was portrayed that some young community members were abusing the ‘system’ and 

using it as a means to gain freedom from restrictive traditional parenting boundaries 

around dating and sexual relationships outside of marriage.  On the other hand, 

interview participants considered the access to financial, health, and social support 

offered in Australia enabled young people experiencing difficulties, such as an 

unwanted pregnancy, to make different choices compared to what traditionally would 
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have occurred.  This was particularly important if the families did not support the young 

person’s choices. 

Interview and FGD participants concurred that community members of all ages lacked 

knowledge and understanding of the Australian legal and social services system and, 

while young people were thought to be learning faster than their parents, all agreed this 

gap needed to be addressed as a means of reducing intergenerational conflict. 

“[Parents] say, ‘I brought my kids here, give them a new life’ but when 

parents say they [young people] shouldn’t have sex… girl acts 

surprised…call cops.  Cops come and start warning the parents.  But the 

parents were only trying …they don’t encourage kids to have sex at an early 

age.”  (IDI 3, p. 3, Male)  

“The problem here, government gives money…they [children] don't 

listen…if you are saying ‘why you do that’…they say ‘mum talk too much, I 

don't want to live with you, I'm going to run my own house, I have money’.  

In my country even 25 years no-one can give them money…  But here [in 

Australia] you can't control [children] because of this [government] 

money.”  (FGD 2, p. 25) 

Despite differing attitudes among the interview and community FGD participants on 

acceptable boundaries, there was a general consideration across the age groups that 

parents and other community elders needed to develop more awareness of the 

sociocultural context in which they and their children were now living.  Community 

FGD participants suggested young people needed to acknowledge and respect 

traditional beliefs and practices and their parents.  Both groups acknowledged the 

challenges associated with finding the balance between these two beliefs and suggested 

that culturally and contextually appropriate information, developed in consultation with 

all community members, would assist in addressing some of these challenges. 

6.3.3 Theme 2: Attitude to talking about sex is more open 

Resounding across the findings from both strands was the belief that sexual health was a 

sensitive topic not openly addressed or spoken about within traditional Sudanese social 
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and cultural practices.  Community FGD participants suggested parental reluctance to 

talk about sexual health was also linked to a fear that such conversations would 

encourage young people to initiate sexual activity and do ‘bad’ things.  

“Our families don’t talk about this kind of stuff.  They [parents] don’t 

mention it…you aren’t allowed to mention it.”  (IDI 6/7, pp. 1 – 2, Female)  

“At home we can’t talk with [children].  If you talk this thing in the 

Sudanese community…we are making it worse...they will do it.”  (FGD 3, p. 

1) 

The majority of participants believed openly talking about sex was the accepted 

Australian social norm.  There was consensus among all participants that with time and 

access to information ‘attitudes were changing’ towards talking about sexual health 

related matters for both young and older Sudanese community members.  All 

participants considered young people were adopting and adjusting to the perceived 

Australian social norm of sexual openness at a faster rate than older community 

members.  

This disparity in the rate of change was leading to intergenerational tension or 

confusion, particularly when parents strongly adhered to traditional normative beliefs 

and were unwilling to communicate openly with their children.  Interview participants 

considered openly talking about sex and other sexual health related beliefs and 

behavioural expectations enabled young people to develop skills and knowledge 

necessary for growing up in Queensland.  Unfortunately, both cohorts agreed the first 

time many families talked about sex was when a young person was facing a potential 

negative sexual health related outcome, such as an unintended pregnancy. 

Community FGD participants considered young people experienced few barriers to 

learning about sexual health due to the availability of information and their ability to 

adjust to change more readily than adults.  In contrast, interview participants considered 

young people still faced considerable barriers to accessing such information.  In 

particular, they considered traditional beliefs and attitudes held by many of the older 

community members continued to be the most significant barrier to learning and talking 
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about sex.  They further suggested this attitude also prevented young people seeking 

cultural advice.  

All participants considered ‘knowledge is important’ but acknowledged traditional 

attitudes and beliefs associated with talking about sexual health were creating barriers 

for both young people and adults to learn about how to live harmoniously between 

traditional beliefs and those of their new country.  The majority of interview 

participants acknowledged the barriers and challenges to changing parental and 

traditional attitudes towards talking about sex.  They proposed a more open attitude 

towards talking about sex would assist young people and their families to navigate the 

differing cultural and social attitudes they experience living within the Queensland 

community.  All participants agreed a willingness and ability to talk about sexual health 

related issues and to discuss varying beliefs within the family unit would assist in 

reducing some of the intergenerational confusion and conflict associated with this 

sensitive topic.  

6.3.4 Theme 3: Attitudes and beliefs towards relationships and sexual 

behaviour are different 

Consistent across the interviews and community FGD findings was a belief that 

attitudes and beliefs towards relationships and sexual behaviour were different in 

Australia compared to traditional Sudanese norms and that this was leading to changing 

patterns of behaviour among young people.  Both cohorts were in agreement that sex 

before marriage and dating were considered culturally unacceptable behaviours, and 

portrayed similar narratives concerning traditional beliefs and practices around how 

relationships were initiated and the parents’ role in arranging marriages.  

“Oh no, you aren’t allowed boyfriends or sex before marriage... it’s not 

okay.”  (IDI 11, p. 3, Female)  

“Back home [in Sudan] you didn't have girlfriends or boyfriends.”  (FGD 2, 

p. 4) 

The practice of arranged marriages was presented by a number of the community FGD 

participants as a protective cultural practice whereby families determined the suitability 
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of the match based on a number of factors such as family social standing within the 

community and the dowry or ‘bride price’.  There was consensus that young people 

were dating and initiating relationships without parental involvement or approval within 

the Queensland Sudanese community. 

There was some disparity among participants regarding the age when marriages 

traditionally took place.  There was a common belief that young people were initiating 

sexual relations at a younger age in Australia and many lacked the knowledge and skills 

necessary to engage in this type of behaviour.  

“The bad thing is that they’re younger and younger, really young just go 

and have sex …like 14 or 15…13, that’s not good.” (IDI 6/7, p. 5, Female)  

“Here, early maybe 13, 14 they begin [having sex]” (FGD 2, p. 12) 

The majority of community FGD participants raised concern over the influence of 

social media and technology on young people’s behaviour and how these enabled them 

to initiate friendships and relationships without parental supervision or control.  This 

topic did not emerge as an issue within the interview narratives; rather, these forms of 

communication technology were identified as a useful source of sexual health 

information that negated the embarrassing need to raise the topic with parents or others 

who might disapprove. 

“They do a lot…mobile texting, Facebook, and the Internet. What are they 

doing, you don’t know… But when you talk, they say ‘This is Australia 

Mum, not Africa, there’s a freedom here.’  That’s their attitude.” (FGD 4, 

p. 2) 

Interview and FGD participants concurred young people were beginning to date and 

have relationships with people from outside of traditionally accepted social and tribal 

networks.  While some FGD participants considered this still raised some concern 

among families, participants of all ages posited that parents’ acceptance of such a 

relationship was dependent on how it was initiated and whether the young people 

involved demonstrated respect for traditional normative practices.  For example, 

participants from both strands indicated parents were more accepting of such a 
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relationship if the young male involved and/or his family followed the traditional 

process of approaching the young girl’s family, particularly if this occurred prior to a 

relationship developing. 

Concern about perceived increasing rates of pregnancy among young unmarried women 

arising from the changing attitudes and beliefs towards relationships and associated 

patterns of sexual behaviour was highlighted as a common theme across the qualitative 

datasets.  Participants from both strands considered these changes also placed young 

people at risk of HIV, though their perception of HIV risk was based on pre-arrival 

experiences of HIV and inaccurate knowledge and understanding of visa entry and 

testing requirements.  The theme Aware of HIV but it is not a problem emerged from 

both datasets, demonstrating a cross-generational misconception about HIV in Australia 

and a general belief that all migrant and refugee background communities are at 

minimal risk of HIV as they are not allowed to enter if HIV positive.  There also 

appeared to be little knowledge or concern of other STI within either cohort.  

“[HIV] really big in Africa...  They wouldn’t take you in Australia…if you 

have this illness.  I’ve never seen anyone talking about it here.”  (IDI 1, p. 

1, Female) 

“People believed HIV is only in Africa and not here in Australia…  A 

person who is migrating goes to medical check-up…he found himself free 

from disease, then he had a concept ‘We are free from diseases’  

…everybody has been checked up and there is no problem [in Australia].”  

(FGD 5, p. 12) 

Both cohorts agreed the rate of pregnancies occurring among young unmarried women 

was an indicator of low and inconsistent condom use.  Participants of all ages expressed 

a belief that condoms and contraception were considered culturally unacceptable 

practices, associated with reduced sexual pleasure, promiscuity, and, in the case of 

hormonal contraception, infertility.  Despite these widely held beliefs, the interview 

participants thought young people were using condoms due to fear of cultural shame 

and consequences.  The community FGD participants projected parents would prefer 

their children to be educated and informed about safer sex practices than experience a 

pregnancy outside of traditionally accepted norms.  
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Participants of all ages acknowledged that, while not of great concern to young people, 

changing attitudes towards relationships and associated altered patterns of behaviour, 

such as dating, going out without parental approval of friends, and having sex before 

marriage, were creating concern among the broader community.  Community FGD and 

the interview participants shared a belief these changes were generating considerable 

intergenerational conflict within families.  Perceived loss of parental control over the 

relationships and sexual behaviours of their children was causing frustration and anger 

among parents and elders.  Young people were thought to be embracing the change as 

they learnt to live within their new bicultural community.  

6.3.5 Theme 4: Changing traditional family structures and parenting roles 

There was consistency across the data that the variance of Australian sociocultural 

norms from the traditional Sudanese normative beliefs and behavioural expectations 

was resulting in changes to traditional family structures and parenting roles.  Resonating 

across the data of both qualitative strands was a belief that parents were experiencing a 

loss of control in their ability to parent and discipline according to their traditional 

beliefs and accepted norms.  FGD participants perceived this as a negative outcome of 

living in Australia; however, the interview participants, while acknowledging their 

parents situation, generally considered it inevitable and a positive.  

As discussed earlier, participants from both strands considered freedom as one of the 

key factors leading to changing patterns of sexual behaviour, parenting roles, and family 

dynamics.   

All participants agreed young people were more ready and willing to change compared 

to adults.  They also believed young people’s perceptions of pressure and/or desire to 

gain autonomy and independence from traditional family structures was stimulated by 

their more ready access to a wide variety of information and people.  Young people 

adjusting to life in Australia, including learning English at a more rapid rate compared 

to their parents, was also thought to drive changing parental roles as young people were 

becoming less dependent on parental support.  
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Narratives describing scenarios of young people misusing and/or abusing the ‘freedom’ 

to force parents to change resulting in this sense of lost parental control were presented 

in both strands.  This included examples of young people calling the police when 

parents refused to let them go out with friends or threatening to leave home as they 

could easily get financial support to establish their own unit.  Participants of all ages 

described the fear and anger this created within family units.  There was some disparity 

between how participants from each strand perceived the impact of this change on 

traditional parenting roles; not surprisingly, community FGD participants expressed a 

greater concern with and resistance to this change. 

“Children are not living with [parents] anymore.  In Sudan you’re not 

allowed to leave the house unless you’re going to your husband’s house. 

[Parents] don’t understand, they think [children] have to stay with them and 

follow the rules.  Children do not like that, leave and go live by themselves.  

That’s the most thing [parents] hate.”     (IDI 6/7, p. 8, Female) 

“These young people… they don’t want to listen, be controlled by parents 

or any other elders in their community.  They move freely.” (FGD 5, p. 1) 

6.3.6 Overview of the interview and FGD convergence 

Comparing and contrasting data from these two strands identified consensus across the 

age groups that the disparity between traditional Sudanese sexual and relationship 

normative beliefs and perceived Australian norms was creating intergenerational 

confusion, conflict, and change.  Both groups highlighted the perceived freedom of 

youth in Australia as the issue having the most impact on changing young people’s 

sexual behaviour and relationship with their parents.  The younger participants 

generally saw change, such as increased freedom and autonomy, as an inevitable 

positive part of acculturating to life in Australia.  The older participants suggested the 

freedom young people have and perceive as their right in Australia had a strong 

negative influence on young people’s sexual behaviour.  They also considered this 

increasing sense of freedom was responsible for the cultural disconnectedness they saw 

occurring among young people in their community and the loss of parental control over 

the behaviour and relationships of young people.  Both age groups identified this 

perceived right to freedom and the intergenerational disparity in acceptance of the 
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accompanying changes as the key factors creating disharmony and conflict within 

families.   

Both age groups acknowledged the sociocultural sensitivity associated with sexual 

health, and the difficulties this creates in openly talking about sex.  Nonetheless, there 

was consensus that knowledge and open communication was important in order to 

prepare the young people to make safe informed sexual decisions within their new 

bicultural society, particularly if they were choosing to engage in sexual behaviours 

incongruent with traditional behavioural expectations.   

Findings from the interview and FGD convergence, summarised in Table 6.1, provided 

an in-depth intergenerational understanding of this culturally sensitive issue grounded 

firmly within the participants’ perspective and context of the situation (Ager, 2000; 

Liamputtong, 2013).  Such understanding emphasised the need for increased 

communication and collaboration between the young people and adults within the 

community about sexual health related matters as a key step in addressing family 

tensions and the increasing negative sexual health outcomes, such as the perceived 

rising pregnancy rates.   
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Table 6.1 

Summary of the similarities and differences between the interview and FGD findings 

O
v

er
a

rc
h

in
g

 

ca
te

g
o

ry
 

Impact of change 

Change is creating intergenerational conflict 

 

FGD Interviews 

Change was having a strong negative effect on sexual health and behaviour Change was inevitable and not always a negative 

Adults were holding fast to traditional beliefs Young people were acculturating and adopting change faster than adults 

T
h

em
es

 

Freedom of youth Relationships and sexual behaviour Talking about sex Family and parenting roles 
A perceived sense of increased 

freedom and right to autonomy was 

influencing young people’s sexual 

behaviour. 

Differences between Australian and 

traditional Sudanese norms created 

intergenerational confusion, conflict, 

and behavioural change. 

Sexual health was a culturally 

sensitive topic; however, openly 

discussing sex was the perceived 

Australian norm. 

Young people are more readily 

adopting change and this was 

changing family dynamics. 

Australian laws and system of social 

services promoted freedom and 

influenced behaviour 

Condoms and contraception were 

associated with reduced sexual 

pleasure, promiscuity, and infertility 

Knowledge is important and attitudes 

towards talking about sex are 

changing. 

Parents were experiencing a loss of 

control and ability to parent according 

to their traditional norms. 

    

FGD Interviews FGD Interviews FGD Interviews FGD Interviews 
Freedom was 

having a strong 

negative influence 

on sexual 

behaviour. 

Gaining freedom 

was a positive part 

of learning to live 

within their new 

bicultural society. 

Behaviours were 

changing and this 

was causing 

increased negative 

outcomes. 

Changes were 

inevitable and not 

perceived as a 

strong negative.   

Talking about sex 

promoted sexual 

initiation and 

promiscuity. 

Talking about sex 

helps navigate the 

differing 

sociocultural 

sexual attitudes. 

Perceived as a 

negative outcome 

of living in 

Australia. 

Considered an 

inevitable and 

generally positive 

change. 

Australian laws 

were negatively 

influencing young 

people’s 

behaviour, cultural 

connectedness, and 

causing loss of 

parental control.   

Australian laws 

support young 

people, 

particularly young 

people in need of 

help. 

Condoms and 

contraception are 

against traditional 

norms but there 

was emerging 

acceptance of their 

place in preventing 

negative outcomes.   

Fear of 

consequences 

associated with an 

unplanned 

pregnancy 

influenced condom 

use rather than fear 

of STI or HIV. 

Parents were 

generally reluctant 

to talk about sex; 

but they are 

beginning to 

understand the 

need to change.   

Parents’ reluctance 

to talk about sex 

was a major barrier 

for young people 

learning about sex.   

Traditional 

sociocultural 

norms, behavioural 

expectation, and 

parenting models 

were perceived as 

protective. 

Traditional 

sociocultural 

norms, behavioural 

expectation, and 

parenting models 

were perceived as 

restrictive.   

#
Green = similarities, Black = differences, 
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6.4 Summary 

Convergence of the survey and interview data enabled the personal perspectives and 

associated cognitive rationalisations of the interview participants to be compared and 

contrasted with the numerical survey findings across a number of common topics.  

Overall, the interview findings were found to support the survey results.  The 

identification of these commonalities increased the validity and trustworthiness of the 

survey results and inferences identified (Creswell & Plano-Clark, 2007; Polit & Beck, 

2012) and provided greater depth of understanding of, confidence in, and accuracy of 

the results.  The divergent results, such as those relating to knowledge levels among 

young women, discussed in section 6.2.1 (page 202), while enriching the contextualised 

understanding of the research phenomenon (Jick, 1979; O'Cathain et al., 2010; Pluye, 

Grad, Levine, & Nicolau, 2009), highlighted issues for further discussion and 

exploration (Creswell, 2009; Creswell & Plano-Clark, 2007; Jick, 1979; Moffatt et al., 

2006; Pluye et al., 2009; Polit & Beck, 2012).  

The convergence of data from interviews and the community FGD provided an in-depth 

intergenerational understanding of the commonalities and disparities in sociocultural 

normative sexual health related attitudes and beliefs.  It also highlighted the factors 

perceived to be influencing patterns of sexual behaviour and causing conflict within 

families from the context of the participant experiences.  Understanding these 

intergenerational differences and perspectives provided valuable insight into the shifting 

dynamics occurring between the generations and how this may affect their sexual 

behaviour and attitudes.  While there was often a disparity in the acceptance of 

changing sexual health attitudes, beliefs, and associated patterns of behaviours between 

the interview and community FGD findings, convergence of the identified themes and 

corroboration of similar attitudes demonstrated that participants of both strands held 

some awareness of the attitudes and beliefs of the other sample group.   

Acknowledging the cultural sensitivity of the topic and the conflicting pressures of 

settlement, both groups offered similar solutions to many of the themes and associated 

issues of concern.  For example: 
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1. Sexual health information and education needed to be introduced early after 

settlement for both young people and their parents;  

2. Access to sexual health information and education was particularly important for 

young people arriving as adolescents (12-16 years of age);  

3. The school setting was an acceptable location to deliver sexual health 

information and education to young people; 

4. Parents and adults, particularly those with adolescent children, needed access to 

similar information to their children early post arrival to help reduce 

interfamilial confusion and conflict; and   

5. Parents needed support to understand the different variables influencing the 

behaviour of young people living in Queensland in order to prepare them to 

communicate more openly about sexual health with young people. 

While not necessarily reflective of the broader Queensland Sudanese community’s 

attitudes and beliefs, these findings provided contextualised intergenerational insight 

and depth of understanding of this research.  They also provided insight into potential 

solutions considered acceptable and relevant by young people and their parents.  To 

further explore and explain the commonalities and discrepancies identified from the 

convergence of the three independent equally weighted data strands discussed in this 

chapter, data are compared and contrasted in relation to the existing literature in the 

following discussion chapter.  

  



 

223 

Chapter 7 Discussion 

7.1 Introduction 

The purpose of this study was to explore the sexual health knowledge, attitudes, and 

beliefs of the Queensland Sudanese community along with the self-reported patterns of 

sexual behaviour of the 16-24 year old members of this predominantly refugee 

background community.  This study draws inferences based on factors perceived by the 

participants to be key determinants influencing sexual health knowledge, attitudes and 

beliefs, and behaviours.  It was not the intent to examine the relationship between 

identified indicators and behaviours.  The use of a convergent parallel mixed methods 

approach led to an in-depth intergenerational understanding of the factors perceived to 

be influencing these variables.  The Integrated Behavioural Model (IBM) informed the 

development of this study and provided a well-established framework to guide 

exploration of determinants known to influence, motivate, and predict sexual behaviour 

(Fishbein, 2000).  For consistency, the determinants of behaviour from the IBM 

(knowledge, attitudes, beliefs, and confidence) that informed the consistent constructs 

used throughout this thesis have again been used to form the structure of this chapter.  

The key findings from this study’s research questions corresponding to these consistent 

constructs (See Table 1.1, page 10) are discussed in relation to existing literature, with a 

particular focus on comparison of this study’s survey results with those of the 4
th

 

NSASSSH (2008).  This comparison provided noteworthy parallels and points of 

difference at a similar point in time between this study’s cohort and a representative 

sample of Australian peers (Agius et al., 2010; Smith et al., 2009).  The 5
th

 NSASSSH 

results were released in April 2014 during the final stages of this study and included 

several new items measuring youth issues, such as the use of new technologies, social 

media, and sexuality education in schools consistent with themes emerging from this 

study’s qualitative strands (Mitchell et al., 2014).  Where relevant, these 5
th

 NSASSSH 

results are also discussed, thus providing further depth of understanding of this study’s 

findings (Creswell, 2014).  This chapter concludes with this study’s limitations.  The 

final chapter of this thesis will draw together the key points of this discussion chapter in 

relation to how they can inform future research, practice, and education.  
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7.2 Knowledge  

Knowledge about STI and HIV was low among this study’s 16-24 year old participants, 

a finding consistent with previous Australian research with refugee background youth 

(McMichael, 2008) and internationally with Sudanese participants both pre- (M. M. Ali 

et al., 2001; Moukhyer et al., 2006) and post resettlement (B. Y. Holt et al., 2003; 

Lazarus et al., 2006; Tompkins et al., 2006; Willis & Nkwocha, 2006).  Unique to this 

study, however, was the ability to directly compare young Sudanese Queenslanders’  

knowledge with two other groups of young Australians surveyed using the NSASSSH 

instrument.  

Compared to the 4
th

 NSASSSH 2008 results, this current study’s 16-24 year old 

participants’ knowledge of STI and HIV was low (Agius et al., 2010; Smith et al., 2009) 

(See Table 7.1).  Such low levels of sexual health knowledge suggest this study’s 

participants’ sexual health education needs to be given priority as they may lack the 

level of sexual health literacy necessary to adopt and to maintain protective behaviours 

such as condom negotiation (Agius et al., 2010; Jones & Haynes, 2006; Lim, Hellard, 

Aitken, & Hocking, 2007).   

Table 7.1 

Comparison of knowledge scores and percentage of correct answers  

  

Current 

study 

4
th
 NSASSSH  

2008
#
 

Aboriginal & 

Torres Strait Is. 

2006
*
 

Mean HIV Knowledge Score  

Male 6.1 9.3 NR 

Female 8.1 9.4 NR 

Total 6.8 9.3 NR 

% HIV Knowledge items correct Total 56% 85% 54% 

Mean STI Knowledge Score 

Male 3.2 6.7 NR 

Female 4.4 7.5 NR 

Total 3.6 7.2 NR 

% STI Knowledge items correct Total 33% 65% 36% 

#
NSASSSH = National Survey of Australian Secondary Students and Sexual Health (Agius et al., 2010; 

Smith et al., 2009);  
*
(Fagan & McDonell, 2010);  NR = Not Reported.   
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This is particularly so given the similarities between this study’s younger participants’ 

knowledge of STI and HIV and a sample (N = 131) of 15-19 year old remote north 

Queensland Aboriginal and Torres Strait Islanders (See Table 7.1) (Fagan & McDonell, 

2010).  While these populations have distinctly different sociocultural characteristics,  

the similarity in results, combined with their shared experiences of socio-economic 

disadvantage, social exclusion, and limited access to appropriate health care services 

(Colic-Peisker & Tilbury, 2008; G. C. Miller, McDermott, McCulloch, Fairley, & 

Muller, 2003), suggest sexual health should be considered a priority for this study’s 

target group as it is for Aboriginal and Torres Strait Islander communities around 

Australia (Fairley, 2011; Larkins et al., 2007; G. C. Miller et al., 2003; P. J. Miller, 

Law, Torzillo, & Kaldor, 2001).   

The low levels of knowledge found among this current study’s younger participants also 

suggest they may lack the knowledge and skills necessary to address the conflicting 

sociocultural sexual norms and behavioural expectations they encounter post 

resettlement in Australia.  Consistent with results of previous research (McMichael, 

2008; McMichael & Gifford, 2009), participants of all ages in this current study 

believed young Sudanese Queenslanders need access to accurate sexuality information 

early post arrival and before sexual initiation (Macbeth, Weerakoon, & Sitharthan, 

2009; Mueller, Gavin, & Kulkarni, 2008) in order to prepare them to make sexually and 

culturally safe decisions within the context of their new sociocultural environment.  

This level of community awareness is an important finding as community led 

interventions that respond to community perceived priorities are known to be effective 

in reducing risky sexual behaviours and preventing STI and HIV (Godin et al., 2008; G. 

R. Gupta, Parkhurst, Ogden, Aggleton, & Mahal, 2008; Rhodes et al., 2012).  

For this current study’s younger participants, the significant positive relationship 

between knowledge and length of time in Australia (p < .001) suggests young Sudanese 

Queenslanders are accessing information and gaining knowledge over time.  This is a 

positive finding.  Higher levels knowledge do not necessarily equate to less risky 

patterns of sexual behaviour (Agius et al., 2010; Jones & Haynes, 2006; Lim et al., 

2007), nonetheless, access to information is a well-established prerequisite to changing 

behaviour and reducing negative sexual health outcomes (Kang, Skinner, & Usherwood, 

2010; Kirby, Laris, & Rolleri, 2007). 



 

226 

The majority of this study’s qualitative strand participants suggested sexual health 

knowledge is equally low among the adult Queensland Sudanese community members.  

Poor parental sexual health literacy impacts on a parent’s ability and willingness to 

communicate about this issue with their children (DiIorio, Pluhar, & Belcher, 2003).   

This suggests parents and other adults within this study’s target community also need 

access to sexuality education early so they can develop the knowledge and 

understanding of why it is important to talk openly about this issue with their children.  

This is important as numerous studies involving participants from a range of cultural 

backgrounds indicate open discussion between parents and their children about sexual 

health and behaviours from an early age has a positive effect on delaying sexual début 

and reducing risk taking behaviour (Aspy et al., 2007; DiIorio, Kelley, & Hockenberry-

Eaton, 1999; DiIorio et al., 2003; Wyckoff et al., 2008).  The results of this study also 

suggest developing open communication pathways about this culturally sensitive topic 

would provide opportunity for intergenerational sharing of concerns about the 

conflicting attitudes, beliefs, and behavioural expectations discussed in the following 

section.  

7.3 Attitudes and Beliefs  

This current study enabled the first direct comparison of sexual health related attitudes 

and beliefs across age groups within the Queensland Sudanese community.  Sudanese 

society is generally considered conservative, with strong sociocultural and religious 

based attitudes and beliefs around sexuality, such as those surrounding marriage and 

patterns of sexual behaviours (Mohamed & Mahfouz, 2013).  These strong cultural 

normative beliefs and values are learnt and handed down over generations (Brislin, 

2000).  Therefore, it was not surprising many of the sexual health related attitudes and 

beliefs identified in this study, such as the taboos associated with talking about sex, 

converge and are consistent with previous research involving Sudanese groups (Hatoss, 

2012 ; Hatoss & Huijser, 2010; Hebbani & McNamara, 2010, July; Hebbani et al., 

2009; Khawaja & Milner, 2012; Lazarus et al., 2006; Lejukole, 2008; R. Palmer et al., 

2009; Poppitt & Frey, 2007; Westoby, 2005; Windle, 2008).  

Divergent attitudes and beliefs were expected, as attitudes and beliefs do change over 

time as individuals and communities adapt to the different cultures and external events 

to which they are exposed (Berman, 2001; Ember & Ember, 2011; MacLachlan, 2006).  
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Nonetheless, the identification of divergent attitudes and beliefs between the age groups 

involved in this study, such as those relating to the acceptance of sex before marriage, 

provided contextual understanding of the factors perceived to be contributing to the 

intergenerational discordance noted in this current and previous studies (Hebbani et al., 

2009; Poppitt & Frey, 2007).  The attitudes and beliefs presented in the following 

sections of this chapter relating to perceived Australian norms, relationships, gender 

roles, behavioural expectations, and condom use provided understanding of the 

behavioural and normative beliefs influencing this study’s younger participants’ 

intention to adopt protective behaviours and/or engage in sexual risk taking behaviours. 

7.3.1 Australian youth have too much freedom 

“All young Australians have the freedom and right to date and have sex before 

marriage independent of parental input” and “Australians talk about sexual health 

more openly than traditional Sudanese people” were two of the convergent beliefs of 

this study’s participants.  The majority of 16-24 year old participants in this study 

considered adopting these perceived Australian norms to be part of adjusting to life in a 

new country.  However, consistent with previous Australian research involving 

Sudanese participants (Ebbeck & Dela Cerna, 2006; Hebbani et al., 2009), this study’s 

older participants considered the perceived norms were having a negative influence on 

the sexual behaviour of young people and were a precursor to much of the conflict 

occurring within families.  

The younger participants in this current study did, however, express concern about the 

welfare of their peers who were ‘abusing’ this perceived freedom as a form of rebellion 

against traditional Sudanese parental discipline and boundaries.  In line with previous 

research (Deng & Pienaar, 2011; Hebbani et al., 2012), traditional Sudanese parenting 

styles were described as authoritarian with children expected to respect and obey 

parents and other adults in their extended family.  Rebellion against traditional parental 

discipline is a common finding in research with Queensland Sudanese participants 

(Hebbani et al., 2012; Khawaja & Milner, 2012).  Nevertheless, younger participants in 

this current study considered disparity between traditional norms and the perceived 

social and sexual freedom of Australian society resulted in parents becoming even more 

authoritarian in an attempt to prevent their children disconnecting from traditional 
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normative sexual beliefs and practices.  Of concern is the suggestion these stricter 

boundaries may lead to increased rebellion, particularly if young people are unable to 

openly discuss the rationale behind their decisions with their parents (Aunola, Stattin, & 

Nurmi, 2000; Deng & Pienaar, 2011; Wolfradt, Hempel, & Miles, 2003).  Of concern 

also to this study’s older participants was the effect this perceived freedom was having 

on young people’s attitudes and beliefs towards relationships and what was considered 

acceptable patterns of sexual behaviour.  

7.3.2 Marriage, relationships, and sexual behaviour  

The majority of this current study’s participants suggested 18 to 20 years of age was the 

culturally acceptable age to marry.  Interestingly the rate of marriage among this study’s 

16-24 year old participants was very low (3.0%) in comparison with contemporary 

patterns in South Sudan where 45 % of women are reported to be married or in a 

recognised union by 18 years of age (The Republic of South Sudan, 2011).  Consistent 

with previous research (Hatoss et al., 2012; Khawaja et al., 2008), this study’s 

participants identified educational achievement for both genders as a common post 

arrival aspiration among the Australian Sudanese community.  The marriage rate 

differences may, therefore, reflect a desire and/ or parental pressure to delay marriage 

and to achieve educationally in order to gain a higher quality of life.  In Australia, the 

median age at first marriage ranges from 29.6 years for men and 27.9 years for women 

(Australian Bureau of Statistics, 2012), suggesting the difference in marrying ages may 

also be indicative of this study’s younger participants resisting familial pressure to 

marry in accordance with what they perceive as traditional Sudanese marriage customs.  

Marriage customs and practices vary across the heterogeneous Sudanese tribal society 

and geographical area (McLean, 2005; Springvale Monash Legal Service, 2008; Wal, 

2004).  Nonetheless, in contrast to Australian customs, all participants agreed Sudanese 

parents and families traditionally have control over whom their children marry, with 

arranged marriages within customarily accepted tribal and social networks still 

occurring (Juuk, 2013).  This study’s FGD participants expressed stronger acceptance 

and expectation for continued parental control over relationships compared to the 

younger participants.  This is not surprising, as adherence to traditional practices post 

migration is perceived as a means of maintaining cultural cohesion of the family and 
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broader community in collective cultures such as the one being researched in this 

current study (Buunk, Pollet, & Dubbs, 2012).  However, divergent attitudes towards 

parental control of relationships emerged in this study as a key determinant leading to 

family unrest.  

Consistent with previous research (Hebbani et al., 2009; Zeidan, Abdu, Gadour, & 

Bhairy, 2011) and published literature (McLean, 2005; Wal, 2004), all participants in 

this current study reported that dating and sex before marriage were against traditional 

Sudanese beliefs and normative behaviours.  Traditional sociocultural norms, religious 

beliefs, and parental attitudes, such as those identified among this study’s participants, 

regarding sex before marriage can act as regulatory norms that have a direct influence 

on an individual’s behavioural intent and decision to delay sexual initiation (Lammers 

et al., 2000; Little & Rankin, 2001; Manlove et al., 2006; Molla et al., 2008).  This may 

be particularly so for this study’s cohort given traditional African cultural beliefs are 

considered to have an enduring strong influence on attitudes and behaviours (Liddell et 

al., 2008).  However, findings from this study’s interviews suggested the younger 

Sudanese community members’ attitudes and beliefs towards relationships were 

changing with growing acceptance of dating and sex before marriage.  This was 

confirmed by this study’s survey results, which indicated many young participants had 

boy/girlfriends and were having sex before marriage, often with people from outside 

traditional Sudanese tribal groups and social networks.  This was particularly so among 

the young male participants.  The majority of these self-reported sexual encounters with 

non-Sudanese partners involved people from other African nations.  Participants of this 

study suggested that someone from another African nation would be considered less 

threatening for parents compared to other ethnic groups.  However, this may also reflect 

natural gravitation to similar beliefs and past experiences or a sense of comfort within a 

perceived collective African social identity (Oliver, 2012).  

Having Australian sexual partners occurred more frequently among this study’s male 

participants compared to the females.  Perceptions of greater social shame and cultural 

risk were suggested as key reasons fewer young women had Australian partners.  

Young males, on the other hand, were thought to be seeking Australian girlfriends and 

sexual partners as a means of exploring and exploiting the perceived sexual freedom of 

Australian women, without the traditional responsibilities associated with relationships 
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and sex.  Previous research suggests increased interracial dating between Anglo-

American women and African American men is linked to a myth surrounding the strong 

sex drive of black men (Foeman & Nance, 1999; Kreager, 2008).  This myth did not 

arise in the current study.  However, it might be of value to explore this concept from 

the Sudanese Australian perspective as recent research has also linked perceptions of 

hyper masculinity and increased sexual ability with increased dating among New 

Zealand women and Black African migrants (Birukila, 2012; Birukila et al., 2013).  

Birukila (2012) also raised the concept of Black African migrants seeking out non-

African New Zealand women, as they perceived white women were sexually 

promiscuous.  This suggests misconceptions held by both parties in the relationship 

need further exploration.  Consideration also needs to be given to how these myths and 

misconceptions may influence behavioural motivators and intent within these 

relationships.  

Younger participants were more accepting of dating people from another cultural 

background compared to the older participants.  This may reflect age related differences 

in the level of acceptance and tolerance of ethnic diversity (Forrest & Dunn, 2011; 

Paradies, Forrest, Dunn, Pedersen, & Webster, 2009; Uskul et al., 2011).  It may also 

suggest younger participants were experiencing and/or perceiving greater pressure to 

adopt Australian normative beliefs and practices in order to belong or to fit in with their 

contemporary Australian peers (Kreager, 2008).   

This study’s results suggest interracial dating is causing some conflict within families.  

Previous research has also linked it with discrimination, increased adolescents' peer 

problems at school, and increased risk taking (Kreager, 2008).  Therefore, despite this 

study’s younger participants and the general Queensland population being largely 

accepting of interracial relationships (Forrest & Dunn, 2011), further exploration of 

factors influencing interracial dating and its potential outcomes is warranted.  The 

gender disparity in rates of interracial dating and perceived cultural risk also warrants 

further consideration, particularly given the effects living in Australia is perceived to be 

having on gender roles and behavioural expectation among the young women.   
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7.3.3 Gender roles and behavioural expectations  

Sexual freedom for young men before marriage appeared to have some social 

acceptance among this current study’s participants.  However, consistent with previous 

research (Lyons, Giordano, Manning, & Longmore, 2011; Omorodion, Gbadebo, & 

Ishak, 2004), women who engaged in such practices were negatively judged and 

considered to bring shame on their family, in particular if the young women were 

pregnancy.  Women and men are governed by different gender norms and codes of 

sexual behaviour in most cultures (DiCenso, Guyatt, Willan, & Griffith, 2002; 

Rosenthal & Browning, 2005).  Culturally entrenched gender roles and beliefs leading 

to double standards in accepted patterns of sexual behaviour for men and women, as 

expressed by the younger participants in this study, is not a unique finding (Cubbins & 

Tanfer, 2000; Lyons et al., 2011).  However, participants considered traditional gender 

roles, responsibilities, and behavioural expectations were changing as a result of living 

within Australia’s perceived egalitarian societal norms.  Consistent with previous 

research involving Sudanese Australians (Hatoss & Huijser, 2010; Milner & Khawaja, 

2010; Muchoki, 2013), this study’s participants suggested changing gender roles and 

associated sexual behaviour expectations were of particular concern as they were 

creating conflict within marriages and families.  

Of particular concern for the older participants were the changing behaviours of the 

young women, who were perceived to be expecting greater freedom and equality than 

traditionally condoned.  Previous research  (Poppitt & Frey, 2007) suggests young 

female Sudanese Queenslanders are expressing frustration and anger that they are being 

denied the freedom they perceive their brothers and contemporary female Australian 

peers experience.  This current study’s interviewees go one step further, suggesting 

some young Sudanese women were intentionally getting pregnant as a way of gaining 

freedom from parental boundaries and traditional engendered behavioural expectations.  

Fear of the consequences associated with behaving in a manner discordant with 

traditional expectations has been shown to have strong regulatory influence on the 

sexual behaviours of young African background women (Weiss, Whelan, & Gupta, 

2000).  However, the majority of participants in this study suggested this was negated 

by Australia’s perceived gender equality, legal system, and social support for young 

people experiencing ‘difficulties’ at home.  Older participants perceived these social 

support systems enabled, if not encouraged, young people, in particular young single 
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mothers, to live independently of family and this was adding to cultural disengagement 

of youth and intergenerational conflict.  This cultural disengagement was considered a 

contributing factor to the sexual risk of young people. 

7.3.4 Perceptions of risk 

The majority of this study’s participants perceived young Sudanese Queenslanders to be 

at high risk and fearful of pregnancy due to their patterns of condom and contraception 

use; however, importantly, they expressed little concern about STI or HIV risk.  This is 

consistent with previous research (McMichael, 2013), where premarital pregnancies are 

associated with cultural shame, intergenerational family conflict, disruption of 

education, poor marriage possibilities, and lost opportunity to fully experience the 

benefits of resettlement in Australia.  Consistent with the cultural theory of risk (Kahan, 

2012; Oltedal et al., 2004; Tansey & O'Riordan, 1999), fear of these negative 

sociocultural outcomes may deter the young people from engaging in sexual behaviours 

that place them at risk of pregnancy.  Cultural shame was also linked to STI; however, 

participants expressed a general lack of fear regarding their STI risk.  

Participants considered a lack of STI knowledge meant young people within the 

Queensland Sudanese community were fearless of STI.  The asymptomatic nature of 

most STI may also be contributing to the low perceptions of STI risk (Abel & Brunton, 

2005) as, unlike pregnancy, STI remain predominantly hidden unless a young person 

has an STI screen and/or chooses to disclose a diagnosis.  Perceptions of being safe by 

having sex with a known and/or trusted ‘regular’ partner may also play a role in this 

study’s participants reporting low perceptions of STI risk (Giordano, Manning, & 

Longmore, 2010; Senior et al., 2014).   

Low perceptions of risk among youth are not unique to this study (Abel & Brunton, 

2005; Fagan & McDonell, 2010; Mitchell et al., 2014; Smith et al., 2009).  However, 

interestingly, despite having lower knowledge levels, this study’s 16-24 year old survey 

participants self-reported considerably higher perceived individual STI risk (18.3%) 

compared to the 4
th

 NSASSSH participants (7.3%) (Smith et al., 2009).  Also worth 

noting, in reverse to the 4
th

 NSASSSH results (4.9% vs 8.6%) (Smith et al., 2009) and 

another study involving 16 to 18 year old New Zealand school-going participants 
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(17.9% vs 27.4%) (Abel & Brunton, 2005), this study’s male participants self-reported 

higher perceptions of individual STI risk compared to the female participants (21% vs 

11%).  This heightened perception of risk may part way explain why male participants 

self-reported higher rates of condom use compared to the female participants, despite 

expressed concerns about the impact condoms had on their sexual performance and 

masculinity.  However, this reversed gender disparity in perceived STI risk remains 

largely unexplained and requires further exploration.  

Among participants in this current study, the fear of acquiring HIV was slightly stronger 

than that associated with acquiring an STI.  Heightened fear of acquiring HIV was 

explained by pre-arrival exposure to HIV information and fear of HIV related stigma.  

However, the majority of participants considered themselves to be at low HIV risk post 

settlement as they believed HIV was not a problem in Australia, especially among 

refugee and migrant communities.  Previous Australian research involving Sudanese 

arrivals (Biggs, Hellard, Street, & Lemoh, 2006; R. Palmer et al., 2009) and 

international studies exploring HIV attitudes among migrant and refugee background 

families in Canada (Omorodion et al., 2004) and the UK (Barrett & Mulugeta, 2010) 

found similar low perceptions of HIV risk linked to misconceptions about host country 

pre-migration screening and visa entry requirements.  This current study and others 

(Barrett & Mulugeta, 2010; Biggs et al., 2006) suggest a lack of obvious broad 

community level HIV prevention education in Australia compounds HIV risk 

misconceptions.  Cultural normative beliefs may have greater impact on attitudes 

toward HIV than immigration processes (R. Palmer et al., 2009); however, previous 

research suggests these myths and misconceptions about HIV risk can have significant 

risk-enhancing effects on attitudes and behaviours, such as intent to use condoms 

(Liddell et al., 2008).  With African born Australians already over represented in new 

and late HIV diagnoses in Australia (Lemoh et al., 2010; The Kirby Institute, 2013a), 

risk behaviours such as inconsistent condom use and delays in accessing HIV testing 

could have long-term effects on the sexual health and wellbeing of this study’s target 

population and the broader Australian community. 

It is possible perceptions of individual risk and vulnerability may increase over time, as 

it did with STI and HIV knowledge in this study.  In the meantime, these widely held 

perceptions of low STI risk and HIV misconceptions are contributing to the ongoing 
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sexual vulnerability of this group (Fenton et al., 2002), particularly for those just arrived 

in Australia.  Results of this study suggest access to age and culturally appropriate 

accurate sexual health education, including information about STI symptoms, local 

STI/HIV prevalence, risk factors, and immigration testing processes, needs to occur 

early post arrival in Australia (McMichael, 2008; McMichael & Gifford, 2009) and, 

ideally, before sexual initiation (Macbeth et al., 2009; Mueller et al., 2008).  However, 

care needs be taken not to emphasise HIV risk to the exclusion of other more prevalent 

STI such as Chlamydia (Abel & Brunton, 2005; Donovan, 2000), thereby increasing the 

perceptions of low STI risk and potentially influencing intent to engage in protective 

behaviours such as the use of condoms.  

7.3.5 Condoms and contraception 

Perceptions of being at risk of acquiring an STI and/or HIV influence an individual’s 

decision to use condoms, particularly if they consider their partner to be ‘risky’ (M. M. 

Ali et al., 2001; Civic, 2000; East, Jackson, O’Brien, & Peters, 2011).  However, the 

majority of this study’s younger participants indicated fear of pregnancy as the primary 

motivator for condom use.  This was not surprising given their perceptions of greater 

cultural risk associated with experiencing a pregnancy outside of traditional customs 

and cultural norms.  Nonetheless, with a third (32.9%) of this study’s sexually active 

younger participants reporting anal sex in the last 12 months, consideration needs to be 

given to how condom use motivated by fear of pregnancy rather than perceptions of STI 

and HIV risk, influences condom decision making during anal sex, a practice known to 

hold higher risk of HIV transmission and acquisition (Civic, 2000).  

This study’s participants considered condoms and contraception were ‘taboo’ and 

against traditional sociocultural normative beliefs and behavioural expectations, which 

is consistent with previous research involving Sub-Sahara Africans (Winskell, 

Obyerodhyambo, & Stephenson, 2011).  Also, not unique to this study was the widely 

expressed belief that condom use was associated with moralistic judgement, 

promiscuity, and prostitution (Hillier, Harrison, & Warr, 1998; Lazarus et al., 2006; 

MacPhail & Campbell, 2001; Winskell et al., 2011) and reduced sexual pleasure 

(Higgins, Hoffman, Graham, & Sanders, 2008; Higgins, Tanner, & Janssen, 2009).  A 

belief that hormonal contraception caused infertility was also considered a deterrent to 
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contraception use, which is not surprising given the traditional importance of fertility 

and children within a marriage in many African cultures (MacPhail & Campbell, 2001).  

Cultural attitudes, beliefs and perceived subjective norms and taboos such as these have 

a noted influence on an individual’s ability to negotiate safer sex practices and their 

intent to use condoms and contraception (Kocken, van Dorst, & Schaalma, 2006; 

Liddell et al., 2008; Molla, Nordrehaug Astrom, & Brehane, 2007).  In this study, the 

most frequently self-report reason for not using condoms at last sexual encounter by 

both male and female survey participants was “I didn’t like condoms”.  

Similar to the 4
th

 NSASSSH results (Smith et al., 2009), in this study more female 

participants (42.9%) self-reported dislike of condoms compared to male participants 

(28.6%).  This gender disparity is unexplained within this study; however, previous 

research (Higgins et al., 2008; Higgins et al., 2009; Newton et al., 2013) suggests 

traditional gender roles may pressure women to express dislike of condoms to please 

their male partners.  In this study, more males than females reported they didn’t like 

condoms as they reduced personal sexual pleasure; however, previous research also 

suggests a woman’s choice or insistence not to use condoms can be motivated by fear of 

reducing their male partners’ pleasure (Newton et al., 2013).  The 5
th

 NSASSSH results 

suggest a shift in these attitudes with more males reporting a dislike of condoms 

compared to female participants (Mitchell et al., 2014).  Nonetheless, this current 

study’s results suggest the influence of traditional gender roles on young Sudanese 

Queenslander women’s patterns of condom use and sexual decision making needs 

consideration.   

Consistent with previous research (East et al., 2011; French & Holland, 2013), 

participants considered these engendered norms negatively influenced the confidence 

and ability of young Sudanese Queensland women to negotiate safer sex practices.  

Condoms were perceived as a male responsibility by the majority of this study’s 

participants; nonetheless, empowering a woman’s confidence and skills in condom 

negotiation has the capacity to increase overall rates of condom use and reduce sexual 

risk (French & Holland, 2013).  Empowering women may conflict with traditional 

Sudanese normative beliefs and behavioural expectations.  Therefore, this needs to be 

done carefully so that women are not placed at risk of other harms such as a loss of 
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reputation, relationship stress, and physical violence (Hillier et al., 1998; Khawaja & 

Milner, 2012; Marlowe, 2012).   

Despite these attitudes against condoms and contraception, participants generally 

suggested using condoms and contraception was better than experiencing an unwanted 

pregnancy or acquiring an STI or HIV.  Therefore, if the young people were going to 

adopt different patterns of sexual behaviour, such as sex before marriage, there 

appeared to be cross-generational agreement that they needed to be informed about 

safer sex practices.  Some participants expressed fear of negative cultural consequences 

if they were seen to be promoting condom and contraception use.  Therefore, in order 

for condoms and contraception to be accepted and used, normative beliefs need to 

change so there is social and cultural support across the generations and broader 

community (Newton et al., 2013).  

Traditional African attitudes, beliefs, and myths are thought to  have a strong enduring 

influence on one’s intent to behave (Liddell et al., 2008).  Normative sexual beliefs and 

behavioural expectations that place a person at risk, such as those influencing condom 

and contraception use, need to be challenged (MacPhail & Campbell, 2001).  

Acculturation inevitably changes attitudes and beliefs (Berry, 1997); however, how this 

is facilitated by directed safer sex education needs consideration so that it does not 

inadvertently add to the existing level of intergenerational and intercultural conflict and 

disharmony noted by this study’s participants and previous research (Hebbani et al., 

2009; Hebbani et al., 2010, 2012; Poppitt & Frey, 2007) .  

7.4 Confidence and Self-Efficacy  

The majority of 16-24 year old survey participants considered themselves confident 

talking to their boy/girlfriend about sexual health related matters, which is consistent 

with the 4
th

 NSASSSH results (Smith et al., 2009).  This result can be considered a 

positive outcome of this study as confidence or self-efficacy, a key variable in 

predicting intent to perform a particular behaviour within the IBM (Fishbein, 2000; 

Montaño & Kasprzyk, 2008), has been recognised in previous research as a protective 

factor in reducing sexual risk behaviours (Gloppen et al., 2010; Lou et al., 2010; 

Rosenthal et al., 1991).  Also worth noting was the apparent lack of gender difference in 
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confidence levels in this study, particularly given the traditional gender role norms.  

However, confidence talking about sex with partners cannot be considered in isolation, 

as it does not always transfer to actual behaviour owing to the complex interplay of 

variables influencing a person’s behaviour (Fishbein, 2000; Montaño & Kasprzyk, 

2008).  Other factors, such as a young person’s confidence communicating about sex 

with their parents and their parents, willingness and ability to discuss this topic, also 

need to be considered. 

For example, in this current study, the survey participants were far less confident talking 

about sex with to their parents (27.9%) than with their boy/girlfriends (72.1%).  Their 

level of confidence talking about sex with their parents was also low (27.9%) in 

comparison to the 4
th

 NSASSSH participants (47%) (Smith et al., 2009).  This may, in 

part, be explained by differing intercultural and intergenerational attitudes and beliefs 

discussed previously in this chapter.  However, the younger participants considered 

parental lack of knowledge and willingness to discuss sexual health along with their fear 

of parental disapproval and/or discipline, as key factors influencing their confidence 

discussing sex with their parents or other community adults.  It is interesting to note that 

the level of confidence young people have in talking to parents about sex, STI, HIV and 

contraception has fallen among 5
th

 SASSSH participants (Mitchell et al., 2014), 

suggesting building self-efficacy continues to be a matter of priority for all young 

Australians. 

Parent-child communication about sex is a complex sociocultural issue (McMichael & 

Gifford, 2009).  The majority of participants in this study believed their parents’ 

unwillingness to discuss sex was predominantly related to the belief “talking about sex 

encourages young people to have sex”.  This is a common belief among parents of all 

cultures; however, multiple studies have found no link between talking about sex and 

sexuality education with increased sexual activity in young people (Barbagallo & Boon, 

2012; Fortenberry, 2002; Kraft, Kulkarni, Hsia, Jamieson, & Warner, 2012; Lindberg & 

Maddow-Zimet, 2012; Mueller et al., 2008; Wellings et al., 1995).  It is, therefore, 

reasonable to suggest this misconception should be challenged and parents encouraged 

to talk about sex with their children as an effective means of reducing risk taking 

behaviours and delaying sexual initiation (Barbagallo & Boon, 2012; Kirby et al., 2007; 

Kraft et al., 2012). 
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The belief that talking about sex with young people is ‘taboo’ and encourages 

promiscuity is not unique to this current study (R. Palmer et al., 2009).  Results of this 

study suggest parental attitudes to talking about sex with young people were slowly 

changing as some parents gained knowledge and understanding of issues being faced by 

their children growing up in a new sociocultural context.  No significant relationship 

between confidence and time in Australia was found in this study; nonetheless, 

acculturation theory (Berry, 1997, 2005; Berry et al., 2006) supports the notion that 

Australian sexual norms and attitudes to talking about sex will influence confidence 

over time among all ages within this study’s target community.  Open, accurate, and 

skilled parent-child communication about sexual health related issues is recognised as 

one of the most important influences on a young person’s confidence and socialisation 

to sexual beliefs and behaviours (DiIorio et al., 2003; Hutchinson & Wood, 2007).  

Results of this study support the need to introduce education supporting the 

development of these skills early within the resettlement experience of both young 

people and their parents.  

7.5 Behaviour 

The following section outlines the key points of difference in protective and risk related 

patterns of sexual behaviour, alcohol and drug use, information seeking and health care 

utilisation self-reported by this study’s 16-24 year old survey participants in comparison 

with their Australian peers and other similar groups. 

7.5.1 Sexual behaviour 

This study’s aggregated SRBS for the 16-24 year old survey participants suggests low 

levels of sexual risk taking behaviour, similar to previous Australian research with non-

English speaking migrant youth (J. Chen et al., 2000; de Visser et al., 2006).  

Nevertheless, there is clear evidence of behaviours shown to increase sexual risk, such 

as inconsistent condom and contraception use, multiple partners, anal sex, and 

unwanted sex (Aral & Peterman, 2002; Basile et al., 2006; Kotchick et al., 2001; A. J. 

Robinson & Rogstaf, 2002).  This was particularly so among the young men who 

reported sexual début  at a younger age and increased sexual risk taking compared to the 

female participants.  This finding is consistent with previous Australian (Agius et al., 

2010; Fagan & McDonell, 2010; Larkins et al., 2007; Rissel, Richters, Grulich, de 



 

239 

Visser, & Smith, 2003) and international (M. M. Ali et al., 2001; Coleman & Testa, 

2006; Evans et al., 2004; Frank, Esterhuizen, Jinabhai, Sullivan, & Taylor, 2008; Lema, 

Katapa, & Musa, 2008; Tompkins et al., 2006) research involving young people 

(including those of Sudanese background).  The risk of transmitting and/or acquiring an 

STI or HIV, along with an unwanted pregnancy, differs by type and frequency of sexual 

behaviour (de Visser, Smith, Rissel, Richters, & Grulich, 2003b; Street, 2011).  The 

following discussion focuses on those behaviours that potentially increase sexual risk 

and vulnerability.     

7.5.1.1 Sexual début  

As outlined previously in Chapter 1, the Queensland Sudanese community’s concern 

with what they described as culturally inappropriate sexual behaviour of young 

community members led to the undertaking of this study.  Their belief that many of 

their children were having sex at young ages and before marriage is partially supported 

by this study’s results.  That is, two thirds of the unmarried under 24 years of age 

survey participants self-reported they had experienced sex.  However, contrary to the 

beliefs of the older participants, the majority of younger participants indicated sexual 

initiation had not occurred until 18 years of age or older, two years older than the 

average age for first experiencing vaginal intercourse in Australia (Kang, 2011; Rissel 

et al., 2003).  This suggests a pattern of delayed sexual initiation among this study’s 

participants.  This disparity in age of sexual initiation may, in part, be explained by the 

regulatory effect of the sociocultural norms that influence an individual’s decision to 

delay sexual initiation (Lammers et al., 2000; Little & Rankin, 2001; Manlove et al., 

2006).  Previous research involving Australian refugee background youth suggests 

family attachment and its influence on an individual’s decision making and behaviour 

decreases over time post settlement (McMichael et al., 2011).  The majority of this 

study’s younger participants agreed living in Australia changed how traditional beliefs 

and parental attitudes influenced their sexual behaviours.  How long the traditional 

normative beliefs remain a determinant in delaying sexual initiation for young people 

remains unknown and unanswered by this current study.  The majority of this study’s 

participants agreed the young community members were acculturating at a faster rate 

than their parents and other adults to sexual behaviours and beliefs they perceived 

normative of their contemporary Australian peers.  This is not an unexpected finding as 

it is consistent with previous Australian research (Hebbani et al., 2010; Khawaja & 
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Milner, 2012; Khawaja et al., 2008; Poppitt & Frey, 2007).  In this study, the changing 

attitudes associated with acculturation were considered a major contributor to sexual 

initiation patterns diverging from traditional patterns.   

The percentage of younger than 18 year old participants in the current study’s survey 

strand who self-reported they had experienced sexual intercourse (34.8%) is similar to 

the 4
th

 and 5
th

 NSASSSH results (Agius et al., 2010; Mitchell et al., 2014).  This 

suggests young Sudanese Queenslanders, particularly those still attending school, are 

experiencing pressure and/or desire to conform in order to reduce feelings of being 

between-cultures and to be accepted by the wider school environment (Oliver, 2012; 

Poppitt & Frey, 2007).  This study’s older participants suggested this adolescent school 

age group was the most culturally and sexually vulnerable group.  They considered this 

age group (especially if recently arrived in Australia) lacked knowledge and 

understanding of the Sudanese cultural beliefs that would traditionally guide their 

sexual decision making when faced with the perceived sexual freedom of Australia.  

Consistent with previous studies (Hebbani et al., 2009; Milner & Khawaja, 2010), the 

older respondents also considered a lack of cultural awareness fostered further cultural 

disconnectedness and increasing intergenerational conflict.  Parental attempts to 

maintain what they perceived as protective rather than restrictive Sudanese normative 

patterns of parental control and authority over young people’s relationships and sexual 

freedom were thought to further compound these issues.  

While concern about the perceived decreasing age of sexual début was identified as an 

issue by the majority of this current study’s participants, it is worth noting the self-

reported sexual initiation patterns are consistent with those reported in the 2010 South 

Sudan Household Health Survey (The Republic of South Sudan, 2011).  As discussed 

previously, cultural beliefs and normative behavioural expectations change over time in 

response to life’s experiences and exposure to different cultures (Ember & Ember, 

2011; MacLachlan, 2006), such as the prolonged periods of conflict and forced 

migration experienced by many of this current study’s participants.  Therefore, results 

of this study suggest the concern about the age of sexual début and other behaviours 

divergent from expressed accepted traditional behavioural norms are not reflective of 

contemporary normative Sudanese beliefs or behavioural expectations.   
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7.5.1.2 Rate of sexual partner change 

The majority of this current study’s younger participants who self-reported being 

sexually active in the last 12 months experienced sex with only one partner during this 

period.  This low rate of partner change is considered a positive protective behaviour in 

reducing risk of exposure to HIV and other negative sexual health outcomes (L. Chen et 

al., 2007; Shelton, 2009).  Nonetheless, similar to the 4
th

 and 5
th

 NSASSSH results 

(Mitchell et al., 2014; Smith et al., 2009), there were 25% who self-reported three or 

more vaginal sex partners in the last 12 months, a pattern known to increase their risk of 

negative outcomes (Moilanen et al., 2010).  The rate of sex with casual partners at last 

sexual encounter was low in this current study (12.8%) compared to the 4
th

 and 5
th

 

NSASSSH results (21.4%,  27%) (Agius et al., 2010; Mitchell et al., 2014; Smith et al., 

2009); however, this cannot be presumed to be a protective behaviour as young people 

are more likely to have unprotected sex with casual partners (de Visser et al., 2003b; de 

Visser, Smith, Rissel, Richters, & Grulich, 2003c; Ford, Sohn, & Lepkowski, 2001).  

Also, having a regular partner cannot be assumed to be totally protective as rates of 

condom use fall with partners perceived as regular, safe, and trusted (Civic, 2000; 

Corbett et al., 2009; Giordano et al., 2010).  Young people can also have a series of 

regular partners, thus still amounting to multiple partners and potential risk (Keys, 

Rosenthal, & Pitts, 2006). 

Previous research has shown a strong positive association between the number of 

reported sexual partnerships and risk of acquiring an STI (Fenton et al., 2005).  This 

suggests the incidence of STI and other negative outcomes within this current study’s 

younger cohort should be low given the majority self-reported only one partner in the 

last 12 months.  However, the pattern of multiple and casual sexual partners identified 

within this study’s data suggests a small number, in particular the young men, may be at 

increased risk of negative sexual consequences.  This is particularly so when considered 

in conjunction with the pattern of inconsistent condom and contraception use self-

reported by this study’s younger participants.  

7.5.1.3 Condom and contraception use 

The majority of this study’s participants reported “always using a condom” (68.2%), 

which is similar to results of the 4
th

 NSASSSH (Smith et al., 2009) and two studies 
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involving young Aboriginal and Torres Strait Islander youth (Fagan & McDonell, 2010; 

Larkins et al., 2007).  However, condom use at last sexual encounter was notably lower 

in this current study (46.4%) compared to results of the 4
th

 NSASSSH (64.2%) and the 

study by Fagan and McDonell (2010) (66.0%).  This may be explained by the low 

perceptions of STI risk among this current study’s younger participants (Corbett et al., 

2009; East et al., 2011) and the high rate of sex occurring with their current 

boy/girlfriend (68.9%) whom they may perceive as trusted, safe, and low risk (Civic, 

2000; Corbett et al., 2009; East et al., 2011; Giordano et al., 2010).   

In this study, the two most frequently reported reasons for not using a condom were “I 

don’t like condoms” and “It just happened”, both common rationale (Higgins et al., 

2008; Higgins et al., 2009; Mitchell et al., 2014; Newton et al., 2013; Philpott, Knerr, & 

Maher, 2006; Smith et al., 2009).  “It just happened” implies many of the sexual 

encounters were spontaneous.  This suggests this study’s 16-24 year old participants’ 

behaviour, as with their Australian secondary school peers (Mitchell et al., 2014; Smith 

et al., 2009), is influenced by the developing and changing sexual desires and 

spontaneity of youth (Fortenberry, 2013; Rosenthal & Browning, 2005).  The 5
th

 

NSASSSH results indicate higher rates of condom use when a condom is available at 

the time a young person is faced with the choice of sex (Mitchell et al., 2014).  

Therefore, this current study’s results suggest condoms were not available when “It just 

happened” or there is a lack of confidence in negotiating condom use when faced with 

the opportunity to have intercourse.  However, remaining unexplained by this current 

study’s interview data is the difference between participants who self-reported they 

didn’t like condoms (34.7%) and those reporting their partners don’t like condoms 

(4.1%), a disparity not evident in results of the 4
th

 and 5
th

 NSASSSH (Mitchell et al., 

2014; Smith et al., 2009).  In light of the participants’ concern about increasing 

unplanned pregnancy rates among the target community’s young women, this disparity 

and the expressed dislike of condoms among the young female participants particularly, 

needs consideration and further exploration.   

Condoms were the most common form of contraception used at the last sexual 

encounter by this study’s younger participants and the 4
th

 and 5
th

 NSASSSH cohorts 

(Mitchell et al., 2014; Smith et al., 2009).  However, the use of hormonal contraception 

or natural methods of birth control, while similar to previous studies conducted in South 



 

243 

Sudan (The Republic of South Sudan, 2011), was very low (12.1%) in comparison to 

the NSASSSH results (> 50%) (Mitchell et al., 2014; Smith et al., 2009).  Low 

hormonal contraception and condom use in South Sudan may result from poor access to 

reproductive health services (The Republic of South Sudan, 2011); however, it may also 

reflect beliefs and misconceptions about the safety and efficacy of condoms and 

hormonal contraception, congruent with those reported by many of this current study’s 

participants.  The widely expressed fear of the negative sociocultural consequences 

associated with an unplanned pregnancy, discussed earlier in this chapter, has been 

shown to be a strong behavioural motivator for increasing consistent contraception use 

in previous research (Ryan, Franzetta, & Jennifer, 2007).  However, in this study the 

traditional engendered sociocultural normative beliefs and misconceptions about the 

safety and efficacy of condoms and contraception may be counter levering this fear.  

Consistent correct use of condoms for all penetrative sexual encounters substantially 

reduces the risk of STI and HIV transmission (Warner, Stone, Macaluso, Buehler, & 

Austin, 2006; Weller & Davis, 2002) and unplanned pregnancy (Family Planning New 

South Wales, Family Planning Queensland, & Family Planning Victoria, 2012).  The 

pattern of inconsistent condom use suggests this study’s younger cohort are at increased 

risk of negative sexual health outcomes compared to their contemporary Australian 

peers; in particular, increased risk of an unplanned pregnancy given the very low self-

reported rates of hormonal contraception use.   

Findings from this current study suggest factors influencing young Sudanese 

Queenslanders’ choices and intent to use condoms and/or contraception are consistent 

with a number of the well-established individual (knowledge, perceived risk) and 

broader social (normative beliefs, peer pressure) level variables known to influence a 

young person’s safer sex decision making (MacPhail & Campbell, 2001) and 

behavioural intent (Fishbein, 2000; Montaño & Kasprzyk, 2008).  This study provides 

contextualised intergenerational understanding of the participants’ perception of factors 

influencing their choice, willingness, and ability to use condoms and contraception.  

Nonetheless, further research to identify significant factors unique to this group is still 

needed.  
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7.5.1.4 Sexual orientation and same sex behaviours 

Consistent with previous Australian research, the majority of younger participants in 

this study self-reported being attracted to the opposite sex (Mitchell et al., 2014; Smith 

et al., 2009; Smith, Rissel, Richters, & Grulich, 2003).  In-depth analysis of same sex 

behaviours was not conducted due to the small number (8.6%) of the sexually active 

participants who reported same sex partners at their last sexual encounter.  Nonetheless, 

there was disparity between this study’s reported same sex encounters and the 4
th

 

NSASSSH results that remained unexplained by the qualitative data.  There was a 

similar percentage of same sex partners at last sexual encounter among this study’s 

younger male participants (7.4%) and the 4
th

 NSASSSH results (7.7%) (Smith et al., 

2009).  However, 11.1% of this study’s female survey respondents reported female-to-

female encounters compared to just 3.7% of the 4th NSASSSH female cohort (Smith et 

al., 2009).  Women reporting higher rates of same sex experiences is not uncommon in 

Australian studies (Smith, Rissel, et al., 2003) or previous NZ research involving 

African migrants (Birukila, 2012; Birukila et al., 2013).  However, the lack of research 

in this area makes it difficult to draw inferences about the higher rates of female-to-

female encounters reported in this study. 

Historically both male and female same sex relationships were evident in many African 

societies.  Today, the widespread sensitivity and normative beliefs among African 

communities against such practices make research difficult in this area (Amory, 1997; 

Brody & Potterat, 2003).  The rates of self-reported same sex behaviours had risen in 

the 5
th

 NSASSSH results for both male (11.9%) and female (5.3%) respondents 

(Mitchell et al., 2014), suggesting young people’s attitudes to disclosing same sex 

attraction are changing over time (Rosario, Schrimshaw, Hunter, & Braun, 2006).  This 

study’s results indicate young Sudanese Queenslanders are confident talking about sex; 

however, given the sensitivity and taboo of homosexuality within African cultures, 

including the Sudanese (Abu-Raddad et al., 2010; Brody & Potterat, 2003), it remains 

unknown if a similar increase in acceptance of disclosing same-sex relationships will 

occur among this study’s target community.  Nonetheless, this study’s results suggest 

sexual health education for this study’s target community needs to address the cultural 

variances in same sex attraction attitudes, behaviours, and safer sex practices (Maguen, 

Floyd, Bakeman, & Armistead, 2002).  The disproportionate burden of HIV among 
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culturally diverse men who have sex with men in Australia, including those of African 

background (Reeders, 2010), also supports this as an area that needs further research.  

7.5.1.5 Sexual practices 

The frequency of vaginal and oral sex reported in this current study is consistent with 

the 4
th

 and 5
th

 NSASSSH (Mitchell et al., 2014; Smith et al., 2009) and other previous 

national and international data (de Visser et al., 2003b).  A notable difference was the 

frequency of anal sex (32.9%) among this study’s predominantly self-identifying 

heterosexual cohort compared to the 5
th

 NSASSSH results (8.7%) (Mitchell et al., 2014) 

and previous research with adult heterosexual participants (10%) (Heywood & Smith, 

2012; Leichliter, Chandra, Liddon, Fenton, & Aral, 2007; McBride & Fortenberry, 

2010; Voeller, 1991), including a study conducted in Sudan (Zeidan et al., 2011).  Anal 

sex was not measured in the 4
th

 NSASSSH (Smith et al., 2009).  International studies 

suggest anal sex practices are increasing among young opposite sex couples (25 to 30%) 

(Heywood & Smith, 2012; Leichliter et al., 2007) and the inclusion of an item 

measuring this specific sexual practice in the 5
th

 NSASSSH for the first time suggests 

this is an emerging issue of interest in Australia (Mitchell et al., 2014).   

The disparity noted in this study may reflect normative African beliefs, sexual practices, 

and true prevalence (Brody & Potterat, 2003; Duby, Colvin, & Kitungulu, 2011).  Anal 

sex is thought to be underreported in most African nations, including Sudan, as a result 

of it being considered a culturally sensitive topic and taboo practice, particularly in the 

context of male-to-male sex (Baggaley, White, & Boily, 2010; Brody & Potterat, 2003; 

Ndinda, Chimbwete, McGrath, & Pool, 2008).  Acceptance of the practice as a means of 

maintaining virginity, faithfulness, and preventing pregnancy (Duby, 2008, 2009; Duby 

et al., 2011; Keys et al., 2006; Weiss et al., 2000) suggest it may be more prevalent than 

previously reported, with some considering anal intercourse among heterosexual 

couples a key factor in the formation and spread of Africa’s HIV epidemic (Baggaley et 

al., 2010; Brody & Potterat, 2003; Duby et al., 2011). 

Regardless of the sociocultural and behavioural motivators influencing sexual practices, 

the increased risk of HIV transmission and acquisition associated with anal sex needs 

consideration (Street, 2011).  Safe anal sex prevention strategies have not historically 
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targeted heterosexual relationships (Baldwin & Baldwin, 2000; Cherie & Berhane, 

2012; Khawcharoenporn, Kendrick, & Smith, 2012; Leichliter et al., 2007; Livak, 

Prachand, & Benbow, 2012) and the 5
th

 NSASSSH results suggest young Australians 

consider this an important aspect missing from current sexuality education (Mitchell et 

al., 2014).  Therefore, with African born Australians over represented in new HIV 

diagnosis data (Lemoh et al., 2010), the results of this study support the need for further 

research into anal sex practices and their potential link to HIV transmission risk among 

this cohort of young Australians.  The results also support the need for inclusion of safer 

anal sex messages in future interventions and prevention strategies for both opposite 

and same sex attracted Sudanese Queenslanders.  

7.5.1.6 Pregnancy and STI  

The Queensland Sudanese community’s concern about increasing pregnancies among 

young members of their community was a contributing factor to the undertaking of this 

study.  The numbers of pregnancies reported in this study are small; however, the 

results of this study in part validate the community’s concerns.  For example, the 

frequency of self-reported pregnancies among this representative sample of 

predominantly unmarried participants (9.0%) was double that of the 4
th

 NSASSSH 

cohort (4.6%) (Smith et al., 2009), which remained relatively stable at 5% in the six 

year period between 2008-2103 when the 5
th

 NSASSSH results were released (Mitchell 

et al., 2014).  However, remaining unexplained from this study’s results is whether 

pregnancy rates are increasing in the broader community; thereby, suggesting the need 

for more research to determine if the disparity between this study’s results and the 

NSASSSH is significant and, if so, why this may be happening, and the implications for 

the health and social wellbeing of this study’s young people.  

Concern about the elevating rates of pregnancy occurring among refugee background 

youth living in Australia is not unique to this study (Gifford, Correa-Velez, & Sampson, 

2009; McMichael, 2013).  The longitudinal Good Starts study involving 120 refugee 

background youths in Melbourne (51.7% of Sudanese origin) also reported 9% of the 

12-18 year old participants experienced a pregnancy (Gifford et al., 2009).  However, it 

is reasonable to question if the rate of pregnancy within this current study cohort reflect 

traditional Sudanese norms and a culturally driven desire to start a family and move to 
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adulthood (Blair, Zubrick, & Cox, 2005; MacPhail & Campbell, 2001; Wal, 2004).  

Proof of fertility is an important marker of adulthood in African cultures including the 

Sudanese (MacPhail & Campbell, 2001), making pregnancy common and culturally 

desirable at a young age within many tribal groups (Adam, Adam, Elhassan, & Ahmed, 

2009; A. A. A. Ali, Mohammed, & Sulaiman, 2011; Carolan, 2010; N. Gupta & Mahy, 

2003; Kurth et al., 2010).  For example, a recent South Sudan health report found 31% 

of the 15-19 year old women had begun childbearing (The Republic of South Sudan, 

2011).  However, in contrast to this current study, the majority of these births occurred 

within recognised unions/marriages (The Republic of South Sudan, 2011), thus again 

raising the question, is it the age and rate at which pregnancy is occurring or the 

occurrence of pregnancy outside of traditionally accepted unions/marriages that is 

causing concern to the community?   

Pregnancy and parenthood occurring outside of the perceived traditional normative 

sociocultural patterns can have long-term consequences for the psychosocial and 

socioeconomic wellbeing, as well as the educational aspirations, of this group 

(McMichael & Gifford, 2009, 2010).  Teenage pregnancy and childbirth are also linked 

to poorer medical and birth outcomes (Kang, 2011; Shaw, Lawlor, & Najman, 2006).  

These experiences are thought to be compounded for refugee youth, such as those 

participating in this study, by the added challenges of resettlement (McMichael, 2013), 

with increased rates of infant mortality and morbidity (Carolan, 2010), experiences of 

homelessness, alcohol intake, social isolation, and loss of family support (McMichael, 

2008, 2013) reported post resettlement.  Given the existing community concerns, this 

potential for poorer psychosocial and physical outcomes suggests pregnancy and 

appropriate antenatal care are issues needing attention for this study’s target 

community.  

This study’s participants, consistent with previous research (McMichael, 2013), 

associated premarital pregnancies with cultural shame and lost opportunity.  The 

majority of female participants experiencing a pregnancy were over 18 years of age and 

self-reported their last sexual encounter was with a male of Sudanese background.  With 

eight of the 10 young women single, it is not surprising the majority of these 

pregnancies were unplanned and caused considerable challenges and family unrest.  The 

Good Start study for refugee youth by Gifford, Correa-Velez, and Sampson(2009)  
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reported  ‘unplanned’ pregnancies among their cohort initially caused anxiety and 

family disruption; however, the majority of these unplanned pregnancies were 

ultimately not unwanted (Gifford et al., 2009; McMichael, 2013).  The majority of 

young mothers in this current study reported they had maintained some form of 

relationship with their family, suggesting families were beginning to work through the 

challenges and sociocultural consequences presented by the unplanned pregnancies 

occurring among young Sudanese Queensland women.  

The number of reported abortions in this study, though small, was high in comparison to 

the Good Starts study results (Gifford et al., 2009) suggesting a number of these 

unplanned pregnancies remained unwanted.  Comparable to the proportion of 

adolescent pregnancies ending in abortion among mainstream Australians of this age 

group (Kang, 2011; Skinner et al., 2009; van der Klis, Westenberg, Chan, Dekker, & 

Keane, 2002), this study’s results suggest young Sudanese Queensland women in this 

situation are accessing termination services despite expressed cultural attitudes against 

abortions.  However, largely unexplained are the factors influencing the decision 

making process associated with choosing termination as an option for 

unplanned/unwanted pregnancy.  What is also unexplained is whether this group of 

young women is accessing adequate follow-up post abortion care, or antenatal care if 

they choose to progress with their pregnancy.  

The inconsistent patterns of condom and low contraception use, along with lower levels 

of sexual health knowledge among younger participants within this current study, may 

contribute to the almost double frequency of pregnancy.  Younger participants agreed 

the lack of knowledge and poor access to sexuality education were contributing factors.  

Older participants strongly believed that the freedom of living in Australia was the 

strongest influencing factor.  These divergent perspectives warrant further investigation 

to determine their significance.  Also requiring further exploration are the beliefs 

expressed by participants of all ages within this current study that young single women 

within this community are planning pregnancies as a way out of conflict at home, 

parental discipline, traditional cultural boundaries, and pressure to achieve at school.  

This belief was not identified in other Australian research involving young refugee 

background people (Gifford, 2010, June; Gifford et al., 2009; McMichael & Gifford, 

2009, 2010).  Nonetheless, this finding supports the need for further research into the 
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complex interplay of sociocultural, economic, and educational factors influencing the 

sexual choices and pregnancy outcome experiences of these young people, their 

partners, and families.  

Interesting, while pregnancy resounded as a major issue of concern among the majority 

of participants in this study, no similar unease was noted about STI or HIV.  The rate of 

self-reported STI diagnosis among young male participants in this current study (1.1%) 

is not dissimilar to the 4
th

 and 5
th

 NSASSSH results (2.4%, 2.2%) (Mitchell et al., 2014; 

Smith et al., 2009).  However, young female participants self-reported more than double 

(7.1%) the rate compared to their NSASSSH counterparts (3.1%, 2.7%) (Mitchell et al., 

2014; Smith et al., 2009).  This may not be considered a surprising finding given the 

gender disparity in patterns of condoms use; however, these higher rates may reflect a 

higher rate of STI screening among female participants as refugee background women, 

like their Australian peers, are more likely than males to access health services for 

routine issues (such as cervical and antenatal screening for women) (Neale et al., 2007; 

The Kirby Institute, 2013b).  Given the low knowledge among this study’s participants, 

this disparity may also reflect female participants mistakenly self-reporting other non-

sexual related vaginal discharges, such as Candidiasis albicans and Bacterial Vaginosis 

as an STI.  It is, therefore, reasonable to suggest this study’s gender disparity in STI 

diagnosis may reflect testing and reporting bias rather than a true gender variance in STI 

prevalence.  While the dearth of STI prevalence data specific to ethnic subgroups living 

in Australia makes it difficult to determine if this study’s self-reported rates of STI 

diagnosis are a true reflection of STI risk or prevalence within this cohort, they do 

support the need for further research and collection of STI prevalence data from this 

group.  

The over representation of African background refugees and migrants in new and late 

HIV diagnoses in Australia (Lemoh et al., 2010; The Kirby Institute, 2013a), combined 

with the low STI/HIV knowledge and perceptions of risk identified in this study’s 

results, suggest STI and HIV should be considered a priority for the Queensland 

Sudanese community.  This is further supported by previous research showing a well-

established association between migration and increased risk of exposure to STI and 

HIV (Kramer et al., 2008; McGinn, 2000; McMahon et al., 2010; Memish & Osoba, 

2006; Muchoki, 2012; F. Thomas et al., 2010).  Further research, including triangulation 
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of STI surveillance data with results of social research, is needed in order to fully 

understand the gender difference arising in this study’s results and the specific sexual 

health related needs of this study’s target community (Aral, 2002; O. Davidson et al., 

2002; Wellings & Cleland, 2001). 

7.5.1.7 Unwanted sex  

The frequency of self-reported unwanted sexual encounters in this current study 

(33.1%) was similar to the 4
th

 NSASSSH results (32%) (Smith et al., 2009) but was 

greater that the results reported in the  5
th

 NSASSSH (25%) (Mitchell et al., 2014).  

Participants in this study and both NSASSSH editions identified pressure from partners 

as the most common reason for their unwanted sexual experiences (Mitchell et al., 

2014; Smith et al., 2009).  The influence of alcohol (7.7%), on the other hand, was 

considerably lower in this study compared to the 4
th

 NSASSSH results (17%) (Smith et 

al., 2009).  Participants in this study did express concern about changing patterns of 

alcohol use.  Therefore, despite this positive disparity, the influence of alcohol on 

consensual and unwanted sexual behaviour may need consideration in future research.  

This is particularly so given the noticeable increase in students in the 5
th

 NSASSSH 

reporting unwanted sex as a result of being too drunk (48.9%) compared to the 4
th

 

NSASSSH (17.0%) (Mitchell et al., 2014; Smith et al., 2009).   

Being high on drugs as the reported reason for experiencing unwanted sex was slightly 

higher in this study (5.1%) compared to the 4
th

 NSASSSH results (3.8%); however, 

reports of being high had also risen considerably in the 5
th

 NSASSSH results (19.7%), 

suggesting patterns of drug use also need consideration in future research.  Another 

notable difference was the higher rates of unwanted sex resulting from perceived peer 

pressure in this study (33.3%) compared to both the 4
th

 (2.9%) and 5
th

 (12.9%) 

NSASSSH results, suggesting this study’s young participants are perceiving greater 

peer pressure to engage in sex compared to their secondary school peers.     

One may have expected many of the unwanted encounters reported in this study to have 

occurred prior to arrival in Australia given that 44.5% of the young participants reported 

time in refugee camps, an environment where sexual violence, especially against 

women, is a widespread problem (Allimant & Ostapiej-Piatkowski, 2011; Beswick, 
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2001; Pittaway & Bartolomei, 2001; Pittaway & Rees, 2006; Stark & Ager, 2011; 

Tankink, 2013; Ward & Vann, 2002).  Increased vulnerability to sexual violence 

associated with resettlement in a new sociocultural context (Allimant & Ostapiej-

Piatkowski, 2011; Pittaway & Bartolomei, 2001; N. Taylor & Putt, 2007) may explain 

why the majority of these encounters (77.3%) were reported to have occurred post 

arrival. 

Unwanted sexual encounters (34.4%) were higher among this study’s male participants 

compared to the female (28.9%), which is in contrast to the 4
th

 and 5
th

 NSASSSH 

results (Mitchell et al., 2014; Smith et al., 2009), other Australian research (de Visser, 

Smith, Rissel, Richters, & Grulich, 2003a; Fagan & McDonell, 2010; Smith et al., 

2009) and international studies exploring refugee gender violence (Pittaway & 

Bartolomei, 2001; Scott et al., 2013; Stark & Ager, 2011; Ward & Vann, 2002).  This 

disparity remains largely unexplained by this study.  Traditional normative engendered 

beliefs, fear of  moral judgement and stigmatisation, and past experiences of gender 

violence may have led to underreporting of unwanted sex by female participants (Jok, 

1999; Scott et al., 2013; Tankink, 2013).  Alternatively, male participants experiencing 

pressure to have sex, to prove the myth discussed earlier surrounding the strong sex 

drive and prowess of black males, may warrant further research (Birukila, 2012; 

Foeman & Nance, 1999; Kreager, 2008).  Previous research has suggested confusion 

associated with living within divergent sexual norms and behavioural expectations can 

lead to young male African migrants being perceived as sexually aggressive (Heus, 

2010).  This is unsupported by the results of this study.  However, fear of adverse 

community responses (Allimant & Ostapiej-Piatkowski, 2011; N. Taylor & Putt, 2007) 

arising from ongoing media representation and stereotyping of African youth as violent 

(Marjoribanks et al., 2010, July; R. White, 2009) may have resulted in reluctance to 

raise the gender violence issue.  Nonetheless, the gender disparities in unwanted sexual 

experiences warrant further investigation as any experience of forced or unwanted sex 

can lead to serious long-term health consequences, including increased incidence of 

substance abuse and sexual risk taking behaviours (Basile et al., 2006; Monroe et al., 

2005).  
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7.5.1.8 Talking about sex  

The percentage of participants in this study who discussed using condoms, avoiding 

pregnancy, and how to get sexual pleasure without intercourse with their partner was 

similar to that reported in the 4
th

 and 5
th

 NSASSSH (Mitchell et al., 2014; Smith et al., 

2009).  This is a worthwhile finding as it suggests partner communication and sexual 

negotiation, a strong motivator for increasing protective sexual behaviours such as 

condoms and contraception use (Ogle, Glasier, & Riley, 2008 ; Ryan, Franzetta, 

Manlove, & Holcombe, 2007; Whitaker, Miller, May, & Levin, 1999), is occurring 

among this study’s participants despite traditional beliefs and taboos associated with 

talking about sex.  Interestingly, despite African cultures generally discouraging women 

from talking about sex with partners (Omorodion et al., 2004), a higher percentage of 

young women in this current study reported discussing sex related topics with their last 

sexual partner compared to the male cohort.  This may be explained by the higher levels 

of knowledge found among this study’s female participants compared to the male 

participants, making them more aware and prepared to discuss these matters.  However, 

this gender disparity was also found in the 4
th

 and 5
th

 NSASSSH results (Mitchell et al., 

2014; Smith et al., 2009), suggesting young Sudanese Queensland women are adopting 

relationship behaviours congruent with what they perceive as norms with the Australian 

gender equal society.  

7.5.2 Alcohol and drugs use 

The number of younger participants in this study who self-reported they had drunk 

alcohol (27.1%) was very low compared to the 4
th

 NSASSSH results (80%) (Smith et 

al., 2009).  Therefore, it was not surprising there was also a lower respondents rate self-

reporting being drunk or high on drugs the last time they had sex (7.8%) compared to 

the 4
th

 NSASSSH results (24.2%).  Alcohol and drug use (especially commencing at a 

young age) is associated with increased sexual risk (Agius, Taft, Hemphill, 

Toumbourou, & McMorris, 2013; Rashad & Kaestner, 2004; Stueve & O'Donnell, 

2005).  Therefore, this pattern of alcohol consumption is a positive result from a sexual 

risk perspective.  However, given the influence of peer pressure and perceptions of 

Australia as having a drinking culture expressed by many of this study’s participants 

and others within the Queensland African community (Kahsay, 2011), it  needs to be 
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considered how this may contribute to changing alcohol related attitudes and sexual risk 

behaviours in the future.  

Culturally and linguistically diverse people generally have low rates of drug use 

compared to the Australian general population (Loxley et al., 2004).  This was certainly 

the case with marijuana use for this study’s younger cohort (4.8%) compared to the 5
th

 

NSASSSH results (18%) (Mitchell et al., 2014) and National figures (10.3%) 

(Australian Institute of Health and Welfare, 2011).  However, an important result from 

this study for further consideration is the percentage of 16-24 year old participants self-

reporting they had injected drugs (3.5%) compared to the 4
th

 NSASSSH results (1.7%) 

(Smith et al., 2009).  Information about injecting drug use was not contained in the 5
th

 

NSASSSH 2013 report (Mitchell et al., 2014), so it is difficult to determine if injecting 

drug use among young school attending Australians has changed.  Nonetheless, this 

disparity warrants future exploration.  

Some African cultures include the use of cannabis within traditional practices, although 

the use of other illicit drugs and the injection of substances remain low in Africa 

(Acuda, Othieno, Obondo, & Crome, 2011).  Nonetheless, refugee background people, 

in particular those with a history of trauma, have long been considered vulnerable in 

relation to illicit substance use (Sowey, 2005; Stewart, 1996).  Substance use is 

emerging as an issue of concern among many new settlement communities in Australia, 

including those originating from African nations (Gifford et al., 2009; Horyniak et al., 

2012).  Therefore, despite the low use of alcohol self-reported by this current study’s 

cohort, further exploration of the behavioural motivators influencing alcohol and illicit 

substance use and the associated potential STI, HIV, and other blood borne viruses’ risk 

is needed for this group.  This is particularly so given over a third of this study’s 

younger participants with a history of injecting drugs self-reported sharing injecting 

equipment. 

7.5.3 Sexual health information 

The percentage of 16-24 year old participants in this study who self-reported they had 

sought sexual health information was a positive finding despite the percentage being 

low (61.6%) in comparison to the 4
th

 NSASSSH results (88%) (Smith et al., 2009).  The 
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participants’ low perceptions of risk and poor awareness of STI related consequences 

may be contributing to this disparity (Brannon & Feist, 2007; Champion & Skinner, 

2008; Facente, 2001).  However, it may also reflect a general reluctance and/or fear to 

access information given the normative beliefs and taboos associated with talking about 

sex discussed earlier in this chapter.  The majority of young people participating in this 

current study, as with previous Australian research involving refugee background youth, 

identified perceptions of shame, embarrassment, and stigma as key barriers to accessing 

sexual health information (McMichael, 2008; McMichael & Gifford, 2009).  A 

perceived lack of culturally appropriate sexuality information and education was also 

thought to be creating barriers.  Interestingly, the percentage of young people accessing 

information in this current study was similar to that reported in a study by Fagan and 

McDonell (2010) involving Australian Aboriginal and Torres Strait Islander youth; a 

population known to have limited access to appropriate health services (G. C. Miller et 

al., 2003) and similar low levels of STI and HIV knowledge and perceptions of risk 

(Fagan & McDonell, 2010).  This supports the need for this study’s target population to 

be considered a priority population in regards to sexual health initiatives.   

Where participants in this study accessed information varied from the 4
th

 NSASSSH 

results (Smith et al., 2009), suggesting these groups of young people may experience 

different barriers and/or motivators to accessing such information.  In this study, doctors 

were the most commonly used (46.3%) and most highly trusted source of sexual health 

information.  In the 4
th

 NSASSSH, doctors were less frequently used (39%) and 

mothers were the most frequently used source (56%) (Smith et al., 2009).  This is in 

contrast to this study’s results where mothers (21.4%) and fathers (16.6%) were among 

the least used sources.  The disparity in parental involvement is not surprising given the 

traditional beliefs against talking about sex related issues with parents.  The disparity in 

access to doctors remains unexplained.  Consistent with the 4
th

 NSASSSH results, 

school programs were among the top sources of sexual health information used by this 

study’s younger participants.  Consistent with results of the qualitative research by 

McMichael (2008) involving Victorian refugee background youth, the majority of this 

study’s participants considered schools to be the best place for sexuality education to 

occur.  Young people’s reluctance to involve parents in sexuality education is not 

unique to this study (Keys et al., 2008).  Nonetheless, the majority of this study’s 

participants thought involving parents and other adults such as elders and community 
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leaders would foster constructive intergenerational relationships and help both young 

people and their parents to develop the knowledge and skill necessary to make safe 

sexual decisions and parenting choices.  This concept is supported by previous research 

that shows parental involvement in sexuality education also reduces sexual risk taking 

among young people (Hutchinson & Wood, 2007; K. S. Miller et al., 2009; Ogle et al., 

2008 ; Whitaker et al., 1999).   

The frequency of internet use in this study (25.8%) was low in comparison to the 4
th

 

NSASSSH results (35.8%) (Smith et al., 2009); however, there was considerable 

concern expressed by this study’s older participants about the negative influence of the 

internet and other social media.  Interestingly, the 5th NSASSSH included a set of new 

items measuring internet, technology, and social media use (Mitchell et al., 2014).  The 

results indicate a considerable increase in the use of internet websites for sexual health 

information (43.6%).  The results also show that the majority of this representative 

sample accessed some form of digital technology such as Facebook at least once a day 

and participated in the sending and/or receiving of sexually explicit text messages, 

photos, or videos of themselves or others (Mitchell et al., 2014).  These findings support 

other research findings indicating young people, including newly arrived refugee 

background youth (McMichael, 2008), are increasingly using social media and other 

forms of online and digital technology as a means of accessing sexual health 

information (Ahern & Mechling, 2013; Byron, Albury, & Evers, 2013; Chapin, 2000; 

Evers, Albury, Byron, & Crawford, 2013; Mitchell et al., 2014).  The majority of this 

study’s older participants expressed concern about the lack of parental ability to censor 

or control information accessed from the internet, along with other forms of electronic 

communication and digital technology.  The use of these new technologies did not arise 

as a point of discussion or concern among this study’s younger participants; 

nonetheless, it is reasonable to expect the use of these new technologies to increase with 

time for this study’s cohort.  These media can be a source of positive sexuality 

messages, but the potential for exposure to harm and intergeneration conflict needs 

consideration in future sexual health initiatives (Ahern & Mechling, 2013; J. D. Brown, 

Keller, & Stern, 2009).  
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7.5.4 Sexual health care and HIV testing 

Consistent with previous Australian research involving refugee background youth 

(McMichael, 2008), the majority of this current study’s 16-24 years olds survey 

participants reported that the local doctor was the service of choice for sexual health and 

contraception care.  Previous research, suggests refugee and migrant groups generally 

have limited knowledge of available services and lacked confidence to access western 

style health systems on resettlement in host countries (Commonwealth of Australia, 

2007; N. Davidson, Skull, Burgner, et al., 2004; N. Davidson, Skull, Chaney, et al., 

2004; Kizito, 2001; Sheikh-Mohammed et al., 2006).  Therefore, despite the majority of 

this current study’s younger participants indicating they would attend a doctor or 

specialist sexual health clinic if needed, it is reasonable to posit they may lack the 

knowledge and skill to do so.  

The perceptions of shame and stigma associated with HIV and sexual health related 

issues expressed by the majority of this study’s participants may serve as a further 

deterrent to their willingness to access specialist sexual health services (Cunningham, 

Kerrigan, Jennings, & Ellen, 2009; Fakoya, Reynolds, Caswell, & Shiripinda, 2008).  

Culturally and linguistically diverse populations, including those of refugee and African 

background, experience substantial challenges accessing health care, including 

language, financial constraints, and concern about the cultural competence of the health 

care provider (Guirgis, Nusair, Bu, Yan, & Zekry, 2012; Henderson & Kendall, 2011; 

Sheikh-Mohammed et al., 2006).  Further research is needed to elicit possible strategies 

to overcome the added challenges associated with sexual health and HIV related 

normative beliefs and perceptions of shame specific to this study’s target population.  

This is particularly important given the emerging issue of late HIV diagnosis among 

African Australians (Lemoh et al., 2009; McMahon & Ward, 2012). 

The percentage of 16-24 year old participants in this current study who self-reported 

they had been tested for HIV was very high (31.0%) in comparison to the 4
th

 NSASSSH 

results (3.4%) (Smith et al., 2009).  This disparity may be attributed to Australian 

refugee and migrant visa health assessment requirements.  However, with 13 years the 

mean age of arrival for this current study’s survey participants, it is important to note 

many would not have been tested as part of visa testing requirements.  HIV testing is 
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not mandatory, pre- or post arrival, for under 15 year old refugees or migrants unless 

they are being adopted, have a history of blood transfusion, or are clinically 

symptomatic (Australian Federation of AIDS Organisations Inc, 2011; Commonwealth 

of Australia, 2013c, 2013d).  Therefore, patterns of HIV testing reported by this study’s 

participants may reflect an assumption of prior HIV testing owing to the poor 

understanding of visa entry requirements discussed earlier in this chapter.  

Alternatively, it may also indicate increased HIV testing being offered by health care 

professionals based on epidemiological evidence and awareness of this population’s 

increased HIV risk (Lemoh et al., 2010; The Kirby Institute, 2013a).  Despite the 

perceived lack of HIV risk reported earlier in this chapter, more young Sudanese 

Queenslanders are seeking HIV testing compared to their contemporary secondary 

school peers.   

HIV testing rates in Australia are high in comparison to many other countries (Bell, 

Waddell, & Chynoweth, 2013; Commonwealth of Australia, 2010).  However, a lack of 

evidence in relation to specific Sudanese ethnicity data in national HIV testing trends 

and undiagnosed HIV infections (The Kirby Institute, 2013b) makes it difficult to draw 

any conclusion regarding this disparity or to make a comparison with national figures.  

Results of this study suggest HIV testing among the Queensland Sudanese community 

is moving towards the rates among gay men (60%) and people with a history of 

injecting drugs living in Australia (50%) (The Kirby Institute, 2013b).  With African 

Australian communities already over represented in new and late HIV diagnoses in 

Australia (Lemoh et al., 2010; The Kirby Institute, 2013a), increased access to testing 

should be a priority for this group, particularly as early detection of HIV reduces 

onward HIV transmission and improves the long term prognosis and quality of life of 

those living with HIV (Bell et al., 2013).   

Participants in this current study considered people in their community were unwilling 

to seek HIV testing or medical care due to fear of social isolation, shame, 

discrimination, and visa rejection.  Sudanese men who have sex with men may also 

resist testing due to the added fear of the sociocultural consequences associated with 

same sex behaviours (Abu-Raddad et al., 2010).  Previous research also suggests 

African background migrants resist HIV testing as they fear reinforcing beliefs of HIV 

as a ‘black’ person’s disease, thereby further categorising or labelling them in a manner 
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that increases risk of discrimination (Heus, 2010).  Fear may also contribute to a failure 

to disclose risk related behaviours and HIV status when it is important to do so (Barrett 

& Mulugeta, 2010; Fakoya et al., 2008; Persson, 2012; Persson & Richards, 2008), such 

as with new partners and pregnancy.   

The strong link between HIV and cultural and religious doctrines of sin, fear, shame, 

blame, promiscuity, and behaviours considered immoral, sinful, taboo, or wrong 

expressed by this study’s participants is not uncommon among mainstream Australians 

(Persson & Richards, 2008) or Sudanese and other Sub-Saharan communities in a range 

of other countries (Barrett & Mulugeta, 2010; Fakoya et al., 2008; Foley, 2005; B. Y. 

Holt et al., 2003; Mbonu, van den Borne, & De Vries, 2009; R. Palmer et al., 2009; 

Worth, Denholm, & Bannister, 2003).  Nonetheless, these beliefs and associated fears 

need to be understood in relation to potential barriers to HIV testing (Heus, 2010) and 

the specific sociocultural context of Sudanese Queenslanders.  Visibly different 

individuals and communities (such as this current study’s target community) already 

experience discrimination and negative stereotyping in Australia based purely on their 

appearance (Colic-Peisker, 2009).  Delays in HIV testing and accessing sexual health 

care need to be addressed, but this needs to be accomplished in a manner that does not 

expose this community to further discrimination and negative stereotyping.   

7.6 Influencing Factors  

Factors perceived by this study’s participants to be influencing sexual health related 

knowledge, attitudes, and behaviour included traditional Sudanese sociocultural 

normative beliefs and behavioural expectations, perceived Australian norms including 

freedom, gender equity, and sexual openness, access to information and education, 

confidence, and peer pressure, particularly from Australian friends.  Many of these 

factors are consistent with previous Australian (Hebbani et al., 2009; McMichael & 

Gifford, 2009, 2010; Poppitt & Frey, 2007) and international research involving 

Sudanese background refugee and migrant communities (Birukila et al., 2013) and 

determinants of behaviour within the well-established theoretical framework 

underpinning this study (Fishbein, 2000).  The aim of this study was to allow the 

researcher to draw inference with some degree of validity, reliability, and 

generalisability about the factors participants perceived to be influencing their sexual 

health knowledge, attitudes, and behaviours (Creswell, 2014; Creswell & Plano-Clark, 
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2007).  Understanding and incorporating factors perceived as important to the 

individual and the broader community into future sexual health education and 

prevention strategies fosters community engagement and cultural appropriateness 

(Fishbein, 2000; Godin et al., 2008).  The effectiveness of these sexual health initiatives 

is enhanced further if they are supported by theory and evidence such as the results of 

this study. 

7.6.1 Length of time in Australia and age of arrival 

Time since arrival in Australia was the only independent variable found to have a 

statistically significant effect on any of the dependent variables explored in this study (p 

< .001).  Higher levels of STI and HIV knowledge associated with increased time living 

in Australia are not surprising given length of time exposed and integrated to a new 

community’s social, cultural, and environmental norms and beliefs is a well-established 

determinant influencing change within the acculturation theory (Berry, 1997, 2005; 

Berry et al., 2006).  Nonetheless, this is a positive result of this study as access to 

information is a prerequisite to changing behaviour and reducing negative sexual health 

outcomes (Kang et al., 2010; Kirby et al., 2007).  Previous longitudinal research, of 

which 52% of participants were born in Sudan, found a statistically significant increase 

over time in risk behaviours such as drinking alcohol, gambling, and smoking among 

refugee background youth settling in Australia (Gifford et al., 2009).  This was not 

supported by this study’s statistical analysis; however, it is consistent with what the 

majority of this study’s interview and FGD participants perceived to be happening.  The 

majority of younger participants perceived change as a normal transition to life in 

Queensland; however, older participants considered many of the changes were causing 

cultural disconnectedness and were having a negative effect on the sexual behaviours of 

young community members.   

Age of arrival, while not statistically significant, was also thought by the majority of 

participants to be having a strong influence on how young people adjusted and/or 

behaved sexually within their new sociocultural and environmental context.  Older 

participants considered those arriving to Australia during their adolescent years were the 

most vulnerable as they lacked embedded traditional cultural competence and maturity 

to make culturally appropriate choices.  In contrast, younger participants thought this 
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group’s vulnerability related to their lack of sexual health knowledge.  Regardless of 

these divergent beliefs, all participants agreed sexuality interventions needed to 

commence early on arrival regardless of age, rather than wait for young people to seek 

out information independently, often when too late.   

7.6.2 Culture and religion 

The majority of 16-24 year old participants in this study agreed culture and religion 

affected their sexual health related knowledge, attitudes, and behaviours, which is 

consistent with previous research (de Visser et al., 2006; R. Palmer et al., 2009).  Older 

participants considered these traditional sociocultural beliefs and behavioural 

expectations to be protective, as they were perceived to have a regulatory effect on 

behaviour (Lammers et al., 2000; Little & Rankin, 2001; Manlove et al., 2006).  

However, younger participants considered traditional sociocultural normative beliefs 

did not prepare them or their parents to address the realities of their life in Queensland.  

Parents and families have a strong positive influence on developing attitudes and beliefs 

(Tinsley, Lees, & Sumartojo, 2004).  Nonetheless, younger participants considered that 

their parents, in trying to enforce traditional attitudes and beliefs, were potentially 

increasing the younger people’s sexual vulnerability as their parents were largely 

unaware of the challenges they, the young, faced within their new sociocultural context 

and environment.  For example, the majority of younger participants in this study 

identified the belief “If you talk [sex]…they will do it.” (FGD 3, p. 1) held by parents 

was a barrier to learning about sexual health and safety.  As discussed previously, early 

open factual parent-child communication about sex and the factors influencing young 

people’s behavioural intent can have a positive effect on sexual health outcomes 

(Hutchinson & Wood, 2007; Ogle et al., 2008 ).  This study’s participants suggest both 

parents and young people need early access to information about traditional Sudanese 

and Australian normative beliefs and behavioural expectations as a means of decreasing 

intergenerational conflict and cultural confusion.  They also suggest these initiatives 

need to include opportunity for open mutually respectful intergenerational discussion 

about divergent sociocultural attitudes and beliefs, along with the realities and 

challenges faced by each generation learning to live in the Queensland context.  
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7.6.3 Freedom of living in Australia 

The majority of participants in this study identified freedom, safety, and opportunity as 

important desired outcomes of living in Australia.  Similar to previous Australian 

research (Hebbani et al., 2009; McMichael & Gifford, 2009, 2010; Poppitt & Frey, 

2007), the freedom of youth in Australia was considered one of the foremost factors 

having a negative influence on the sexual behaviour of the younger community 

members.  Perceptions of young people acculturating at a faster rate compared to their 

parents and other adults within the broader Sudanese community are not unique to this 

study (R. Palmer et al., 2009; Poppitt & Frey, 2007).  Nonetheless, the majority of 

participants considered this disparity a key contributing factor to the intergenerational 

confusion and conflict arising from the young people’s desire and/or expectation of 

more freedom and their changing patterns of sexual behaviours.  While acculturation to 

a new social context does not necessarily result in behavioural change or a cultural 

disconnect from traditional ways (Poppitt & Frey, 2007), the majority of this study’s 

participants considered the freedom of youth was the key factor contributing to the 

perceived increasing rates of pregnancy, changing patterns of relationships and sexual 

behaviour, and changing traditional family structures and parenting roles.  

Previous Australian (Ebbeck & Dela Cerna, 2006; Hebbani et al., 2009) and 

international (Este & Tachble, 2009) research involving Sudanese participants provides 

credence to the concern and anger expressed by this study’s older participants towards 

the influence this perceived freedom and rights for youth were having on their parent-

child relationship and authority.  They considered the Australian legal and social 

support systems promoted this freedom and limited their ability to parent and discipline 

their children according to their normative beliefs.  Of particular concern was the 

perceived right of young people to live independently with Government social and 

financial support “government give them [children] money ….they don't listen to 

[parents] ….don't want to live with you...we can’t control” (FGD 2, p. 25).  Many of 

this study’s older participants considered this system was contributing to young people 

disconnecting from traditional norms and behaving in a manner not considered 

acceptable.   
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The majority of this study’s participants considered disparities between traditional 

Sudanese parenting norms and those considered normative by Australian society and 

law were creating parental confusion, frustration, and intergenerational distress, a 

finding not unique to this study (Ebbeck & Dela Cerna, 2006; Hebbani et al., 2009).  

Older participants suggested the perceived loss of parental control over relationships, 

dating, and the sexual behaviours of their children was a particular point of concern that 

needed to be addressed.  All participants agreed parents needed support and guidance on 

how to address behaviours that deviate from their expected norms within these new 

parenting paradigms and sociocultural and legal contexts.  This was particularly 

important if the parents had no access to the traditional extended family networks post 

resettlement and were solo parenting rather than being one of an adult collective sharing 

the responsibility and challenges of disciplining and protecting (Ebbeck & Dela Cerna, 

2006; Savic et al., 2013). 

7.6.4 Peer pressure 

Statistical analysis found friends had the least perceived effect on how this study’s 16-

24 year old survey participants thought about sex compared to the influence of parents, 

culture, and religion.  The majority of interview and FGD participants perceived peer 

pressure, particularly from Australian friends, as a key factor influencing young 

people’s choices to engage in sexual behaviour discordant with traditional normative 

behavioural expectations.  New arrival communities often have misconceptions about 

what is normal or expected behaviour within their new society due to the influence of 

the media and their limited exposure to Australian family and adolescent relationships 

(Australian Human Rights Commission, 2010a).  Misconceptions about the level of 

sexual freedom experienced by other young Australians may, therefore, be contributing 

to perceptions of peer pressure to have sex in order to fit in (Skinner, Smith, Fenwick, 

Fyfe, & Hendriks, 2008).  Considering the poor levels of knowledge and perceptions of 

low risk identified among this study’s younger participants, these misconceptions may 

also be placing this group of young people at further sexual risk.  This again supports 

the need for sexual health interventions to include information about Australian 

normative beliefs and behavioural expectations, along with accurate information about 

the sexual initiation and behaviour patterns of young people in Australia.  
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7.7 Relationship of Findings to the Theoretical Framework 

As discussed earlier within Chapter 2, the Integrated Behavioural Model (IBM) by 

Fishbein (2000) has been used successfully in a number of previous studies exploring 

sexual behaviour and in the development of effective interventions such as HIV 

prevention and condom use from a cross-cultural context (Fishbein, 2000; Kasprzyk et 

al., 1998; Montaño & Kasprzyk, 2008).  Developing an intervention was beyond the 

aim and scope of this study’s purpose; nonetheless, the IBM provided an organised, 

well-established framework to explore the complex interaction of intrinsic and extrinsic 

social, cultural, and environmental factors known to influence behavioural intent and to 

predict sexual behaviour (Brannon & Feist, 2007; Fishbein, 2000; Fishbein & Yzer, 

2003; Montaño & Kasprzyk, 2008; Noar, 2007b; Yzer, 2012).  The IBM also provided 

flexibility to incorporate external variables and sociocultural factors unique to the 

contextual perspective of this study’s target population.  This included factors such as 

cultural identity, acculturation level, and age of arrival and length of time since 

resettlement, which emerged during the initial review of literature and Phase 1 

community consultation.  Using the IBM constructs in combination with these unique 

factors to guide data collection and analysis elicited an in-depth understanding of the 

beliefs that determine behavioural outcomes relevant to the participants being 

investigated (Montaño & Kasprzyk, 2008).  Using a well-established theoretical model 

known to effectively predict behavioural intent from the sociocultural context of the 

target population means this study’s results are ideally placed to inform future 

development of effective behavioural change interventions and health messages.  

The constructs knowledge, attitudes and beliefs, and confidence drawn from the IBM 

behavioural determinates were used consistently throughout this study from formulation 

of the research questions through to the development of the data collection tools and 

data analysis plan.  Applying these constructs, used successfully to explore sexual 

health related behaviours in a range of previous Australian and international research 

involving youth and communities of Sudanese origin (Agius et al., 2010; Asante, 

Körner, McMahon, Sabri, & Kippax, 2009; A. D. Burgoyne & Drummond, 2008; 

Drummond et al., 2008; Fagan & McDonell, 2010; Grulich, de Visser, Smith, Rissel, & 

Richters, 2003; Larkins et al., 2007; Lazarus et al., 2006; Moukhyer et al., 2006; 

Tompkins et al., 2006), also enabled this study’s results to be analysed and presented in 
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a manner that facilitated ready comparison with results from other behavioural theory 

informed studies.  

This current IBM supported study provides a contextualised description of sexual health 

related factors from the perspective of its participants.  Sexual health and HIV 

interventions developed using results of studies grounded in behavioural theories such 

as the IBM are effective in changing attitudes and targeted behaviours (Albarracín et al., 

2005; Albarracín et al., 2001; Fishbein & Pequegnat, 2000; St Lawrence & Fortenberry, 

2007; Yzer, 2012).  The objective of this exploratory descriptive study was not to 

develop an intervention or to change behaviours.  Nonetheless, it provided invaluable 

results to guide the development of future behavioural theory based interventions 

tailored to the contextualised needs of this study’s target community. 

7.8 Limitations 

One of the strengths of this study was the combination and convergence of qualitative 

and quantitative datasets.  A particular challenge of this study was conducting cross- 

cultural research on a sensitive topic with young people and adults from a small 

community in a way that captured their experience in a culturally safe and 

methodologically sound manner.  Some of the methodological, ethical, and logistical 

challenges of this study and the steps taken to neutralise these issues have been outlined 

in the published article included in Chapter 2.  However, like other research, there are 

limitations of this study.   

Firstly, non-probability convenience sampling was used for both the quantitative and 

qualitative strands of this research.  This approach was chosen as the most culturally 

and methodologically appropriate for this research (Ahmed et al., 2001, November; 

Bloch, 2007; Schofield, 2004); however, some caution needs to be taken when 

interpreting the findings.  The dominance of South Sudanese and Christian participants 

limited the ability to generalise this study’s findings to those originating from the 

Republic of Sudan and/or those practising Islam.  Nonetheless, the combination of 

snowball and quota sampling with multiple active strategies of recruitment resulted in a 

sample reflective of the characteristics of the ethically and socially heterogeneous South 

Sudanese communities (Cassity & Gow, 2005) in Queensland (Queensland 
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Government, 2011) and Australia (Lucas et al., 2011).  Care needs to be taken in 

generalising this study’s findings to the wider Queensland and Australian Sudanese 

populations.  Nonetheless, the results provide a valid and reliable insight into the sexual 

health of this these communities.   

Secondly, the use of English for both the written survey and qualitative data collection 

may have favoured those with good English language and literacy skills.  Data 

collection conducted in English may not have been optimal.  However, consultation 

with the reference group members suggested English was widely spoken in South 

Sudan and the majority of the target population would have English proficiency levels 

suitable for involvement.  Access to an independent interpreter to ensure impartial, 

accurate, and confidential interpretation and understanding of the information (Kizito, 

2001) was offered to negate this limitation but was declined by all participants during 

qualitative data collection.  The peer recruiters were given privacy and confidentiality 

training prior to employment and were used as a first preference if clarification was 

sought in dialect during survey data collection, thus increasing the opportunity for 

recruitment of young people with lower English levels who might otherwise have been 

excluded. 

The use of English may have also resulted in the loss of subtleties of meaning and 

limitations in the capture of the target community’s experiences (Temple, 2005; Temple 

& Edwards, 2006).  The primary researcher was not Sudanese or bilingual and this may 

have also influenced the collection and interpretation of the data (Connell et al., 2004).  

Ongoing cultural advice and guidance from the study’s reference group and peer 

recruiters provided insight into the target community’s norms and nuances which 

assisted in negating this issue.  The principal researcher’s personal experience of living 

in Sudan and working with the Queensland Sudanese community post settlement meant 

that, while an outsider, she had knowledge and understanding of traditional Sudanese 

sociocultural norms and the community’s pre- and post arrival experiences.  This 

facilitated the development of an open trusting relationship and the researcher being 

positioned as an outsider with insider knowledge by the community, thus further 

negating the issue of lost meaning and context (Liamputtong, 2010; O'Connor, 2004; 

Ogilvie et al., 2008).  This also went some way in addressing potential response biases, 

the third limitation of this study.  
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Collecting data on socioculturally  sensitive attitudes and behaviours such as sexual 

health and behaviour can create varying degrees of willingness to participate, speak 

freely, and respond accurately (Fenton et al., 2001).  Conducting such research can 

potentially result in over and/or under reporting of sex practices, unreliability of 

retrospectively gathered data, and discrepancy between self-reported and actual 

behaviour (Baum, 2008; Dariotis et al., 2009; Hassan, 2006; O’Sullivan, 2008; Polit & 

Beck, 2012; Stocké & Hunkler, 2007).  Perceptions of sensitivity, stigmatisation, and 

privacy make it difficult to achieve true accuracy when collecting data on sensitive 

topics, no matter what methodological approach is used (Stone, Catania, & Binson, 

1999; B. White, Day, & Maher, 2007).  In this study’s survey strand the percentage of 

participants reporting they were ‘not sure’ about individual item responses (range: 13.5-

34.5%) and the percentage of missing data in items pertaining to sexual behaviour 

(maximum 14%) may be attributed to a reluctance to answer socially or culturally 

sensitive questions.  However, it may also be reflective of respondents’ knowledge 

levels, English literacy skills, and even their lack of interest or boredom in completing 

the questions despite voluntarily agreeing to participate (Gallagher, 2009).  The range of 

‘not sure’ responses was similar across all domains of the survey and analysis of non-

responders and ‘not sure’ characteristics detected no discernible or coherent pattern to 

the missing data.  

Social desirability response bias may have contributed to the under reporting of sexual 

behaviours, especially among the women in this study (Dalton & Ortegren, 2011; 

Fenton et al., 2005; Polit & Beck, 2012).  However, the use of a self-administered 

survey instrument in this study maintained participants’ perceptions of privacy, 

confidentiality, and anonymity and assisted in increasing comfort to accurately self-

report (Smith & Pitts, 2007; B. White et al., 2007).  It is also proposed that, due to the 

issues of reliability around self-reporting of sensitive topics collected in the survey 

phase (Dariotis et al., 2009; O’Sullivan, 2008), convergence and triangulation of the 

three primary datasets strengthened the reliability and validity of findings and prevented 

over reliance on one source of information (Fenton et al., 2001; Power, 2002).  

Triangulation of this study’s findings with the NSASSSH results further enhanced the 

validation of findings (Mitchell et al., 2014; Smith et al., 2009).  The development a 

level of mutual trust and rapport between participants and the researcher that facilitated 

the open candid sharing of information in a relaxed and safe environment (Dean et al., 
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2012; Holloway & Wheeler, 2010), the use of peer recruiters, and the primary 

researcher’s insider knowledge also went some way to increasing the participants 

comfort in sharing information and addressing the issue of social desirability response 

bias (Elliott et al., 2002; O'Connor, 2004; Ogilvie et al., 2008).  

From a methodological point of view, the significant relationship between the length of 

time participants had lived in Australia and knowledge levels found in this study 

suggests conducting a longitudinal study may provide greater understanding of how 

time and other variables influence the sexual health knowledge and related behaviours 

of the Queensland Sudanese community (Polit & Beck, 2012).  Conducting STI testing 

to determine actual STI prevalence in conjunction with the behavioural survey and 

qualitative data collection methods conducted in this study might have also strengthened 

the understanding of the Queensland Sudanese community’s sexual health needs 

(Dariotis et al., 2009; Fenton et al., 2001; Wellings & Cleland, 2001).  However, while 

collecting such data would have addressed an identified gap in state and National data 

and enabled assessment for potential discrepancy between self-reporting and actual 

clinical status (Dariotis et al., 2009), the complexity of adding a biological component 

was beyond the scope of this current study.  

Finally, although all components of this study’s survey instrument had been used with 

other young people including those from culturally and linguistically diverse 

backgrounds living in Australia, and was reviewed for cultural and English level 

suitability by this study’s RG and peer recruiters, the individual survey items and scales 

were not developed and validated for Sudanese populations.  Nonetheless, the 

instrument was congruent with this study’s theoretical framework, provided a 

comprehensive assessment of the constructs being explored within this study’s research 

questions, and enabled direct comparison of results with the NSASSSH results 

(Mitchell et al., 2014; Smith et al., 2009).  Caution needs to be taken when interpreting 

the comparison of this study’s results with those of the NSASSSH due to disparities in 

age ranges and characteristics among the samples and minor item variations within the 

survey tools.  Nevertheless, the result was an understanding of the noteworthy parallels 

and points of difference between the young people involved in this study and a 

representative sample of their contemporary Australian peers (Agius et al., 2010).  
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7.9 Summary 

By using a combination of qualitative and quantitative approaches, this study aimed to 

explore sexual health knowledge, attitudes, and behaviours from an intergenerational 

perspective.  Conducted in partnership with the target community and guided by the 

IBM theory, results of this study provided contextualised understanding of the key 

behavioural, normative, control, and efficacy beliefs, perceived by the participants to 

affect the sexual health and well-being of their community.  The IBM theory recognises 

that interventions and health messages are more effective when designed from the 

context and perspective of the target population  (Yzer, 2012).  Therefore, this study has 

developed understanding and awareness of the key behavioural variables and salient 

issues to target in future interventions and research.  

It is apparent there are divergent and changing sexuality related attitudes and norms 

across the generations.  The young people acculturating at a faster rate compared to the 

adults explains in part the differences in attitudes and beliefs and what is perceived as 

acceptable behaviour.  Despite the anecdotal concerns expressed by the Queensland 

Sudanese community about what they perceive as unacceptable ‘bad’ behaviour of 

young people, the young participants in this study generally reported good sexual 

health, a willingness to seek out information, and awareness of the intergenerational 

issues facing young immigrant people and their families.  It is also important to 

acknowledge the behaviour of this current study’s participants was not so different to 

that of their contemporary Australian secondary school peers as to cause undue alarm or 

public health concern.  However, there are a few notable issues for concern and further 

investigation, such as the low levels of knowledge and risk perception, rates of 

pregnancy and STI reported among young women, anal sex practices, and 

intergenerational differences in perception and acceptance of Australian norms and 

laws.  In the final chapter, these issues of concern are discussed in relation to their 

implications for practice, sexual health initiatives, education, and future research.  
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Chapter 8 Conclusion and Recommendations 

8.1 Introduction 

The purpose of this study was to explore the sexual health knowledge, attitudes, and 

beliefs of the Queensland Sudanese communities along with the self-reported patterns 

of sexual behaviours of the 16-24 year old community members.  The Integrated 

Behavioural Model (IBM) underpinning this study provided a well-established 

framework to guide exploration of these known determinants of sexual behaviour 

(Fishbein, 2000) and, in conjunction with the literature review, informed the 

development of this study’s nine research questions.  

1. What is the knowledge of the 16-24 year old Sudanese background youth in 

Queensland regarding sexually transmissible infections (STI) and HIV? 

2. What are the attitudes and beliefs of the 16-24 year old Sudanese background 

youth in Queensland regarding sexual health and behaviour? 

3. How confident are the 16-24 year old Sudanese background youth in 

Queensland communicating about sex? 

4. What are the self-reported patterns of sexual behaviour among the 16-24 year 

old Sudanese background youth in Queensland? 

5. What are the services used by the 16-24 year old Sudanese background youth in 

Queensland for sexual health information and health care? 

6. What are the knowledge, attitudes, and beliefs of the Queensland Sudanese 

community regarding sexual health and behaviours? 

7. What are the knowledge, attitudes, and beliefs of the Queensland Sudanese 

community regarding the sexual health and behaviour of the young community 

members? 

8. What are the sexual health related issues causing concern to the 16-24 year old 

Sudanese background youth and the broader Queensland Sudanese community? 

9. What do the 16-24 year old Sudanese background youth and broader 

Queensland Sudanese community perceive as factors that influence sexual 

health knowledge, attitudes, beliefs, and patterns of behaviours? 

In order for these research questions to be addressed, this descriptive multiphase study 

was conducted in collaboration with the Queensland Sudanese community using a 

convergent parallel mixed methods approach (Creswell, 2014; Creswell & Plano-Clark, 

2007; Teddlie & Tashakkori, 2009).  The resultant multilevel data provided a 
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multidimensional intergenerational understanding of the Queensland Sudanese 

community’s sexual health knowledge, sociocultural normative attitudes and beliefs, 

and the determinants perceived as key factors influencing the younger community 

members’ sexual decision making and behaviours.   

Calculating and achieving an adequate sample size for this study posed some 

challenges.  Nonetheless, conducting the research in collaboration with the target 

community using a combination of methods and active recruitment strategies overcame 

these methodological and logistical challenges and allowed for the recruitment of an 

adequate sample (N = 248).  The peer recruiters were pivotal to the successful 

recruitment to the Phase 3 survey ensuring, at the 95% confidence level, the sample (n = 

229) was within +/- 0.05 accuracy of the population proportion (Reaves, 1992).  At the 

same time, no unrealistic demands were placed on the community during the 12 month 

recruitment period (Dean et al., 2012).   

The Integrated Behavioural Model underpinning this study has been widely used to 

explore health related behaviours in a variety of sociocultural context (Fishbein, 2000).  

The successful completion of this study supports the value of conducting research 

informed by this established IBM theory, which was used without the need for 

modification.  This study is the first of its kind in Australia and provides much needed 

behavioural theory based evidence to inform practice, education, and prevention 

strategies.  This chapter highlights the major findings of this study and outlines how 

conclusions drawn from this research contribute to the existing body of literature 

regarding sexual health, with suggestions for practice, education, and future research. 

8.2 Outcomes of Study and Contribution to Knowledge 

The Queensland Sudanese community’s concern regarding young community members 

engaging in culturally inappropriate sexual behaviour was a precursor to the 

undertaking of this study.  Results of this study provide a description of the 16-24 year 

old participants’ patterns of sexual behaviour and suggest the sexual behaviour of some 

young people is divergent from what the older participants perceive as culturally 

appropriate and acceptable.  For example, the results of this study confirm a number of 

young participants are having sex before marriage.  However, it is important to 
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acknowledge that this study’s results suggest the young people participating in this 

study are in relatively good sexual health and have similar patterns of sexual activity to 

their age comparable secondary school Australian peers (Agius et al., 2010; Mitchell et 

al., 2014; Smith et al., 2009).  The substantially older age of sexual début and lower 

number of sexual partners in the last 12 months among this study’s participants 

compared to the National Survey of Secondary Student and Sexual Health (NSASSSH) 

cohort is a positive protective factor that may be attributable to the regulatory effect of 

traditional Sudanese sociocultural normative beliefs.  These traditional beliefs may also 

contribute to the overall low levels of sexual risk taking behaviour suggested by this 

study’s aggregated sexual risk behaviour score results.  These patterns of low sexual 

risk are a positive finding; nevertheless, outcomes from this study do provide some 

cause for concern in regards to the sexual vulnerability and behaviours of this group.  

A result of concern was the low levels of sexual health knowledge self-reported by this 

study’s younger participants compared to their Australian secondary school age peers.  

These low levels of sexual health literacy suggest the well-established sexual 

vulnerability of refugee youth continues post settlement for young Sudanese 

Queenslanders.  These low levels of sexual health literacy are particularly concerning 

when combined with other results from this study.  For example, results of this study 

suggest the younger participants’ have a low perception of STI risk and a negative 

attitude towards condoms and contraception, along with a self-reported  pattern of  anal 

sex practices, unwanted sex, and sex leading to pregnancy and/or an STI diagnosis that 

needs further investigation.  Their belief that HIV is not a problem in Australia also 

raises concern regarding their perceived and actual risk of HIV exposure.  

Sudan is generally considered a conservative society with strong sociocultural and 

religious founded attitudes and beliefs around sexuality (Mohamed & Mahfouz, 2013).  

Therefore, it is not surprising this study’s results identified sexual health as a culturally 

sensitive taboo topic and older participants are concerned about changing patterns of 

sexual behaviour and relationships.  It is also not surprising that these sociocultural 

driven normative beliefs were perceived by many participants to have an ongoing 

influence post arrival on their sexual health knowledge, attitudes, and behaviour 

including their willingness to use condoms and hormonal contraception and their ability 

to openly discuss sex, particularly with parents.  Divergent attitudes and beliefs between 
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young people and adults participating in this study were also not unexpected given the 

participants’ varying ages, stages of acculturation and exposure to multiple cultures 

during their migration journey.  Nonetheless, results of this study suggest these differing 

attitudes and beliefs are a strong precursor to the intergenerational discord occurring 

within the Queensland Sudanese community.  Results of this study suggest young 

people and their parents experience confusion and conflict post settlement as the young 

people more readily adopt and adjust to the Australian sociocultural norms.  This is not 

a unique result (Hebbani et al., 2010; Khawaja & Milner, 2012; Khawaja et al., 2008; 

Poppitt & Frey, 2007); however, this study’s results suggest varying intergenerational 

perceptions, interpretations, and acceptance of Australian normative sexual beliefs and 

behavioural expectations - such as the belief all young Australians have sexual freedom 

and the right to act independently of parental control – is one of the leading causes of 

this familial discord.  In this study, this perceived sense of freedom was also considered 

the key factor contributing to young people adopting patterns of sexual behaviour 

divergent from traditional normative behavioural expectations.   

Participant’s self-reported a willingness to seek out sexual health related information 

and data analysis indicate there was a statistically significant increase in STI and HIV 

knowledge over time post arrival in Australia.  Nonetheless, this study’s results indicate 

access to sexual health information, education, and care needs to be given priority.  This 

is particularly so given the self-reported rates of sex leading to an STI or pregnancy for 

young females in this study are double those of the NSASSSH cohort.  National data 

indicating African born Australians are already disproportionately represented in 

Australia’s new and late HIV diagnoses further support the need to recognise this 

community as a priority population (Lemoh et al., 2010; The Kirby Institute, 2013a).  

All participants in this study perceived access to sexual health information and 

education was important, which suggests a level of community support that would 

promote successful development and implementation of a community led sexual health 

education and prevention initiative.  This community support is an important finding as 

community led interventions that respond to community perceived priorities are known 

to be effective in reducing risky sexual behaviours and preventing STI, including HIV 

(Godin et al., 2008; G. R. Gupta et al., 2008; Rhodes et al., 2012).  
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To the best of the principal researcher’s knowledge, this is the first study in Australia to 

collect data on sexual health knowledge, attitudes, and behaviours from a sample of 

refugee background youth that provides an opportunity for direct comparison of results 

with a representative sample of other Australian youth.  Comparing this study’s results 

with those of the National Survey of Secondary Student and Sexual Health (NSASSSH) 

provides an understanding of the noteworthy parallels and points of difference between 

the young people involved in this study and some of their contemporary Australian 

peers and provides understanding of where and why sexuality education may need to 

vary for this study’s cohort.  Caution needs to be taken when interpreting these 

comparisons because of disparities among the samples and minor item variations 

between the survey tools, nonetheless; juxtaposing these studies provides greater 

understanding of the sexual health of the young Sudanese Queenslanders, and how this 

varies from other young Australians.  

There is an emerging body of knowledge about the settlement experiences and health 

needs of the Queensland Sudanese communities.  However, few researchers have 

addressed the sexual health and behaviours of refugee background youth in Australia, 

particularly from the perspective of one specific collective cultural target community.  

This study, therefore, is one of the first to contribute to the contextualised 

intergenerational understanding of the factors perceived to be influencing the young 

Queensland Sudanese people’s sexual health knowledge, attitudes, and beliefs, sexual 

behaviour, and sexual decision making post settlement in Queensland, Australia along 

with the key issues in relation to their behaviour creating intergenerational discord 

within the community.  Results of this study provide sound rationale for why young 

Sudanese Queenslanders need to be considered sexually vulnerable post arrival, 

however, they also confirm there is a community acceptance for this vulnerability to be 

addressed despite the traditional cultural sensitivity and changing patterns of 

behaviours.   

The insight this study provides into the Queensland Sudanese communities sexual 

health literacy makes a unique contribution to this existing body of knowledge.  This 

insight addresses the research questions that were exploratory in nature.  The use of the 

well established IBM to guide this study ensured the findings contribute to the 

understanding of what influences both protective and risk related sexual health 
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behaviours among Sudanese Queenslanders.  The following section presents how the 

findings from this study can be used to inform practice, sexual health education, and 

intervention initiatives, and to guide future research. 

8.3 Recommendations  

8.3.1 Recommendations for practice  

The results of this study define a body of knowledge and understanding that previously 

have not been documented in Queensland and, as such, contribute significantly to the 

future development of culturally safe and competent models of sexual health practice 

and service delivery for the Queensland Sudanese community.  The following outline 

the key recommendations for practice drawn from this study.   

Recommendation 1: Sexual health care within a comprehensive primary health care 

model is the preferred model of care 

Specialist sexual health and HIV services were utilised and perceived as important by 

participants, however, findings from this study suggest sexual health care within a 

comprehensive primary health care model such as a general practice is the participant 

preferred model of care.  Specialist sexual health care services working in collaboration 

with Primary Health Care facilities will ensure effective referral pathways are 

established for those in need of more complex and specialist care. Establishing and 

implementing this model of care should be a priority for public and private sexual 

health service and primary health care providers and health policy advisors.  

Recommendation 2: HIV and sexual health related stigmas and fears need to be 

addressed 

Perceptions of fear, shame, and stigma associated with HIV and sexual health related 

issues are seen as a major barrier to accessing sexual health care, HIV testing, and 

contraception options.  Findings of this study suggest this is a particular barrier to 

accessing specialist sexual health services.  As such, strategies addressing these 

culturally led beliefs and judgements need to be incorporated into future models of care 
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and intervention strategies.  Addressing these issues in collaboration with the 

community will negate access barriers and potential harm associated with the 

stigmatisation and discrimination linked to these issues. 

Recommendation 3: Cultural competence training programs incorporating sexuality 

awareness need to be implemented 

Results suggest a perceived lack of cultural competence among Australian health care 

workers is a major barrier to the Queensland Sudanese community accessing much 

needed sexual health and HIV care.  A priority would be to address this issue with 

existing service providers, however, including this training into entry to practice 

education programs need to be recognised as essential long term goals for health 

education and policy providers.  The results of study will inform the development of 

such cultural competence training programs.   

Recommendation 4: Active community participation is essential  

A key message from this study is the importance of involving members of the 

community in the development and implementation of these services and training 

programs.  Active community participation will ensure sexual health and HIV models of 

care are tailored to address the cultural, social, and environmental context of the 

community.  Active participation of the community will also ensure relevant 

information about this populations pre- and post arrival in Australia experiences are 

considered and integrated.   

8.3.2 Recommendations for sexual health education and interventions  

This study’s results will guide the development of tailored and effective evidence-based 

sexual health education and prevention initiatives (Godin et al., 2008; Grigg-Saito, Och, 

Liang, Toof, & Silka, 2008).  Several recommendations regarding the development and 

implementation of these initiatives can be drawn from the research findings.  The 

services/ bodies who could take responsibility for the development and implementation 

of these recommendations is dependent on the recommendation; however, findings from 
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this study support the need for community involvement from conception through to 

implementation and evaluation.    

Recommendation 1: Implementation of sexual health education and interventions early 

within the resettlement experience.   

This study’s results provide invaluable support for the implementation of community 

led sexual health education and prevention initiatives early within the resettlement 

experience, particularly for young people arriving during their early adolescent years. 

Findings from this study support the need for these programs to involve information on 

safer sex, contraception options, sexual decision making, and relationships within the 

Australian sociocultural context and from the cross cultural perspective.  The principal 

researcher acknowledges establishing sexuality education as an arrival priority will 

present challenges given the vast array of competing issues arising during the initial 

resettlement period.  Nonetheless, given the rates of pregnancies occurring within this 

study’s younger participants and difficulty of achieving resettlement goals when faced 

with an unwanted pregnancy or HIV diagnosis, these initiatives should be given priority 

among both settlement and sexual health services and policy makers and the 

community.    

Recommendation 2: Community and young people need to be actively involved in the 

planning, development and implementation of sexual health education and interventions  

Young people, along with their parents and relevant community stakeholders, need to 

be involved in the planning, development, and delivery of these programs.  Community 

involvement will assist in developing culturally safe and sensitive learning 

environments that promote open intergenerational communication and sharing of 

concerns about any conflicting attitudes, beliefs, and behavioural expectations.  Such 

environments will help to reduce intergenerational and intercultural conflict and 

disharmony.  The widely held normative beliefs and perceptions of HIV related shame 

and discrimination suggest community members living with HIV also need to be 

involved with the planning, development, and delivery of these programs.  This would 

assist in developing broader community and service provider understanding of the 
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unique needs of this group, while also providing a strong community led initiative to 

dispel the misbelief that HIV is not a problem in Australia. 

Recommendation 3:  Sexual health education and interventions need to target both 

young people and adults.   

This study’s results suggest that the primary aim of programs targeting young people 

should be to develop the necessary knowledge, confidence, and skill to make informed 

sexual decisions within the bicultural context in which they now find themselves living, 

ideally before sexual initiation or experiencing a negative sexual health outcome.  

Providing adults with early access to sexual health education and support similar to 

what the young people are receiving will assist them to develop the knowledge and 

understanding to protect their own sexual health, while also promoting the development 

of willingness and skill to openly discuss sexual health issues with their children.  This 

recommendation should be seen in equal priority to establishing early access to 

education for new arrival youth.   

Recommendation 4: Sexual health education and interventions need to integrate aspects 

of both traditional Sudanese cultural beliefs and Australian sociocultural norms 

Results of this study also suggest interventions need to integrate aspects of both 

traditional Sudanese cultural beliefs and Australian sociocultural norms, thereby 

enabling parents and young people to develop an understanding of both sides of the 

issue (Berry, 2005; Berry et al., 2006; Hebbani et al., 2009).  It is difficult to generalise 

Australia’s normative sexual beliefs and behavioural expectations; nonetheless, 

awareness and understanding of how people perceive these factors in relation to 

traditional Sudanese normative beliefs and behavioural expectations and how those 

perceptions influence behaviour will reduce this group’s cultural confusion and sexual 

vulnerability as they learn to parent and make sexual decisions within Australia’s sexual 

culture.  

Recommendation 5: Sexual health education and interventions needs to be implemented 

in venues acceptable to the community and target audience 
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Findings indicated that local general practitioners are a common trusted source of health 

information, however, results also is suggested that information needs to be made 

available in a range of community acceptable venues.  Schools were identified as a 

preferred venue for the provision of sexuality education, however, providing education 

and target interventions in other venues frequented by the community and young people 

such as youth services and sports programs are needed.  There was strong support for 

parents and community elder involvement in development and implementation of these 

programs.   

Recommendation 6: Gender separation during education needs to be considered on a 

case-by-case basis 

Interestingly, despite the traditional gender specific sensitivity and role norms, there is 

no strong recommendation to separate males and females when providing sexual related 

education.  Rather, this study’s results suggest gender separation needs to be considered 

on a case-by-case basis, dependent on the topic and participants’ preference, and in 

consultation with the community and young people.   

Recommendation 7: Develop sexual health education and interventions that incorporate 

information on safer anal and oral sex practices 

Results of this study strongly support the inclusion of safer anal and oral sex messages 

in sexual health related education and interventions for heterosexual and same sex 

attracted youth, including information on the full range of safer sex options and 

protective devices available. Findings from this study suggest this should be given 

priority given the increased HIV risk associated with anal sex practices (Street, 2011). 

and HIV rates among African background Australians (Lemoh et al., 2010).    

Recommendation 8: Develop sexual health education and interventions that 

acknowledges the needs of same sex attracted youth and non-gay identifying youth who 

engage in same sex behaviours.  
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The percentage of young people in this study reporting same sex attraction and sexual 

activity draws attention to the need for lesbian, gay, bisexual, transgender, and 

intersexed (LGBTI) appropriate education that addresses the cultural variances in same 

sex attraction attitudes and behaviours. Findings also suggest the need to incorporate 

information on safer sex for heterosexual and non-gay identifying young people who 

engage in same sex behaviours. 

Recommendation 9: Incorporate drug and alcohol awareness into future prevention 

programs 

Results of this study suggest alcohol consumption and its influence on sexual behaviour 

is minimal within this study’s cohort.  Nonetheless, the percentage of participants self-

reporting injecting drug use and the rising concern about changing patterns of alcohol 

use suggest culturally appropriate drug and alcohol education and prevention initiatives 

are needed.    

8.3.3 Recommendations for future research  

Results of this study make a significant contribution to the research gaps discussed in 

the literature review chapter; however, the results have highlighted several areas in need 

of future research.  

Recommendation 1: Evaluation of current sexual health education and prevention 

initiatives 

Further research is needed to evaluate the effectiveness of current sexual health 

education and prevention initiatives in addressing the sexual health needs of this study’s 

target population and how best to involve the community in the development, 

implementation, delivery, and evaluation of these initiatives.   

Recommendation 2: Implementation of sexual health education and interventions within 

the early resettlement phase  
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Results of this study suggest access to education and services is needed early within the 

arrival experience; therefore, further exploration of how this can be achieved is also 

needed. 

Recommendation 3: Peer Education Programs 

In this study, peer recruiters were pivotal to the successful recruitment of participants; 

therefore, further research and piloting of peer education programs would also be 

beneficial.  

Recommendation 4: Pregnancy rates and prevention 

Another area is the need for more research into understanding the rate of pregnancies 

occurring among young Sudanese Queenslanders.  First, it needs to be determined if 

this rate is significantly disparate from pregnancy rates among other young Australians 

and, if so, research needs to explore the influencing factors and implications for the 

young people’s health and social wellbeing.   

This study’s results suggest young Sudanese Queensland women experiencing an 

unwanted pregnancy are accessing termination services despite cultural attitudes 

expressed against abortions.  However, largely unexplained are the factors influencing 

the decision making process associated with choosing termination as an option for 

unplanned/unwanted pregnancy.   

Also unexplained is whether this group of young women is accessing adequate follow-

up post abortion care, or antenatal care if they choose to progress with their pregnancy.  

Therefore, research is needed into the complex interplay of sociocultural, economic, and 

educational factors influencing the pregnancy outcome choices and experiences of these 

young people, their partners, and families.  Results of this study suggest some young 

women are intentionally getting pregnant and seeking government support as a means 

of gaining freedom from traditional engendered behavioural expectations and parental 

boundaries.  The sociocultural, environmental, and behavioural motivations behind this 

result remain unexplained and require further exploration.  
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Recommendation 5: Exploration of anal sex practices 

Further research is also needed to develop greater understanding of the anal sex 

practices among this study’s cohort and their association with potential risk for HIV 

acquisition and transmission.  This research should also the knowledge, attitude and 

beliefs towards anal sex practices, safer anal sex practices, and the use of anal sex as a 

contraceptive method.  

Recommendation 6: Drug and alcohol practices 

Another important result from this study requiring further research is the percentage of 

participants self-reporting injecting drug use.  Results of this study indicate low rates of 

alcohol consumption and influence on sexual behaviour; nonetheless, the noted rising 

concern about changing patterns of alcohol consumption also needs consideration in 

future research.  

Recommendation 7: Gender roles and equality 

Adjusting to a new culture poses challenges to gender roles and this is evident in the 

changing attitudes towards gender equality and associated behavioural expectations of 

both young men and women involved in this study.  These changes can also pose 

significant challenges to parent-child relationships.  This study provides some 

understanding of these issues and results suggest families are slowly adjusting to these 

changes.  However, further research is needed exploring the impact of young people 

gaining independence from traditional parental boundaries and expectations of gender 

equality on family dynamics and their sexual choices.  

Recommendation 8: Unwanted sex 

Also warranting further research is the gender disparity in unwanted sex reported in this 

study’s results.  The potential for under reporting by females is acknowledged, but the 

higher frequency of young men reporting unwanted sex remains largely unexplained.  

Future research needs to concentrate on exploring the influence of varying interracial 
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beliefs, myths, and misconceptions on young Sudanese Queenslanders’ unwanted sex 

experiences, particularly from the young male’s perspective.  

Recommendation 9: Understanding cross cultural relationship dynamics 

The gender disparity in rates of interracial dating and difference in perceived cultural 

risk and sexual benefits highlighted by this study’s results also warrant further 

consideration.  Further understanding is needed of the cross-cultural dynamics 

associated with all parties involved in these interracial relationships.  

Recommendation 10: Ethnicity specific STI prevalence  

Finally, future research also needs to address the dearth of ethnicity-specific STI 

prevalence data in Australia.  Triangulation of STI surveillance data with results of 

social research, such as the results derived from this study, will provide further 

understanding of the specific sexual health related needs of this study’s target 

community (Aral, 2002; O. Davidson et al., 2002; Wellings & Cleland, 2001).   

8.4 Summary 

Emerging from a community led initiative to understand a perceived intergenerational 

difference in knowledge and understanding of sexual health related issues, this study, 

and its results contribute to the existing body of literature regarding sexual health.  More 

importantly, they address the identified gap in the literature pertaining to the sexual 

health and wellbeing of the Queensland Sudanese community.  One of the strengths of 

this study was the active participation of both the young community members and 

adults.  The resultant multilevel data elicited intergenerational understanding of the 

shifting family relationship dynamics occurring within this community and how these 

affect sexual attitudes, beliefs, and behaviour.  While unable to be generalised to a 

broader community, the results of this study are among the first to provide insight into 

the Queensland Sudanese community’s sexual health knowledge, attitudes, and 

behaviours. 
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Conducting this study in collaboration with the Queensland Sudanese community 

provided the community with a direct voice throughout the research process and created 

a culturally safe research environment and methodological approach.  Active 

participation of the community in all stages of the research process overcame many of 

the ethical, methodological, and logistical challenges associated with conducting this 

research.  The community’s active participation and collaboration were key factors in 

the success of this research.  

Exploring cultural normative beliefs and the challenges of learning to live within 

different and often conflicting sexual related norms and behavioural expectations can be 

challenging.  However, using a well-established theoretical framework, as has been 

done in this study, provides the researcher with a unique level of understanding of how 

a new sociocultural and environmental context can influence sexual decisions and 

practices, and how this can be used to predict behavioural intent.  The successful 

completion of this study provides further evidence of the Integrated Behavioural 

Model’s value as a culturally safe and effective theoretical framework to guide sexual 

health related research and the development of effective behavioural theory based STI 

and HIV intervention programs (Fishbein, 2000). 

The results from this study indicate careful planning, cultural understanding and 

sensitivity, and close community collaboration can overcome the methodological 

challenges associated with conducting sensitive research with small highly visible 

ethnic minority communities.  The key to developing culturally appropriate and 

accepted sexual health services and supporting health policy is for researchers and 

target communities to work together to address the challenges associated with this type 

of research in a mutually reflective way.  The methodological approach used and the 

lessons learned by this study’s researcher provide a useful template for future research 

exploring sexual health and other sensitive topics with vulnerable, culturally diverse 

communities.   

  



 

284 

Reference List  

Abel, G., & Brunton, C. (2005). Young people's use of condoms and their perceived 

vulnerability to sexually transmitted infections. Australian and New Zealand 

Journal of Public Health, 29(3), 254-260. doi: 10.1111/j.1467-

842X.2005.tb00764.x 

Abu-Raddad, L. J., Akala, F. A., Semini, I., Riedner, G., Wilson, D., & Tawil, O. 

(2010). Characterizing the HIV/AIDS Epidemic in the Middle East and North 

Africa: Time for Strategic Action. Washington DC: World Bank Publications. 

Acuda, W., Othieno, C. J., Obondo, A., & Crome, I. B. (2011). 'The epidemiology on 

addiction in SubSaharan Africa: a synthesis of reports, reviews and original 

articles’. The American Journal on Addictions, 20(2), 87-99. doi: 

10.1111/j.1521-0391.2010.00111.x  

Adam, I., Adam, G. K., Elhassan, E. M., & Ahmed, A. M. (2009). Maternal and 

perinatal outcome in teenage pregnancies in Sudan. International Journal of 

Gynecology and Obstetrics, 105(2), 170-171. doi: 10.1016/j.ijgo.2008.11.028 

Aday, L. A., & Cornelius, L. J. (2006). Designing and Conducting Health Surveys: A 

Comprehensive Guide (3rd ed.). San Francisco: Jassey-Bass. 

Adefuye, A. S., Abiona, T. C., Balogun, J. A., & Lukobo-Durrell, M. (2009). HIV 

sexual risk behaviours and perception of risk among college students: 

implications for planning interventions. BMC Public Health, 9(1), 281-281. doi: 

10.1186/1471-2458-9-281 

Ager, A. (2000). Psychological Programs: Principles and Practice for Research and 

Evaluation. In F. L. Ahern (Ed.), Psychosocial Wellness of Refugees: Issues in 

Qualitative and Quantitative Research (pp. 24-38). New York: Berghahm 

Books. 

Agius, P. A., Dyson, S., Pitts, M. K., Mitchell, A., & Smith, A. M. A. (2006). Two steps 

forward and one step back? Australian secondary students’ sexual health 

knowledge and behaviours 1992–2002. Journal of Adolescent Health, 38(3), 

247-252. doi: 10.1016/j.jadohealth.2005.04.003 

Agius, P. A., Pitts, M. K., Dyson, S., Mitchell, A. M., & Smith, A. M. A. (2006). 

Pregnancy and contraceptive use in a national representative sample of 



 

285 

Australian secondary school students. Australian and New Zealand Journal of 

Public Health, 30(6), 555-557. doi: 10.1111/j.1467-842X.2006.tb00785.x 

Agius, P. A., Pitts, M. K., Smith, A. M. A., & Mitchell, A. (2010). Sexual behaviour 

and related knowledge among a representative sample of secondary school 

students between 1997 and 2008. Australian and New Zealand Journal of Public 

Health, 34(5), 476-481. doi: 10.1111/j.1753-6405.2010.00593.x 

Agius, P. A., Taft, A., Hemphill, S., Toumbourou, J., & McMorris, B. (2013). 

Excessive alcohol use and its association with risky sexual behaviour: a cross-

sectional analysis of data from Victorian secondary school students. Australian 

and New Zealand Journal of Public Health, 37(1), 76-82. doi: 10.1111/1753-

6405.12014 

Aguti, E. F., & Tibyampasha, D. (2002, July). Vulnerability of female refugees to HIV 

infection due to increased risk of rape and defilement in the refugee settlements. 

(Abstract no. D11083). Paper presented at the XIV International AIDS 

Conference, Barcelona, Spain.  

Ahern, N. R., & Mechling, B. (2013). Sexting: Serious Problems for Youth. Journal of 

Psychosocial Nursing and Mental Health Services, 51(7), 22-30. doi: 

10.3928/02793695-20130503-02  

Ahmed, S., Hussain, M., & Vournas, G. (2001, November). Consultation with 'Hidden' 

and Hard-To-Reach Groups: Methods, Techniques and Research Practice. 

Paper presented at the Consulting Hard To Reach Groups: Laria Seminar, 

Lakeside Conference Centre, Aston Business School, Birmingham, UK.  

Ajzen, I., & Fishbein, M. (1980). Understanding Attitudes and Predicting Behaviour. 

New Jersey: Prentice-Hall. 

Albarracín, D., Gillette, J. C., Earl, A. N., Glasman, L. R., Durantini, M. R., & Ho, M.-

H. (2005). A test of major assumptions about behavior change: a comprehensive 

look at the effects of passive and active HIV-prevention interventions since the 

beginning of the epidemic. Psychological Bulletin, 131(6), 856-897. doi: 

10.1037/0033-2909.131.6.856 

Albarracín, D., Johnson, B. T., Fishbein, M., & Muellerleile, P. A. (2001). Theories of 

Reasoned Action and Planned Behaviour as Models of Condom Use: A Meta-



 

286 

Analysis. Psychological Bulletin, 127(1), 142-161. doi: 10.1037/0033-

2909.127.1.142 

Ali, A. A. A., Mohammed, A. A., & Sulaiman, M. A. (2011). Education, poor antenatal 

care coverage and teenage pregnancy at Kassala Hospital, Eastern Sudan. 

Journal of Public Health and Epidemiology, 3(13), 642-644. doi: 

10.5897/JPHE11.161 

Ali, M., & Pett, C. (2005). A sexual and reproductive health education initiative for 

young Sudanese refugees in urban Egypt. Community Development Journal, 

40(2), 192-200. doi: 10.1093/cdj/bsi027 

Ali, M. M., Cleland, J. G., & Carael, M. (2001). Sexual Risk Behaviour in Urban 

Populations of Northeastern Africa. AIDS and Behaviour, 5(4), 343-352. doi: 

10.1023/A:1013186806939 

Allen, F. (2010). Health Psychology and Behaviour in Australia. Sydney: McGraw Hill 

Education. 

Allen, P., & Bennett, K. (2012). SPSS Statistics: A Practical Guide Version 20. South 

Melbourne: Cengage Learning Australia. 

Allen, T. (2007). Witchcraft, Sexuality and HIV/AIDS among the Azande of Sudan. 

Journal of Eastern African Studies, 1(3), 359-396. doi: 

10.1080/17531050701625789 

Alliance in South Sudan. (2011). HIV and Healthy Communities in South Sudan. 

Alliance South Sudan Organisational Strategy 2012 – 2014. Juba: International 

HIV/AIDS Alliance. 

Allimant, A., & Ostapiej-Piatkowski, B. (2011). Supporting Women from CALD 

backgrounds who are victims /survivors of sexual violence.  ACSSA Wrap No. 

9. Melbourne: Australian Centre for the Study of Sexual Assault. Retrieved from 

http://www.aifs.gov.au/acssa/pubs/wrap/wrap9/w9.pdf. 

Amory, D. P. (1997). 'Homosexuality' in Africa: issues and debates. Issue: A Journal of 

Opinion, 25(1), 5-10. doi: 10.2307/1166238  

Anikeeva, O., Bi, P., Hiller, J. E., Ryan, P., Roder, D., & Han, G.-S. (2010). The Health 

Status of Migrants in Australia: A Review. Asia-Pacific Journal of Public 

Health, 22(2), 159-193. doi: 10.1177/1010539509358193 

http://www.aifs.gov.au/acssa/pubs/wrap/wrap9/w9.pdf


 

287 

Arain, M., Campbell, M. J., Cooper, C. L., & Lancaster, G. A. (2010). What is a pilot or 

feasibility study? A review of current practice and editorial policy. BMC 

Medical Research Methodology, 10(6), 67-67. doi: 10.1186/1471-2288-10-67 

Aral, S. O. (2002). Understanding racial-ethnic and societal differentials in STI. 

Sexually Transmitted Diseases, 78(1), 2-4. doi: 10.1136/sti.78.1.2  

Aral, S. O., & Peterman, T. A. (2002). A Stratified Approach to Untangling the 

Behavioral/Biomedical Outcomes Conundrum. Sexually Transmitted Diseases, 

29(9), 530-532. doi: 10.1097/00007435-200209000-00006  

Asante, A., Körner, H., McMahon, T., Sabri, W., & Kippax, S. (2009). Periodic survey 

of HIV knowledge and use of health services among people from culturally and 

linguistically diverse backgrounds, 2006–2008 (Monograph 2/2009). Sydney: 

National Centre in HIV Social Research, The University of New South Wales. 

Aspy, C. B., Vesely, S. K., Oman, R. F., Rodine, S., Marshall, L., & McLeroy, K. 

(2007). Parental communication and youth sexual behaviour. Journal of 

Adolescence, 30(3), 449-466. doi: 10.1016/j.adolescence.2006.04.007  

Atkinson, R., & Flint, J. (2001). Accessing Hidden and Hard-to-Reach Populations: 

Snowball Research Strategies. Social Research Update, 33(1-4).  

Aunola, K., Stattin, H., & Nurmi, J.-E. (2000). Parenting styles and adolescents' 

achievement strategies. Journal of Adolescence, 23(2), 205-222. doi: 

10.1006/jado.2000.0308 

Austin, J., Guy, S., Lee-Jones, L., McGinn, T., & Schlecht, J. (2008). Reproductive 

Health: A Right for Refugees and Internally Displaced Persons. Reproductive 

Health Matters, 16(31), 10-21. doi: 10.1016/S0968-8080(08)31351-2  

Australasian Society for Infectious Diseases. (2009). Diagnosis, management and 

prevention of infections in recently arrived refugees.  Sydney: Australasian 

Society for Infectious Diseases. Retrieved from 

https://www.asid.net.au/documents/item/134. 

Australian Bureau of Statistics. (2007a). 3412.0 - 2005-06 Migration Australia.   

Retrieved 20 April, 2009, from http://www.abs.gov.au/ 

Australian Bureau of Statistics. (2007b). 3415.0 - Migrant Data Matrices.   Retrieved 8 

April, 2013, from 

https://www.asid.net.au/documents/item/134
http://www.abs.gov.au/


 

288 

http://www.abs.gov.au/Ausstats/abs@.nsf/7d12b0f6763c78caca257061001cc58

8/ef8336eb7aeda8daca2573950016de86!OpenDocument 

Australian Bureau of Statistics. (2007c). Topics @ a Glance - Children and Youth 

Statistics: Using Children and Youth Statistics, Defining Children and Youth.  

Last updated 22 April, 2010. Retrieved 8 April, 2013, from 

http://www.abs.gov.au 

Australian Bureau of Statistics. (2011). 2011 Census data.  Last updated 27 March, 

2013. Retrieved 6 June, 2014, from 

http://www.abs.gov.au/websitedbs/censushome.nsf/home/data?opendocument&

navpos=200 

Australian Bureau of Statistics. (2012). 4102.0 - Australian Social Trends, March 

Quarter 2012.  Last updated 25 June, 2012. Retrieved 13 December, 2013, from 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30

March+Quarter+2012#MARRIAGES 

Australian Bureau of Statistics. (2014). 4363.0.55.001 - Australian Health Survey.  Last 

updated 9 May, 2014. Retrieved 6 June, 2014, from 

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/0489ABECAE7E74C9CA257

B8D00229E69?opendocument 

Australian Federation of AIDS Organisations Inc. (2006). Briefing Paper for AFAO 

Members: Age of Consent Laws. Newtown NSW: AFAO. 

Australian Federation of AIDS Organisations Inc. (2011). Migration Law and HIV: The 

case for reform of Australian migration law and policy to ensure that the human 

rights of people living with HIV are respected and protected Discussion Paper. 

Prepared by Linda Forbes and John Godwin. Newtown, NSW: AFAO. 

Australian Government. (2007). Australian code for the responsible conduct of 

research. (ISBN 1864964324). Canberra, ACT: Australian Government. 

Retrieved from 

https://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/r39.pdf. 

Australian Government. (2009). Refugee and Humanitarian Issues Australia’s Response 

(June 2009).  Canberra, ACT: Department of Immigration and Citizenship. 

Retrieved from http://www.immi.gov.au/media/publications/refugee/ref-hum-

issues/pdf/refugee-humanitarian-issues-june09.pdf. 

http://www.abs.gov.au/Ausstats/abs@.nsf/7d12b0f6763c78caca257061001cc588/ef8336eb7aeda8daca2573950016de86!OpenDocument
http://www.abs.gov.au/Ausstats/abs@.nsf/7d12b0f6763c78caca257061001cc588/ef8336eb7aeda8daca2573950016de86!OpenDocument
http://www.abs.gov.au/
http://www.abs.gov.au/websitedbs/censushome.nsf/home/data?opendocument&navpos=200
http://www.abs.gov.au/websitedbs/censushome.nsf/home/data?opendocument&navpos=200
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30March+Quarter+2012#MARRIAGES
http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/4102.0Main+Features30March+Quarter+2012#MARRIAGES
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/0489ABECAE7E74C9CA257B8D00229E69?opendocument
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/0489ABECAE7E74C9CA257B8D00229E69?opendocument
https://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/r39.pdf
http://www.immi.gov.au/media/publications/refugee/ref-hum-issues/pdf/refugee-humanitarian-issues-june09.pdf
http://www.immi.gov.au/media/publications/refugee/ref-hum-issues/pdf/refugee-humanitarian-issues-june09.pdf


 

289 

Australian Government. (2011). Refugee and Humanitarian Issues: Australia's 

Response (June 2011).  Canberra, ACT: Australian Government. Retrieved from 

https://www.immi.gov.au/media/publications/refugee/ref-hum-issues/ref-hum-

issues-june11.htm. 

Australian Government. (2013). Information Paper: Australia's Humanitarian 

Programme 2014-15 and Beyond – Information Paper (December 2013).  

Canberra, ACT: Australian Government. Retrieved from 

https://www.immi.gov.au/media/publications/refugee/ref-hum-

issues/pdf/humanitarian-program-information-paper-14-15.pdf. 

Australian Government. (2014). National Statement on Ethical Conduct in Human 

Research 2007 (Updated March 2014).  Canberra, ACT: Commonwealth of 

Australia. 

Australian Human Rights Commission. (2010a). 2010 African Australians: human 

rights and social inclusion issues project. A compendium detailing the outcomes 

of the community and stakeholder  consultations and interviews and public 

submissions.  Sydney, NSW: Australian Human Rights Commission. Retrieved 

from 

http://www.humanrights.gov.au/africanaus/compendium/african_aus_compendi

um.pdf. 

Australian Human Rights Commission. (2010b). In our words African Australians: A 

review of human rights and social inclusion issues.  Sydney, NSW: Australian 

Human Rights Commission. Retrieved from 

http://www.humanrights.gov.au/africanaus/review/in_our_own_words.pdf. 

Australian Institute of Health and Welfare. (2010). Australia’s health 2010. Australia’s 

health series no. 12. Cat. no. AUS 122. Canberra, ACT: AIHW. 

Australian Institute of Health and Welfare. (2011). 2010 National Drug Strategy 

Household Survey report. Drug statistics series no. 25. Cat. no. PHE 145. 

Canberra, ACT: AIHW. 

Baggaley, R. F., White, R. G., & Boily, M.-C. (2010). HIV transmission risk through 

anal intercourse: systematic review, meta-analysis and implications for HIV 

prevention. International Journal of Epidemiology, 39(4), 1048-1063. doi: 

10.1093/ije/dyq057 

https://www.immi.gov.au/media/publications/refugee/ref-hum-issues/ref-hum-issues-june11.htm
https://www.immi.gov.au/media/publications/refugee/ref-hum-issues/ref-hum-issues-june11.htm
https://www.immi.gov.au/media/publications/refugee/ref-hum-issues/pdf/humanitarian-program-information-paper-14-15.pdf
https://www.immi.gov.au/media/publications/refugee/ref-hum-issues/pdf/humanitarian-program-information-paper-14-15.pdf
http://www.humanrights.gov.au/africanaus/compendium/african_aus_compendium.pdf
http://www.humanrights.gov.au/africanaus/compendium/african_aus_compendium.pdf
http://www.humanrights.gov.au/africanaus/review/in_our_own_words.pdf


 

290 

Baldwin, J., & Baldwin, J. (2000). Heterosexual anal intercourse: an understudied, high-

risk sexual behavior. Archives of Sexual Behavior, 29(4), 357-373. doi: 

10.1023/A:1001918504344 

Bandura, A. (1977). Social Learning Theory. Englewood Cliffs, New Jersey: Prentice-

Hall. 

Bankole, A., Singh, S., Woog, V., & Wulf, D. (2004). Risk and Protection: Youth and 

HIV/AIDS in Sub-Saharan Africa. New York, Washington: The Alan 

Guttmacher Institute. 

Barbagallo, M., & Boon, H. (2012). Young people's perceptions of sexuality and 

relationships education in Queensland schools. Australian and International 

Journal of Rural Education, 22(1), 107-124.  

Barrett, H., & Mulugeta, B. (2010). HIV/AIDS and reaching migrant communities. 

Practice Nurse, 39(11), 34-36.  

Basen-Engquist, K., Mâsse, L. C., Coyle, K., Kirby, D., Parcel, G. S., Banspach, S., & 

Nodora, J. (1999). Validity of scales measuring the psychosocial determinants of 

HIV/STD-related risk behavior in adolescents. Health Education Research, 

14(1), 25-38. doi: 10.1093/her/14.1.25 

Basen-Engquist, K., & Parcel, G. S. (1992). Attitudes, Norms, and Self-Efficacy: A 

Model of Adolescents' HIV-Related Sexual Risk Behavior. Health Education & 

Behavior, 19(2), 263-277. doi: 10.1177/109019819201900209 

Basile, K. C., Black, M. C., Simon, T. R., Arias, I., Brener, N. D., & Saltzman, L. E. 

(2006). The Association between Self-Reported Lifetime History of Forced 

Sexual Intercourse and Recent Health-Risk Behaviors: Findings from the 2003 

National Youth Risk Behavior Survey. Journal of Adolescent Health, 39(5), 

752.e751 - 752.e757. doi: 10.1016/j.jadohealth.2006.06.001  

Baum, F. (2008). The New Public Health (3rd ed.). Melbourne: Oxford University 

Press. 

Bazeley, P. (2009). Analysing Mixed Method Data. In S. Andrew & E. J. Halcomb 

(Eds.), Mixed Methods Research for Nursing and the Health Sciences. West 

Sussex, UK: Wiley-Blackwell. 



 

291 

Beadnell, B. (2007). Editorial: Testing Mediating Mechanisms in Theory-Based 

Interventions: Contributions to Efficacy Research. Journal of Adolescent Health, 

41, 317-318. doi: 10.1016/j.jadohealth.2007.07.008 

Bearinger, L. H., Sieving, R. E., Ferguson, J., & Sharma, V. (2007). Global perspectives 

on the sexual and reproductive health of adolescents: patterns, prevention, and 

potential. The Lancet, 369(9568), 1220-1231. doi: 10.1016/S0140-

6736(07)60367-5 

Bell, C., Waddell, R., & Chynoweth, N. (2013). Consider HIV: Testing for HIV and 

HIV indicator diseases. Australian Family Physician, 42(8), 568-571.  

Bender, R., & Lange, S. (2001). Adjusting for multiple testing—when and how? 

Journal of Clinical Epidemiology, 54(4), 343-349. doi: 10.1016/S0895-

4356(00)00314-0 

Benson, J., & Donohue, W. (2007). Hepatitis in refugees who settle in Australia. 

Australian Family Physician, 36(9), 719-727.  

Berman, H. (2001). Children and war: current understandings and future directions. 

Public Health Nursing, 18(4), 243-252. doi: 10.1046/j.1525-1446.2001.00243.x 

Berry, J. W. (1997). Lead Article: Immigration, Acculturation, and Adaptation. Applied 

Psychology: An International Review, 46(1), 5-68. doi: 10.1111/j.1464-

0597.1997.tb01087.x 

Berry, J. W. (2005). Acculturation: Living successfully in two cultures. International 

Journal of Intercultural Relations, 29(6), 697-712. doi: 

10.1016/j.ijintrel.2005.07.013 

Berry, J. W., Phinney, J. S., Sam, D. L., & Vedde, P. (2006). Immigrant Youth: 

Acculturation, Identity, and Adaptation. Applied Psychology: An International 

Review, 55(3), 303-332. doi: 10.1111/j.1464-0597.2006.00256.x 

Berry, J. W., & Sabatierb, C. (2010). Acculturation, discrimination, and adaptation 

among second generation immigrant youth in Montreal and Paris. International 

Journal of Intercultural Relations, 34(3), 191-207. doi: 

10.1016/j.ijintrel.2009.11.007 

Beswick, S. (2001). "If You Leave Your Country You Have No Life!" Rape, Suicide, 

and Violence: The Voices of Ethiopian, Somali, and Sudanese Female Refugees 



 

292 

in Kenyan Refugee Camps. Northeast African Studies, 8(3), 69-98. doi: 

10.1353/nas.2006.0003 

Bhavsar, V., & Bhugra, D. (2013). Cultural factors and sexual dysfunction in clinical 

practice. Advances in Psychiatric Treatment, 19(2), 144-152. doi: 

10.1192/apt.bp.111.009852  

Bhugra, D., & Becker, M. A. (2005). Migration, cultural bereavement and cultural 

identity. World Psychiatry, 4(1), 18-24.  

Bhui, K., Khatib, Y., Viner, R., Klineberg, E., Clark, C., Head, J., & Stansfeld, S. 

(2008). Cultural identity, clothing and common mental disorder: a prospective 

school-based study of white British and Bangladeshi adolescents. Journal of 

Epidemiology and Community Health, 62(5), 435-441. doi: 

10.1136/jech.2007.063149 

Bhui, K., Lawrence, A., Klineberg, E., Woodley-Jones, D., Taylor, S., Stansfeld, S., . . . 

Booy, R. (2005). Acculturation and health status among African-Caribbean, 

Bangladeshi and White British adolescents: validation and findings from the 

RELACHS study. Social Psychiatry and Psychiatric Epidemiology, 40(4), 259-

266. doi: 10.1007/s00127-005-0890-5 

Bhui, K., Stansfeld, S., Head, J., Haines, M., Hillier, S., Taylor, S., . . . Booy, R. (2005). 

Cultural Identity, Acculturation And Mental Health Among Adolescents In East 

London's Multi-Ethnic Community. Journal of Epidemiology and Community 

Health, 59(4), 296-302. doi: 10.1136/jech.2003.014456 

Biggs, B.-A., Hellard, M., Street, A., & Lemoh, C. N. (2006). Reducing the Risk of 

Transmission of HIV/AIDS in African and Arabic-Speaking Communities in 

Victoria. Melbourne: The University of Melbourne. 

Billingham, S. A., Whitehead, A. L., & Julious, S. A. (2013). An audit of sample sizes 

for pilot and feasibility trials being undertaken in the United Kingdom registered 

in the United Kingdom Clinical Research Network database. BMC Medical 

Research Methodology, 13(1), 104-104. doi: 10.1186/1471-2288-13-104 

Birman, D. (2005). Ethical Issues in Research with Immigrants and Refugees. In J. E. 

Trimble & C. Fisher (Eds.), The Handbook of Ethical Research with 

Ethnocultural Populations and Communities (pp. 155-178). Thousand Oaks, 

California: SAGE Publications.  



 

293 

Birukila, G. J. (2012). Culture, Risk and HIV: The Case of Black African Migrants and 

Refugees in Christchurch, New Zealand. (Doctor of Philosophy), University of 

Otago, Dunedin, New Zealand. Retrieved from http://hdl.handle.net/10523/3908 

Otago University Research Archive database. (10523/3908) 

Birukila, G. J., Brunton, C., & Dickson, N. (2013). HIV-related risk factors among 

black African migrants and refugees in Christchurch, New Zealand: results from 

the Mayisha-NZ survey. The New Zealand Medical Journal, 126(1376), 19-27.  

Blair, E. M., Zubrick, S. R., & Cox, A. H. (2005). The Western Australian Aboriginal 

Child Health Survey: findings to date on adolescents. The Medical Journal of 

Australia, 183(8), 433-435.  

Blake, S. M., Ledsky, R., Goodenow, C., & O'Donnell, L. (2001). Recency of 

Immigration, Substance Use, and Sexual Behaviour Among Massachusetts 

Adolescents. American Journal of Public Health, 91(2), 794-798. doi: 

10.2105/AJPH.91.5.794 

Bloch, A. (2007). Methodological Challenges for National and Multi-sited Comparative 

Survey Research. Journal of Refugee Studies, 20(2), 230-247. doi: 

10.1093/jrs/fem002 

Bloomberg, L. D., & Volpe, M. (2008). Completing Your Qualitative Dissertation: A 

Roadmap From Beginning to End. Thousand Oaks, California: SAGE 

Publications. 

Brannon, L., & Feist, J. (2007). Health Psychology: an introduction to behaviour and 

health (6th ed.). Belmont, CA: Thomson Wadsworth. 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative 

Research in Psychology, 3(2), 77-101. doi: 10.1191/1478088706qp063oa  

Brislin, R. (2000). Understanding Cultures Influence on Behaviour (2nd ed.). 

Melbourne: Wadsworth Thomson Learning. 

Brody, S., & Potterat, J. J. (2003). Assessing the role of anal intercourse in the 

epidemiology of AIDS in Africa. International journal of STD & AIDS, 14(7), 

431-436. doi: 10.1258/095646203322025704  

Brondani, M., Moniri, N. R., & Kerston, R. P. (2012). Community-Based Research 

among Marginalized HIV Populations: Issues of Support, Resources, and 

http://hdl.handle.net/10523/3908


 

294 

Empowerment. Interdisciplinary Perspectives on Infectious Diseases, 2012, 

601027-601028. doi: 10.1155/2012/601027 

Brown, J., Miller, J., & Mitchell, J. (2006). Interrupted schooling and the acquisition of 

literacy: Experiences of Sudanese refugees in Victorian secondary schools. 

Australian Journal of Language and Literacy, 29(2), 150-162.  

Brown, J. D., Keller, S., & Stern, S. (2009). Sex, sexuality, sexting, and sexed: 

adolescents and the media. The Prevention Researcher, 16(4), 12-16. doi: 

10.1037/e630642009-005  

Burgoyne, A. D., & Drummond, P. D. (2008). Knowledge of HIV and AIDS in women 

in sub-Saharan Africa. African Journal of Reproductive Health, 12(2), 14-31.  

Burgoyne, U., & Hull, O. (2007a). Adult Literacy Research: Sudanese refugee learners: 

Classroom management strategies to address their English language needs.  

Adelaide, SA: National Centre for Vocational Education Research. 

Burgoyne, U., & Hull, O. (2007b). Classroom management strategies to address the 

needs of Sudanese refugee learners: Support document – Methodology and 

literature review - Supporting Document.  Adelaide, SA: National Centre for 

Vocational Education Research. 

Burki, T. (2011). Infectious diseases burden in South Sudan. The Lancet Infectious 

Diseases, 11(4), 266-267. doi: 10.1016/S1473-3099(11)70083-4 

Buunk, A. P., Pollet, T. V., & Dubbs, S. (2012). Parental Control over Mate Choice to 

Prevent Marriages with Out-group Members. Human Nature, 23(3), 360-374. 

doi: 10.1007/s12110-012-9149-5 

Byron, P., Albury, K., & Evers, C. (2013). “It would be weird to have that on 

Facebook”: young people’s use of social media and the risk of sharing sexual 

health information. Reproductive Health Matters, 21(41), 35-44. doi: 

10.1016/s0968-8080(13)41686-5  

Caminis, A., Henrich, C., Ruchkin, V., Schwab-Stone, M., & Martin, A. (2007). 

Psychosocial predictors of sexual initiation and high-risk sexual behaviors in 

early adolescence. Child and Adolescent Psychiatry and Mental Health, 1(1), 

14-14. doi: 10.1186/1753-2000-1-14 



 

295 

Carolan, M. (2010). Pregnancy health status of sub-Saharan refugee women who have 

resettled in developed countries: a review of the literature. Midwifery, 26(4), 

407-414. doi: 10.1016/j.midw.2008.11.002 

Casey, D., & Murphy, K. (2009). Issues in using methodological triangulation in 

research. Nurse Researcher, 16(4), 40-55. doi: 10.7748/nr2009.07.16.4.40.c7160 

Cassity, E., & Gow, G. (2005). Making up for lost time: the experiences of Southern 

Sudanese young refugees in high schools. Youth Studies Australia, 24(3), 51-55.  

Champion, V. L., & Skinner, C. S. (2008). The Health Belief Model. In K. Glanz, B. K. 

Rimer, & K. Viswanath (Eds.), Health Behaviour and Health Education Theory, 

Research, and Practice (4th ed., pp. 45-65). San Francisco, CA: John Wiley & 

Sons, Inc. 

Chapin, J. (2000). Adolescent sex and mass media: A developmental approach. 

Adolescence, 35(140), 799-811.  

Chen, A. C., Thompson, E. A., & Morrison-Beedy, D. (2010). Multi-System Influences 

on Adolescent Risky Sexual Behavior. Research in Nursing & Health, 33(6), 

512-527. doi: 10.1002/nur.20409  

Chen, J., Bauman, A., Rissel, C., Tang, K. C., Forero, R., & Flaherty, B. (2000). 

Substance use in high school students in New South Wales, Australia, in relation 

to language spoken at home. Journal of Adolescent Health, 26(1), 53-63. doi: 

10.1016/S1054-139X(98)00131-1  

Chen, L., Jha, P., Stirling, B., Sgaier, S. K., Daid, T., Kaul, R., & Nagelkerke, N. 

(2007). Sexual Risk Factors for HIV Infection in Early and Advanced HIV 

Epidemics in Sub-Saharan Africa: Systematic Overview of 68 Epidemiological 

Studies. PLoS One, 2(10), e1001. doi: 10.1371/journal.pone.0001001 

Cherie, A., & Berhane, Y. (2012). "Oral and Anal Sex Practices among high school 

youth in Addis Ababa, Ethiopia". BMC Public Health, 12(1), 5-5. doi: 

10.1186/1471-2458-12-5 

Chinouya, M., Davidson, O., & Fenton, K. A. (2000, July). The Mayisha study: an 

example of community in HIV and sexual health research with migrant African 

populations in the UK. (Abstract no. ThPeD5690). Paper presented at the XIV 

International Conference on AIDS, Barcelona, Spain. 



 

296 

Chown, P., Kang, M., Sanci, L., Newnham, V., & Bennett, D. L. (2008). Adolescent 

Health: Enhancing the skills of General Practitioners in caring for young 

people from culturally diverse backgrounds, GP Resource Kit.  Westmead, 

NSW: NSW Centre for the Advancement of Adolescent Health and 

Transcultural Mental Health Centre. Retrieved from 

http://www0.health.nsw.gov.au/pubs/2008/gp_resource_kit.html. 

Civic, D. (2000). College Students' Reasons for Nonuse of Condoms Within Dating 

Relationships. Journal of Sex & Marital Therapy, 26(1), 95-105. doi: 

10.1080/00926230027867 

Coakes, S. J., & Ong, C. (2011). SPSS Analysis without anguish: version 18.0 for 

Windows. Milton, Queensland, Australia: John Wiley & Sons Australia. 

Coleman, L., & Testa, A. (2006). Experience of sexual intercourse and reported risk 

behaviour among an ethnically diverse sample of young people. Sexual Health, 

3(3), 169-177. doi: 10.1071/SH06004 

Coleman, L., & Testa, A. (2007). Sexual health knowledge, attitudes and behaviours 

among an ethnically diverse sample of young people in the UK. Health 

Education Journal, 66(1), 68-81. doi: 10.1177/0017896907073789 

Colic-Peisker, V. (2009). Visibility, settlement success and life satisfaction in three 

refugee communities in Australia. Ethnicities, 9(2), 175-199. doi: 

10.1177/1468796809103459 

Colic-Peisker, V., & Tilbury, F. (2007). Refugees and Employment: The effect of 

visible difference on discrimination. Perth, Australia: Centre for Social and 

Community Research, Murdoch University. 

Colic-Peisker, V., & Tilbury, F. (2008). Being black in Australia: a case study of 

intergroup relations. Race & Class, 49(4), 38-56. doi: 

10.1177/0306396808089286 

Combs, B. C., & Giele, C. M. (2009). Australia: An Increase in Overseas Acquired HIV 

Infections Among Heterosexual People in Western Australia. Sexual Health, 

6(1), 35-39. doi: 10.1071/SH08010 

Commonwealth of Australia. (1999). The National Statement on Ethical Conduct in 

Research Involving Humans.  Canberra, ACT: NHMRC. Retrieved from 

http://www.nhmrc.gov.au/publications/synopses/e35syn.htm. 

http://www0.health.nsw.gov.au/pubs/2008/gp_resource_kit.html
http://www.nhmrc.gov.au/publications/synopses/e35syn.htm


 

297 

Commonwealth of Australia. (2005). Refugee and Humanitarian Issues: Australian's 

Response.  Canberra, ACT: Department of Immigration and Multicultural and 

Indigenous Affairs. Retrieved from 

http://www.immi.gov.au/refugee/_pdf/refhumiss-fullv2.pdf. 

Commonwealth of Australia. (2007). Sudanese Community Profile.  Canberra, ACT: 

Department of Immigration and Citizenship. Retrieved from 

http://www.immi.gov.au/living-in-australia/delivering-assistance/government-

programs/settlement-planning/_pdf/community-profile-sudan.pdf. 

Commonwealth of Australia. (2009). Community Information Summary: Sudan-born.  

Canberra, ACT: Department of Immigration and Citizenship. Retrieved from 

http://www.immi.gov.au/media/publications/statistics/comm-

summ/_pdf/sudan.pdf. 

Commonwealth of Australia. (2010). Sixth National HIV Strategy 2010–2013.  

Canberra, ACT: Commonwealth of Australia. Retrieved from 

http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-

strategies-2010-hiv/$File/hiv.pdf. 

Commonwealth of Australia. (2013a). Australia’s Offshore Humanitarian Program: 

2012–13.  Canberra, ACT: Commonwealth of Australia. Retrieved from 

http://www.immi.gov.au/media/publications/statistics/immigration-

update/australia_offshore_humanitarian_prog_2012-13.pdf. 

Commonwealth of Australia. (2013b). Fact Sheet 60 – Australia's Refugee and 

Humanitarian Program.  Canberra, ACT: Commonwealth of Australia. 

Retrieved from http://www.immi.gov.au/media/fact-sheets/60refugee.htm. 

Commonwealth of Australia. (2013c). Health requirements for permanent entry to 

Australia.  Canberra, ACT: Commonwealth of Australia. Retrieved from 

http://www.immi.gov.au/allforms/pdf/1071i.pdf. 

Commonwealth of Australia. (2013d). Health requirements for temporary entry to 

Australia.  Canberra, ACT: Commonwealth of Australia. Retrieved from 

http://www.immi.gov.au/allforms/pdf/1163i.pdf. 

Connell, P., McKevitt, C., & Low, N. (2004). Investigating ethnic differences in sexual 

health: focus groups with young people. Sexually Transmitted Infections, 80(4), 

300-305. doi: 10.1136/sti.2003.005181 

http://www.immi.gov.au/refugee/_pdf/refhumiss-fullv2.pdf
http://www.immi.gov.au/living-in-australia/delivering-assistance/government-programs/settlement-planning/_pdf/community-profile-sudan.pdf
http://www.immi.gov.au/living-in-australia/delivering-assistance/government-programs/settlement-planning/_pdf/community-profile-sudan.pdf
http://www.immi.gov.au/media/publications/statistics/comm-summ/_pdf/sudan.pdf
http://www.immi.gov.au/media/publications/statistics/comm-summ/_pdf/sudan.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hiv/$File/hiv.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/ohp-national-strategies-2010-hiv/$File/hiv.pdf
http://www.immi.gov.au/media/publications/statistics/immigration-update/australia_offshore_humanitarian_prog_2012-13.pdf
http://www.immi.gov.au/media/publications/statistics/immigration-update/australia_offshore_humanitarian_prog_2012-13.pdf
http://www.immi.gov.au/media/fact-sheets/60refugee.htm
http://www.immi.gov.au/allforms/pdf/1071i.pdf
http://www.immi.gov.au/allforms/pdf/1163i.pdf


 

298 

Copping, A., Shakespeare-Finch, J., & Paton, D. (2010). Towards a Culturally 

Appropriate Mental Health System: Sudanese-Australians’ Experiences with 

Trauma. Journal of Pacific Rim Psychology, 4(1), 53-60. doi: 

10.1375/prp.4.1.53 

Corbett, A. M., Dickson-Gómez, J., Hilario, H., & Weeks, M. R. (2009). A Little Thing 

Called Love: Condom Use in High-Risk Primary Heterosexual Relationships. 

Perspectives on Sexual and Reproductive Health, 41(4), 218-224. doi: 

10.1363/4121809  

Correa-Velez, I., Barnett, A. G., Gifford, S. M., & Sackey, D. (2011). Health status and 

use of health services among recently arrived men with refugee backgrounds: a 

comparative analysis of urban and regional settlement in South-east Queensland. 

Australian Journal of Primary Health, 17(1), 66-71. doi: 10.1071/PY10051 

Correa-Velez, I., Gifford, S. M., & Barnett, A. G. (2010). Longing to belong: social 

inclusion and wellbeing among youth with refugee backgrounds in the first three 

years in Melbourne, Australia. Social Science & Medicine, 71(8), 1399-1408. 

doi: 10.1016/j.socscimed.2010.07.018 

Cottone, C. (2005). New Kids on the Block: Making space for Sudanese young people in 

Queensland (pp. 1-19). West End, QLD: Youth Affairs Network of Queensland 

Inc. 

Couch, M., Dowsett, G. W., Dutertre, S., Keys, D., & Pitts, M. K. (2006). Looking for 

more: A review of social and contextual factors affecting young people’s sexual 

health. Monograph Series No.61. Melbourne, VIC: The Australian Research 

Centre in Sex, Health and Society, La Trobe University. 

Creswell, J. W. (1994). Research Design: Qualitative & Quantitative Approaches. 

Thousand Oaks, California: SAGE Publications. 

Creswell, J. W. (2007). Qualitative Inquiry & Research Design: Choosing Among Five 

Approaches (2nd ed.). Thousand Oaks, California: SAGE Publications. 

Creswell, J. W. (2009). Research Design: Qualitative, Quantitative, and Mixed Methods 

Approaches (3rd ed.). Los Angeles: SAGE Publications. 

Creswell, J. W. (2014). Research Design: Qualitative, Quantitative, and Mixed Methods 

Approaches (4th ed.). Los Angeles: SAGE Publications. 



 

299 

Creswell, J. W., Fetters, M. D., & Ivankova, N. V. (2004). Designing A Mixed Methods 

Study in Primary Care. Annals of Family Medicine, 2(1), 7-12. doi: 

10.1370/afm.104 

Creswell, J. W., & Plano-Clark, V. L. (2007). Designing and Conducting Mixed 

Methods Research. Thousand Oaks, California: SAGE Publications. 

Creswell, J. W., & Plano-Clark, V. L. (2011). Designing and Conducting Mixed 

Methods Research. Thousand Oaks, California: SAGE Publications. 

Croghan, E. (2006). Sexual health: is it different for young ethnic minority people? 

British Journal of School Nursing, 1(2), 52–57. doi: 

10.12968/bjsn.2006.1.2.22385 

Cubbins, L. A., & Tanfer, K. (2000). The influence of gender on sex: a study of men's 

and women's self-reported high-risk sex behavior. Archives of Sexual Behavior, 

29(3), 229-257. doi: 10.1023/A:1001963413640 

Culley, L., Hudson, N., & Rapport, F. (2007). Using Focus Groups with Minority 

Ethnic Communities: Researching Infertility in British South Asian 

Communities. Qualitative Health Research, 17(1), 102-112. doi: 

10.1177/1049732306296506 

Cunningham, S. D., Kerrigan, D. L., Jennings, J. M., & Ellen, J. M. (2009). 

Relationships Between Perceived STD-Related Stigma, STD-Related Shame 

and STD Screening Among a Household Sample of Adolescents. Perspectives 

on Sexual and Reproductive Health, 41(4), 225-230. doi: 10.1363/4122509 

Dalton, D., & Ortegren, M. (2011). Gender differences in ethics research: the 

importance of controlling for the social desirability response bias. Journal of 

Business Ethics, 103(1), 73-93. doi: 10.1007/s10551-011-0843-8  

Daniel, J. (2012). Sampling Essentials: Practical Guidelines for Making Sampling 

Choices. London: SAGE Publications. 

Dariotis, J. K., Pleck, J. H., Sonenstein, F. L., Astone, N. M., & Sifakis, F. (2009). What 

Are the Consequences of Relying upon Self-Reports of Sexually Transmitted 

Diseases? Lessons Learned about Recanting in a Longitudinal Study. Journal of 

Adolescent Health, 45(2), 187-192. doi: 10.1016/j.jadohealth.2008.12.024 



 

300 

Davidson, N., Skull, S., Burgner, D., Kelly, P., Raman, S., Silove, D., . . . Smith, M. 

(2004). An issue of access: delivering equitable health care for newly arrived 

refugee children in Australia. Journal of Paediatrics and Child Health, 40(9-

10), 508-509. doi: 10.1111/j.1440-1754.2004.00466.x 

Davidson, N., Skull, S., Chaney, G., Frydenberg, A., Isaacs, D., Kelly, P., . . . Burgner, 

D. (2004). Comprehensive health assessment for newly arrived refugee children 

in Australia. Journal of Paediatrics and Child Health, 40(9-10), 562-568. doi: 

10.1111/j.1440-1754.2004.00465.x 

Davidson, O., Fenton, K. A., & Mahtani, A. (2002). Race and Cultural Issues in Sexual 

Health. In D. Miller & J. Green (Eds.), The Psychology of Sexual Health. 

Oxford: Blackwell Science. 

Davis, P., & Scott, A. (2007). Health Research Sampling Methods. In M. Saks & J. 

Allsop (Eds.), Research Health Qualitative, Quantitative and Mixed Methods 

(pp. 155 to 173). Los Angeles: SAGE Publications. 

de Visser, R. O., & O'Neill, N. (2013). Identifying and understanding barriers to 

sexually transmissible infection testing among young people. Sexual Health, 

10(6), 553-558. doi: 10.1071/SH13034 

de Visser, R. O., Rissel, C. E., Smith, A. M. A., & Richters, J. (2006). 

Sociodemographic correlates of selected health risk behaviors in a representative 

sample of Australian young people. International Journal of Behavioral 

Medicine, 13(2), 153-162. doi: 10.1207/s15327558ijbm1302_7 

de Visser, R. O., Smith, A. M. A., Rissel, C. E., Richters, J., & Grulich, A. E. (2003a). 

Sex in Australia: experiences of sexual coercion among a representative sample 

of adults. Australian and New Zealand Journal of Public Health, 27(2), 198-

203. doi: 10.1111/j.1467-842X.2003.tb00808.x  

de Visser, R. O., Smith, A. M. A., Rissel, C. E., Richters, J., & Grulich, A. E. (2003b). 

Sex in Australia: heterosexual experience and recent heterosexual encounters 

among a representative sample of adults. Australian and New Zealand Journal 

of Public Health, 27(2), 146-154. doi: 10.1111/j.1467-842X.2003.tb00802.x  

de Visser, R. O., Smith, A. M. A., Rissel, C. E., Richters, J., & Grulich, A. E. (2003c). 

Sex in Australia: safer sex and condom use among a representative sample of 



 

301 

adults. Australian and New Zealand Journal of Public Health, 27(2), 223-229. 

doi: 10.1111/j.1467-842X.2003.tb00812.x 

Dean, J., Wollin, J., Stewart, D., Debattista, J., & Mitchell, M. (2012). Hidden yet 

visible: methodological challenges researching sexual health in Sudanese 

refugee communities. Culture, Health & Sexuality, 14(8), 911-924. doi: 

10.1080/13691058.2012.709639 

Dejong, J., & Mortagy, I. (2013). The struggle for recognition by people living with 

HIV/AIDS in Sudan. Qualitative Health Research, 23(6), 782-794. doi: 

10.1177/1049732313482397 

Dela Cruz, F. A., Padilla, G. V., & Agustin, E. O. (2000). Adapting a Measure of 

Acculturation for Cross-Cultural Research. Journal of Transcultural Nursing, 

11(3), 191-198. doi: 10.1177/104365960001100305 

Deng, S. A., & Pienaar, F. (2011). Positive Parenting: Integrating Sudanese traditions 

and New Zealand styles of parenting. An Evaluation of Strategies with Kids – 

Information for Parents (SKIP). The Australasian Review of African Studies, 

32(2), 160-179.  

Department of Health and Ageing. (2006). Pre-Departure Communicable Diseases 

Health Screening Protocols For Refugees Arriving From Africa (Feb 2006).  

Retrieved from 

http://www.health.gov.au/internet/main/publishing.nsf/Content/BCDB4D20259

A5537CA25712C001EA82F/$File/health_screen_protocol_1Feb06_.pdf. 

Dhanji, S. (2009). Welcome or Unwelcome?: Integration Issues and the Resettlement of 

Former Refugees from the Horn of Africa and Sudan in Metropolitan 

Melbourne. Australasian Review of African Studies, 30(2), 152-178.  

DiCenso, A., Guyatt, G., Willan, A., & Griffith, L. (2002). Interventions to reduce 

unintended pregnancies among adolescents: systematic review of randomised 

controlled trials. BMJ, 324(7351), 1426-1430. doi: 10.1136/bmj.324.7351.1426 

Dickson-Swift, V., James, E. L., Kippen, S., & Liamputtong, P. (2007). Doing sensitive 

research: what challenges do qualitative researchers face? Qualitative Research 

in Psychology, 7(3), 327-353. doi: 10.1177/1468794107078515 

http://www.health.gov.au/internet/main/publishing.nsf/Content/BCDB4D20259A5537CA25712C001EA82F/$File/health_screen_protocol_1Feb06_.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/BCDB4D20259A5537CA25712C001EA82F/$File/health_screen_protocol_1Feb06_.pdf


 

302 

DiIorio, C., Kelley, M., & Hockenberry-Eaton, M. (1999). Communication about sexual 

issues: mothers, fathers, and friends. Journal of Adolescent Health, 24(3), 181-

189. doi: 10.1016/S1054-139X(98)00115-3 

DiIorio, C., Pluhar, E., & Belcher, L. (2003). Parent-Child Communication About 

Sexuality: A Review of the Literature from 1980–2002. Journal of HIV/AIDS 

Prevention & Education for Adolescents & Children, 5(3-4), 7-32. doi: 

10.1300/J129v05n03_02 

Donovan, B. (2000). My choice: Teenagers and the risks of sexually transmitted 

diseases: A need for the provision of balanced information. Sexually 

Transmitted Infections, 76(Suppl 1), S43 -S44.  

Drummond, P. D., Mizan, A., & Wright, B. (2008). HIV/AIDS knowledge and attitudes 

among West African immigrant women in Western Australia. Sexual Health, 

5(3), 251-259. doi: 10.1071/SH07077 

Duany, J. A., & Duany, W. (2005). War and Women in the Sudan: Role Change and 

Adjustment to New Responsibilities. Northeast African Studies, 8(2), 63-82. doi: 

10.1353/nas.2005.0024 

Dubois-Arber, F., & Carael, M. (2002). Behaviour Change for STD Prevention and 

Sexual Health. In D. Miller & J. Green (Eds.), The Psychology of Sexual Health 

(pp. 38-52). Oxford: Blackwell Science. 

Duby, Z. (2008). Heterosexual anal sex in the age of HIV: An exploratory study of a 

silenced subject. (Master of Philosophy in HIV/AIDS in Society), University of 

Cape Town, Cape Town. Retrieved from 

http://uctscholar.uct.ac.za/PDF/93212_Duby,%20Z.pdf  (DBYZOE001) 

Duby, Z. (2009). Heterosexual Anal Sex in the Age of HIV. International Rectal 

Microbicide Advocates (IRMA) Interview.  Retrieved 12 August, 2013, from 

http://irma-rectalmicrobicides.blogspot.com.au/2009/01/heterosexual-anal-sex-

in-age-of-hiv.html 

Duby, Z., Colvin, C., & Kitungulu, B. (2011, June). Heterosexual anal sex: knowledge, 

attitudes and practice in 5 East African communities. Paper presented at the 1st 

International HIV Social Science and Humanities Conference (IAOHSS) – 

Locating the Social, Durban, South Africa. 

http://uctscholar.uct.ac.za/PDF/93212_Duby,%20Z.pdf
http://irma-rectalmicrobicides.blogspot.com.au/2009/01/heterosexual-anal-sex-in-age-of-hiv.html
http://irma-rectalmicrobicides.blogspot.com.au/2009/01/heterosexual-anal-sex-in-age-of-hiv.html


 

303 

Durantini, M. R., Albarracín, D., Mitchell, A. L., Earl, A. N., & Gillette, J. C. (2006). 

Conceptualizing the influence of social agents of behavior change: A meta-

analysis of the effectiveness of HIV-prevention interventionists for different 

groups. Psychological Bulletin, 132(2), 212-248. doi: 10.1037/0033-

2909.132.2.212 

East, L., Jackson, D., O’Brien, L., & Peters, K. (2011). Condom negotiation: 

experiences of sexually active young women. Journal of Advanced Nursing, 

67(1), 77-85. doi: 10.1111/j.1365-2648.2010.05451.x 

Ebbeck, M. A., & Dela Cerna, C. H. (2006). A Study of Child Rearing Practices 

Amongst Selected, Sudanese Families in South Australia: Implications for Child 

Care Service Selection. Early Childhood Education Journal, 34(5), 307-314. 

doi: 10.1007/s10643-006-0129-4  

Ebin, V. J., Sneed, C. D., Morisky, D. E., Rotheram-Borus, M. J., Magnusson, A. M., & 

Malotte, C. K. (2001). Acculturation and interrelationships between problem and 

health-promoting behaviors among Latino adolescents. Journal of Adolescent 

Health, 28(1), 62-72. doi: 10.1016/S1054-139X(00)00162-2  

Elam, G., & Fenton, K. A. (2003). Researching Sensitive Issues and Ethnicity: Lessons 

from Sexual Health. Ethnicity and Health, 8(1), 15-27. doi: 

10.1080/13557850303557 

Elliott, E., Watson, A. J., & Harries, U. (2002). Harnessing expertise: involving peer 

interviewers in qualitative research with hard-to-reach populations. Health 

Expectations, 5(2), 172-178. doi: 10.1046/j.1369-6513.2002.00158.x 

Elmusharaf, S., Elkhidir, I., Hoffmann, S., & Almroth, L. (2006). A case–control study 

on the association between female genital mutilation and sexually transmitted 

infections in Sudan. BJOG: An International Journal of Obstetrics and 

Gynaecology, 113(4), 469-474. doi: 10.1111/j.1471-0528.2006.00896.x 

Ember, C. R., & Ember, M. R. (2011). Human Culture: Highlights of Cultural 

Anthropology (2nd ed.). USA: Pearson Higher Education. 

Este, D. C., & Tachble, A. (2009). Fatherhood in the Canadian Context: Perceptions and 

Experiences of Sudanese Refugee Men. Sex Roles, 60(7-8), 456-466. doi: 

10.1007/s11199-008-9532-1 



 

304 

Ethier, K. A., & Orr, D. P. (2007). Behavioural Interventions for Prevention and 

Control of STDs Among Adolescents. In S. O. Aral, J. M. Douglas, & J. A. 

Lipshutz (Eds.), Behavioural Interventions for Prevention and Control of 

Sexually Transmitted Diseases (pp. 277-309). New York: Springer. 

Ethnic Communities Council Queensland. (2008). ECCQ HIV/AIDS , Hepatitis and 

Sexual Health Training Module for Volunteers: Facilitators Manual. ECCQ. 

Brisbane.  

Evans, A. E., Sanderson, M., Griffin, S. F., Reininger, B., Vincent, M. L., Parra-

Medina, D., . . . Taylor, D. (2004). An exploration of the relationship between 

youth assets and engagement in risky sexual behaviors. Journal of Adolescent 

Health, 35(5), 424.e421-424.330. doi: 10.1016/j.jadohealth.2004.02.008 

Evers, C. W., Albury, K., Byron, P., & Crawford, K. (2013). Young people, social 

media, social network sites and sexual health communication in Australia: "this 

is funny, you should watch it". International Journal of Communication 

(online), 7, 263-280.  

Facente, A. C. (2001). Adolescents and HIV: Knowledge, Behaviors, Influences, and 

Risk Perceptions. Journal of School Nursing, 17(4), 198-203. doi: 

10.1177/10598405010170040501  

Fagan, P., & McDonell, P. (2010). Knowledge, attitudes and behaviours in relation to 

safe sex, sexually transmitted infections (STI) and HIV/AIDS among remote 

living north Queensland youth. Australian and New Zealand Journal of Public 

Health, 34(1), S52-S56. doi: 10.1111/j.1753-6405.2010.00554.x  

Fairley, C. K. (2011). Priorities in Sexual Health. In D. Russell, D. Bradford, & C. K. 

Fairley (Eds.), Sexual Health Medicine (2nd ed., pp. 3-13). Mebourne: IP 

Communications. 

Fakoya, I., Reynolds, R., Caswell, G., & Shiripinda, I. (2008). Barriers to HIV testing 

for migrant black Africans in Western Europe. HIV Medicine, 9(Supp2), 23-25. 

doi: 10.1111/j.1468-1293.2008.00587.x 

Family Planning New South Wales, Family Planning Queensland, & Family Planning 

Victoria. (2012). Contraception: An Australian Clinical Practice Handbook (3rd 

ed.). Australia: Family Planning New South Wales, Family Planning 

Queensland and Family Planning Victoria. 



 

305 

Family Planning Queensland. (2012). Teenage Pregnancy. Brisbane, QLD: Family 

Planning Queensland. 

Feinberg, M. E., Ridenour, T. A., & Greenberg, M. T. (2007). Aggregating Indices of 

Risk and Protection for Adolescent Behavior Problems: The Communities That 

Care Youth Survey. Journal of Adolescent Health, 40(6), 506-513. doi: 

10.1016/j.jadohealth.2006.09.002 

Fenton, K. A., Chinouya, M., Davidson, O., & Copas, A. (2002). HIV testing and high 

risk sexual behaviour among London's migrant African communities: a 

participatory research study. Sexually Transmitted Infections, 78(4), 241-245. 

doi: 10.1136/sti.78.4.241 

Fenton, K. A., Johnson, A. M., McManus, S., & Erens, B. (2001). Measuring sexual 

behaviour: methodological challenges in survey research. Sexually Transmitted 

Infections, 77(2), 84-92. doi: 10.1136/sti.77.2.84 

Fenton, K. A., Mercer, C. H., McManus, S., Erens, B., Wellings, K., Macdowall, W., . . 

. Johnson, A. M. (2005). Ethnic variations in sexual behaviour in Great Britain 

and risk of sexually transmitted infections: a probability survey. The Lancet, 

365(9466), 1246-1255. doi: 10.1016/S0140-6736(05)74813-3 

Field, A. (2009). Discovering Statistics Using SPSS (3rd ed.). London: SAGE 

Publications  

Fishbein, M. (2000). The role of theory in HIV prevention. AIDS Care, 12(3), 273-278. 

doi: 10.1080/09540120050042918 

Fishbein, M., & Cappella, J. N. (2006). The Role of Theory in Developing Effective 

Health Communications. Journal of Communication, 56(S1), S1-S17. doi: 

10.1111/j.1460-2466.2006.00280.x 

Fishbein, M., & Pequegnat, W. (2000). Evaluating AIDS Prevention Interventions 

Using Behavioral and Biological Outcome Measures. Sexually Transmitted 

Diseases, 27(2), 101-110. doi: 10.1097/00007435-200002000-00008  

Fishbein, M., & Yzer, M. C. (2003). Using Theory to Design Effective Health Behavior 

Interventions. Communication Theory, 13(2), 164-183. doi: 10.1111/j.1468-

2885.2003.tb00287.x 



 

306 

Flicker, S., & Guta, A. (2008). Ethical Approaches to Adolescent Participation in 

Sexual Health Research. Journal of Adolescent Health, 42(1), 3-10. doi: 

10.1016/j.jadohealth.2007.07.017 

Foeman, A. K., & Nance, T. (1999). From Miscegenation to Multiculturalism: 

Perceptions and Stages of Interracial Relationship Development. Journal of 

Black Studies, 29(4), 540-557. doi: 10.1177/002193479902900405 

Foley, E. E. (2005). HIV/AIDS and African immigrant women in Philadelphia: 

Structural and cultural barriers to care. AIDS Care, 17(8), 1030-1043 doi: 

10.1007/s10903-012-9691-6 

Ford, K., Sohn, W., & Lepkowski, J. (2001). Characteristics of Adolescents' Sexual 

Partners and Their Association with Use of Condoms and Other Contraceptive 

Methods. Family Planning Perspectives, 33(3), 100-132. doi: 10.2307/2673765 

Forrest, J., & Dunn, K. (2011). Attitudes to Diversity: new perspectives on the ethnic 

geography of Brisbane, Australia. Australian Geographer, 42(4), 435-453. doi: 

10.1080/00049182.2012.619957 

Fortenberry, J. D. (2002). Clinic-based service programs for increasing responsible 

sexual behavior. Journal of Sex Research, 39(1), 63-66. doi: 

10.1080/00224490209552122 

Fortenberry, J. D. (2013). Puberty and adolescent sexuality. Hormones and  Behavior, 

64(2), 280-288. doi: 10.1016/j.yhbeh.2013.03.007 

Fozdar, F., & Torezani, S. (2008). Discrimination and Well-Being: Perceptions of 

Refugees in Western Australia. International Migration Review, 42(1), 30-63. 

doi: 10.1111/j.1747-7379.2007.00113.x 

Frank, S., Esterhuizen, T., Jinabhai, C. C., Sullivan, K., & Taylor, M. (2008). Risky 

sexual behaviours of high-school pupils in an era of HIV and AIDS. South 

African Medical Journal, 98(5), 394-398.  

Fraser, S., & Sim, J. (2007). The Sexual Wellbeing of Young Black and Minority 

Ethnic People. Edinburgh: NHS Health Scotland. 

French, S. E., & Holland, K. J. (2013). Condom negotiation strategies as a mediator of 

the relationship between self-efficacy and condom use. Journal of Sex Research, 

50(1), 48-60. doi: 10.1080/00224499.2011.626907 



 

307 

Gallagher, M. (2009). Data Collection and Analysis. In E. K. M. Tisdall, J. M. Davis, & 

M. Gallagher (Eds.), Researching with Children & Young People - Research 

Design, Methods and Analysis (pp. 65-153). Los Angeles: SAGE Publications. 

Gao, E., Zuo, X., Wang, L., Lou, C., Cheng, Y., & Zabin, L. S. (2012). How Does 

Traditional Confucian Culture Influence Adolescents' Sexual Behavior in Three 

Asian Cities? Journal of Adolescent Health, 50(3), Supplement. doi: 

10.1016/j.jadohealth.2011.12.002  

Garwick, A., Nerdahl, P., Banken, R., Muenzenberger-Bretl, L., & Sieving, R. (2004). 

Risk and Protective Factors for Sexual Risk Taking Among Adolescents 

Involved in Prime Time. Journal of Pediatric Nursing, 19(5), 340-350. doi: 

10.1016/j.pedn.2004.05.013 

Gerressu, M., & Stephenson, J. M. (2008). Sexual behaviour in young people. Current 

Opinion in Infectious Diseases, 21(1), 37-41. doi: 

10.1097/QCO.0b013e3282f3d9bd 

Giami, A. (2002). Sexual Health: The Emergence, Development, and Diversity of a 

Concept. Annual Review of Sex Research, 13(1), 1-35. doi: 

10.1080/10532528.2002.10559801 

Gibbs, A. (1997). Focus Groups. Social Research Update(19), 1-4.  

Gifford, S. M. (2010, June). Sexual Landscapes and the Right to Health for Youth with 

Refugee Backgrounds. Paper presented at the Diversity in Health 2010, 

Melbourne, Australia.  

Gifford, S. M., Bakopanos, C., Kaplan, I., & Correa-Velez, I. (2006). Meaning or 

Measurement? Researching the Social Contexts of Health and Settlement among 

Newly-Arrived Refugee Youth in Melbourne, Australia. Journal of Refugee 

Studies, 20(3), 414-440. doi: 10.1093/jrs/fem004 

Gifford, S. M., Correa-Velez, I., & Sampson, R. (2009). Good Starts for recently arrived 

youth with refugee backgrounds: Promoting wellbeing in the first three years of 

settlement in Melbourne, Australia. Melbourne: La Trobe Refugee Research 

Centre. 

Gilbert, M. J. (2005). "The Case Against Using Family, Friends, and Minors as 

Interpreters in Health and Mental Health Care Settings" in Process of Inquiry - 

Communicating in a Multicultural Environment. Curricula Enhancement 



 

308 

Module Series.  Retrieved 26 February, 2011, from 

http://www.nccccurricula.info/communication/D15.html 

Giordano, P. C., Manning, W. D., & Longmore, M. A. (2010). Affairs of the Heart: 

Qualities of Adolescent Romantic Relationships and Sexual Behavior. Journal 

of Research on Adolescence, 20(4), 983-1013. doi: 10.1111/j.1532-

7795.2010.00661.x 

Glanz, K., Rimer, B. K., & Viswanath, K. (Eds.). (2008). Health Behaviour and Health 

Education Theory, Research, and Practice (4th ed.). San Francisco: Josseu-

Bass, John Wiley & Sons. 

Gloppen, K. M., David-Ferdon, C., & Bates, J. (2010). Confidence as a Predictor of 

Sexual and Reproductive Health Outcomes for Youth. Journal of Adolescent 

Health, 46(3), S42-S58. doi: 10.1016/j.jadohealth.2009.11.216 

Godin, G., Naccache, H., Cote, F., Leclerc, R., Frechette, M., & Alary, M. (2008). 

Promotion of safe sex: evaluation of a community-level intervention programme 

in gay bars, saunas and sex shops. Health Education Research, 23(2), 287-297. 

doi: 10.1093/her/cym033 

Goodman, J. H. (2004). Coping With Trauma and Hardship Among Unaccompanied 

Refugee Youths From Sudan. Qualitative Health Research, 14(9), 1177-1196. 

doi: 10.1177/1049732304265923 

Gray, S. H., Austin, S. B., Huang, B., Frazier, A. L., Field, A. E., & Kahn, J. A. (2008). 

Predicting Sexual Initiation in a Prospective Cohort Study of Adolescents. 

Archives of Pediatrics & Adolescent Medicine, 162(1), 55-59. doi: 

10.1001/archpediatrics.2007.12  

Grbich, C. (2004). Qualitative Research Design. In V. Minichiello, G. Sullivan, K. 

Greenwood, & R. Axford (Eds.), Handbook of Research Methods for Nursing 

and Health Science (2nd ed., pp. 151-175). Frenchs Forest, NSW: Pearson 

Education. 

Grbich, C. (2007). Qualitative data analysis: An introduction. Los Angeles: SAGE 

Publications. 

Green, J. (2002). Psychological Factors in Sexually Transmitted Diseases. In D. Miller 

& J. Green (Eds.), The Psychology of Sexual Health (pp. 21-37). Oxford: 

Blackwell Science. 

http://www.nccccurricula.info/communication/D15.html


 

309 

Greene, K., Krcmar, M., Walters, L. H., Rubin, D. L., & Hale, J. L. (2000). Targeting 

adolescent risk-taking behaviours: the contributions of egocentrism and 

sensation-seeking: Adolescents and risk-taking. Journal of Adolescence, 23(4), 

439-461. doi: 10.1006/jado.2000.0330 

Grigg-Saito, D., Och, S., Liang, S., Toof, R., & Silka, L. (2008). Building on the 

Strengths of a Cambodian Refugee Community Through Community-Based 

Outreach. Health Promotion Practice, 9(4), 415-425. doi: 

10.1177/1524839906292176 

Grove, W. M., & Andreasen, N. C. (1982). Simultaneous Test of Many Hypotheses in 

Exploratory Research. The Journal of Nervous and Mental Disease, 170(1), 3-8. 

doi: 10.1097/00005053-198201000-00002 

Grulich, A. E., de Visser, R. O., Smith, A. M., Rissel, C. E., & Richters, J. (2003). Sex 

in Australia: Knowledge about sexually transmissible infections and blood-

borne viruses in a representative sample of adults. Australian and New Zealand 

Journal of Public Health, 27(2), 230-233. doi: 10.1111/j.1467-

842X.2003.tb00813.x 

Guerra, C., & White, R. (1995). The making of ethnic minority youth. In C. Guerra & 

R. White (Eds.), Ethnic minority youth in Australia (pp. 1-10). Hobart, 

Tasmania: National Clearinghouse for Youth Studies. 

Guirgis, M., Nusair, F., Bu, Y., Yan, K., & Zekry, A. (2012). Barriers faced by migrants 

in accessing healthcare for viral hepatitis infection. Internal Medicine Journal, 

42(5), 491-496. doi: 10.1111/j.1445-5994.2011.02647.x. 

Gupta, G. R., Parkhurst, J. O., Ogden, J. A., Aggleton, P., & Mahal, A. (2008). 

Structural approaches to HIV prevention. The Lancet, 372(9640), 764-775. doi: 

10.1016/S0140-6736(08)60887-9 

Gupta, N., & Mahy, M. (2003). Adolescent childbearing in sub-Saharan Africa: can 

increased schooling alone raise ages at first birth? Demographic Research, 8(4), 

93-106. doi: 10.4054/DemRes.2003.8.4  

Guy, R. J., McDonald, A. M., Bartlett, M. J., Murray, J. C., Giele, C. M., Davey, T. M., 

. . . Kaldor, J. M. (2007). HIV diagnoses in Australia: diverging epidemics 

within a low-prevalence country. The Medical Journal of Australia, 187(8), 437-

440.  



 

310 

Hailonga van Dijk, P. (2007). Adolescent Sexuality: Negotiating between Tradition and 

Modernity. In S. LaFont & D. Hubbard (Eds.), Unravelling Taboos Gender and 

Sexuality in Namibia. Windhoek Namibia: Gender Research & Advocacy 

Project Legal Assistance Centre. 

Hall, E. T. (2012). Monochronic and polychronic time. In L. A. Samovar, R. E. Porter, 

& E. R. McDaniel (Eds.), International communication: A reader (13th ed., pp. 

313 - 320). Boston MA: Wadsworth, Centage Learning. 

Hallman, K. (2004). Socioeconomic Disadvantage and Unsafe Sexual Behaviors Among 

Young Women and Men in South Africa. The Population Council Inc. Retrieved 

from http://www.popcouncil.org/pdfs/wp/190.pdf. 

Haour-Knipe, M., Eriksson, L., & Grondin, D. (2006). Young migrants, refugees and 

displaced people. In P. Aggleton, A. Ball, & P. Mane (Eds.), Sex, Drugs and 

Young People: International Perspectives (pp. 153-170). London: Routledge. 

Hargreaves, J. (2002). Livelihood aspects of the household environment and the sexual 

behaviour and risk of HIV infection of unmarried adolescents and young adults 

in rural South Africa. (Doctor of Philosophy Upgrading Document), London 

School of Hygiene and Tropical Medicine, London.    

Harris, L. M., & Heard, R. (2004). Using multivariate analysis. In V. Minichiello, G. 

Sullivan, K. Greenwood, & R. Axford (Eds.), Handbook of Research Methods 

for Nursing and Health Science (2nd ed., pp. 598-623). Frenchs Forest, NSW: 

Pearson Education Australia. 

Harris, M., & Zwar, N. (2005). Refugee Health. Australian Family Physician, 34(10), 

825-829. doi: 10.2267/0300-8495.34.10.1882 

Harte, W., Childs, I. R. W., & Hastings, P. A. (2009). Settlement Patterns of African 

Refugee Communities in Southeast Queensland. Australian Geographer, 40(1), 

51-67. doi: 10.1080/00049180802656960 

Hassan, E. (2006). Recall Bias can be a Threat to Retrospective and Prospective 

Research Designs. The Internet Journal of Epidemiology, 3(2), 339-412. doi: 

10.5580/2732 

Hatoss, A. (2012 ). Where are you from? Identity construction and experiences of 

‘othering’ in the narratives of Sudanese refugee-background Australians. 

Discourse & Society, 23(1), 47-68. doi: 10.1177/0957926511419925 

http://www.popcouncil.org/pdfs/wp/190.pdf


 

311 

Hatoss, A., & Huijser, H. (2010). Gendered Barriers to Educational Opportunities: 

Resettlement of Sudanese Refugees in Australia. Gender and Education, 22(2), 

147-160. doi: 10.1080/09540250903560497 

Hatoss, A., O'Neill, S., & Eacersall, D. (2012). Career Choices: Linguistic and 

Educational Socialization of Sudanese-Background High-School Students in 

Australia. Linguistics and Education: An International Research Journal, 23(1), 

16-30. doi: 10.1016/j.linged.2011.10.003  

Hebbani, A., & McNamara, J. (2010, July). Examining the impact of 'visible difference' 

on multiple marginalisation of Somali and Sudanese. Paper presented at the 

'Media, Democracy and Change'  Australian and New Zealand Communication 

Association Conference (ANZCA10), Canberra, Australia.  

Hebbani, A., Obijiofor, L., & Bristed, H. (2009). Generational Differences Faced by 

Sudanese Refugee Women Settling in Australia. Intercultural Communication 

Studies, 18(1), 66-82.  

Hebbani, A., Obijiofor, L., & Bristed, H. (2010). Intercultural Communication 

Challenges Confronting Female Sudanese Former Refugees in Australia. 

Australasian Review of African Studies, 31(1), 37-61.  

Hebbani, A., Obijiofor, L., & Bristed, H. (2012). Acculturation challenges that confront 

Sudanese former refugees in Australia. The Journal of Intercultural 

Communication, 28(28), 1-18.  

Henderson, S., & Kendall, E. (2011). Culturally and linguistically diverse peoples’ 

knowledge of accessibility and utilisation of health services: exploring the need 

for improvement in health service delivery. Australian Journal of Primary 

Health, 17(2), 195-201. doi: 10.1071/PY10065 

Hertzog, M. A. (2008). Considerations in determining sample size for pilot studies. 

Research in Nursing & Health, 31(2), 180-191. doi: 10.1002/nur.20247 

Heus, L. (2010). ‘There is no love here anyway.’ Sexuality, identity and HIV prevention 

in an African sub-culture in Amsterdam, The Netherlands. Sexual Health, 7(2), 

129-134. doi: 10.1071/SH09075 

Heywood, W., & Smith, A. M. A. (2012). Anal sex practices in heterosexual and male 

homosexual populations: a review of population-based data. Sexual Health, 9(6), 

517-526. doi: 10.1071/SH12014 



 

312 

Higgins, J. A., Hoffman, S., Graham, C. A., & Sanders, S. A. (2008). Relationships 

between condoms, hormonal methods, and sexual pleasure and satisfaction: an 

exploratory analysis from the Women's Well-Being and Sexuality Study. Sexual 

Health, 5(4), 321-330. doi: 10.1071/SH08021 

Higgins, J. A., Tanner, A. E., & Janssen, E. (2009). Arousal loss related to safer sex and 

risk of pregnancy: implications for women's and men's sexual health. 

Perspectives on Sexual and Reproductive Health, 41(3), 150-157. doi: 

10.1363/4115009 

Hillier, L., Harrison, L., & Warr, D. (1998). "When you carry condoms all the boys 

think you want it": negotiating competing discourses about safe sex. Journal of 

Adolescence, 21(1), 15-29. doi: 10.1006/jado.1997.0126 

Hoffman, S., Higgins, J. A., Beckford-Jarrett, S. T., Augenbraun, M., Bylander, K. E., 

Mantell, J. E., & Wilson, T. E. (2011). Contexts of risk and networks of 

protection: NYC West Indian immigrants' perceptions of migration and 

vulnerability to sexually transmitted diseases. Culture, Health and Sexuality, 

13(5), 513-528. doi: 10.1080/13691058.2011.562304 

Hogben, M., Gange, S. J., Watts, D. H., Robison, E., Young, M., Richardson, J., . . . 

DeHovitz, J. (2001). The Effect of Sexual and Physical Violence on Risky 

Sexual Behavior and STDs Among a Cohort of HIV Seropositive Women. AIDS 

and Behaviour, 5(4), 353-361. doi: 10.1023/A:1013138923777 

Holloway, I., & Wheeler, S. (2010). Qualitative Research in Nursing and Healthcare 

(3rd ed.). Oxford: Wiley-Blackwell. 

Holt, B. Y., Effler, P., Brady, W., Friday, J., Belay, E., Parker, K., & Toole, M. (2003). 

Planning STD/HIV prevention among refugees and mobile populations: 

Situation assessment of Sudanese refugees. Disasters, 27(1), 1-15. doi: 

10.1111/1467-7717.00216 

Holt, P. M., & Daly, M. W. (2011). A history of the Sudan: From the coming of Islam to 

the present day (6th ed.). Harlow, UK: Pearsons Education Limited. 

Hornik, R. (2007). An Extension of the Theory of Reasoned Action and its Successors 

to Multiple Behaviour Change. In I. Ajzen, M. Fishbein, D. Albarracín, & R. 

Hornik (Eds.), Prediction and Change of Health Behavior: Applying the 

Reasoned Action (pp. 53-66). Mahwah, New Jersey: L. Erlbaum Associates.  



 

313 

Horsley, P., & Dyson, S. (2007). From the Outside Looking in - Illuminating Research 

with Lesbians. In M. Pitts & A. Smith (Eds.), Researching the Margins: 

Strategies for Ethical and Rigorous Research with Marginalised Communities 

(pp. 66-83). London: Palgrave Macmillan. 

Horyniak, D., Higgs, P., Degenhardt, L., Cogger, S., Power, R., & Dietze, P. (2012). 

Injecting drug use and related health behaviours in a small case series of East 

African migrants in Mebourne. Australian and New Zealand Journal of Public 

Health, 36(6), 586-587. doi: 10.1111/j.1753-6405.2012.00960.x 

Horyniak, D., Yohannes, K., Breschkin, A., Carter, T., Hatch, B., Tomnay, J., . . . Guy, 

R. (2009). The impact of immigration on the burden of HIV infection in 

Victoria, Australia. Sexual Health, 6(2), 123-128. doi: 10.1071/SH08088 

House, W. J. (1988). The Status of Women in the Sudan. The Journal of Modern 

African Studies, 26(2), 277-302. doi: 10.1017/s0022278x00010478 

Hutchinson, M. K., & Wood, E. B. (2007). Reconceptualizing Adolescent Sexual Risk 

in a Parent-Based Expansion of the Theory of Planned Behaviour. Journal of 

Nursing Scholarship, 39(1), 141-146. doi: 10.1111/j.1547-5069.2007.00159.x  

Hynes, T. (2003). New Issues in Refugee Research - The issue of ‘trust’ or ‘mistrust’ in 

research with refugees: choices, caveats and considerations for researchers. 

Working Paper 98 New Issues in Refugee Research. Geneva: Evaluation and 

Policy Analysis Unit (EPAU), The United Nations Refugee Agency (UNHCR). 

IBM Corp. (Released 2011). IBM SPSS Statistics for Windows, Version 20.0. Armonk, 

NY: IBM Corp. 

Ingham, R., & Stone, N. (2001). Topics for Individual Interviews and Focus Group 

Discussion: Partner selection, sexual behaviour and risk taking. In J. Cleland, R. 

Ingham, & N. Stone (Eds.), Asking young people about sexual and reproductive 

behaviours: Illustrative Core Instruments (pp. 57-103). Geneva: 

UNDP/UNFPA/WHO/World Bank Special Programme of Research, 

Development and Research Training in Human Reproduction. Retrieved from 

http://www.who.int/reproductivehealth/topics/adolescence/discussion_topics/en/

.  

Israel, B. A., Eng, E., Schulz, A. J., & Parker, E. A. (2005). Introduction to Methods in 

Community-Based Participatory Research for Health. In B. A. Israel, E. Eng, A. 

http://www.who.int/reproductivehealth/topics/adolescence/discussion_topics/en/
http://www.who.int/reproductivehealth/topics/adolescence/discussion_topics/en/


 

314 

J. Schulz, & E. A. Parker (Eds.), Methods in Community-Based Participatory 

Research in Health (pp. 3-26). San Francisco: Jossey-Bass. 

Jackson, C. (1997). Behavioral science theory and principles for practice in health 

education. Health Education Research, 12(1), 143-150. doi: 

10.1093/her/12.1.143 

Jacobsen, K. (2006). Refugees and Asylum Seekers in Urban Areas: A Livelihoods 

Perspective. Journal of Refugee Studies, 19(3), 273-286. doi: 10.1093/jrs/fel017 

Jacobson, K., & Landau, L. (2003). New Issues in Refugee Research - Researching 

refugees: some methodological and ethical considerations in social science and 

forced migration. (No 90). Evaluation and Policy Analysis Unit, The United 

Nations Refugee Agency. 

Jayakody, A., Sinha, S., Tyler, K., Khadr, S. N., Clark, C., Klineberg, E., . . . Viner, R. 

M. (2011). Early sexual risk among black and minority ethnicity teenagers: a 

mixed methods study. Journal of Adolescent Health, 48(5), 499-506. doi: 

10.1016/j.jadohealth.2010.08.010 

Jensen, P., & Westoby, P. (2008). Restorative Justice: An integrated model for 

resettling young Sudanese. New Community Quarterly, 6(3), 13-19.  

Jick, T. D. (1979). Mixing qualitative and quantitative methods: triangulation in action. 

Administrative Science Quarterly, 24(4), 602-610. doi: 10.2307/2392366 

Johnson, B., & Christensen, L. (2004). Educational Research: Quantitative, Qualitative 

and Mixed Approaches (2nd ed.). Boston: Pearson. 

Johnson, D. (2007). Rates of Infectious Diseases and Nutritional Deficiencies in newly 

arrived African Refugees.  Adelaide: Government of South Australia. Retrieved 

from http://www.sdgp.com.au/client_images/107719.pdf. 

Johnson, D. R., Ziersch, A. M., & Burgess, T. (2008). I don't think general practice 

should be the front line: Experiences of general practitioners working with 

refugees in South Australia. BMC Australia and New Zealand Health Policy, 

5(1), 20-30. doi: 10.1186/1743-8462-5-20 

Jok, J. M. (1999). Militarization and Gender Violence in South Sudan. Journal of Asian 

and African Studies, 34(4), 427-442. doi: 10.1177/002190969903400403 

http://www.sdgp.com.au/client_images/107719.pdf


 

315 

Jones, N. R., & Haynes, R. (2006). The association between young people's knowledge 

of sexually transmitted diseases and their behaviour: A mixed methods study. 

Health Risk & Society, 8(3), 293-303. doi: 10.1080/13698570600871851 

Juuk, B. (2013). South Sudanese Dinka Customary Law in Comparison with Australia 

Family Law: Legal Implications for Dinka Families. The Australasian Review of 

African Studies, 34(2), 99-112.  

Kahan, D. K. (2012). Cultural Cognition as a Conception of the Cultural Theory of 

Risk. In S. Roeser, R. Hillerbrand, P. Sandin, & M. Peterson (Eds.), Handbook 

of Risk Theory Epistemology, Decision Theory, Ethics, and Social Implications 

of Risk (pp. 725-760). Springer Publishing: London.  

Kahsay, F. (2011). African Alcohol Awareness Report. (Editors: Zhihong Gu, Judith 

Dean, Anthony Peet). West End, Queensland, Australia: Ethnic Communities 

Council of Queensland (ECCQ). 

Kakoko, D. C., Åstrøm, A. N., Lugoe, W. L., & Lie, G. T. (2006). Predicting Intended 

Use of Voluntary HIV Counselling and Testing Services among Tanzanian 

Teachers Using the Theory of Planned Behaviour. Social Science and Medicine, 

63(4), 991-999. doi: 10.1016/j.socscimed.2006.02.016 

Kang, M. (2011). Adolescent Sexual Health. In D. Russell, D. Bradford, & C. K. 

Fairley (Eds.), Sexual Health Medicine (2nd ed., pp. 332-340). Melbourne: IP 

Communications. 

Kang, M., Skinner, R., & Usherwood, T. (2010). Interventions for young people in 

Australia to reduce HIV and sexually transmissible infections: a systematic 

review. Sexual Health, 7(2), 107-128. doi: 10.1071/SH09079  

Kaplan, C. P., Nápoles-Springer, A., Stewart, S. L., & Pérez-Stable, E. J. (2001). 

Smoking acquisition among adolescents and young Latinas: The role of 

socioenvironmental and personal factors. Addictive Behaviours, 26(4), 521-550. 

doi: 10.1016/S0306-4603(00)00143-X 

Kasprzyk, D., Montaño, D. E., & Fishbein, M. (1998). Application of an Integrated 

Behavioral Model to Predict Condom Use: A Prospective Study Among High 

HIV Risk Groups. Journal of Applied Social Psychology, 28(17), 1557-1583. 

doi: 10.1111/j.1559-1816.1998.tb01690.x  



 

316 

Keys, D., Rosenthal, D., & Pitts, M. (2006). Young people, sexual practice and 

meanings. In P. Aggleton, A. Ball, & P. Mane (Eds.), Sex, Drugs and Young 

People: International Perspectives (pp. 65-83). Milton Park, UK: Routledge. 

Keys, D., Rosenthal, D., Williams, H., Mallett, S., Jordan, L., & Henning, D. (2008). 

Making it Real: Sexual Health Communication for Young People Living with 

Disadvantage. Melbourne, Australia: University of Melbourne and Family 

Planning Victoria. 

Kezar, A. (2000). The Importance of Pilot Studies: Beginning the Hermeneutic Circle. 

Research in Higher Education, 41(3), 385-400. doi: 10.1023/A:1007047028758 

Khalil, A. A. (2011). HIV Infection Amongst Youth in Sudan: What needs to be done. 

WebmedCentral AIDS, 2(9), WMC002226.  

Khawaja, N. G., & Milner, K. (2012). Acculturation stress in South Sudanese refugees: 

impact on marital relationships. Journal of Intercultural Relations, 36(5), 624-

636. doi: 10.1016/j.ijintrel.2012.03.007 

Khawaja, N. G., White, K. M., Schweitzer, R., & Greenslade, J. (2008). Difficulties and 

Coping Strategies of Sudanese Refugees: A Qualitative Approach. Transcultural 

Psychiatry, 45(3), 489-512. doi: 10.1177/1363461508094678 

Khawcharoenporn, T., Kendrick, S., & Smith, K. (2012). HIV Risk Perception and 

Preexposure Prophylaxis Interest Among a Heterosexual Population Visiting a 

Sexually Transmitted Infection Clinic. AIDS Patient Care and STDs, 26(4), 222-

233. doi: 10.1089/apc.2011.0202 

Kirby, D. B., Laris, B. A., & Rolleri, L. A. (2007). Sex and HIV Education Programs: 

Their Impact on Sexual Behaviors of Young People Throughout the World. 

Journal of Adolescent Health, 40(3), 206-217. doi: 

10.1016/j.jadohealth.2006.11.143 

Kizito, H. (2001). Refugee Health Care: A Handbook for Health Professionals.  

Wellington, New Zealand: Ministry of Health Wellington. 

Koch, T., Kralik, D., vanLoon, A., & Mann, S. (2006). Participatory Action Research 

in Health Care. Oxford: Blackwell Publishing. 



 

317 

Kocken, P., van Dorst, A., & Schaalma, H. (2006). The relevance of cultural factors in 

predicting condom-use intentions among immigrants from the Netherlands 

Antilles. Health Education Research, 21(2), 230-238. doi: 10.1093/her/cyh059 

Koniak-Griffin, D., & Stein, J. A. (2006). Predictors of sexual risk behaviors among 

adolescent mothers in a human immunodeficiency virus prevention program. 

Journal of Adolescent Health, 38(3), 297.e291-297.e211. doi: 

10.1016/j.jadohealth.2004.12.008 

Korner, H. (2007). 'If I Had My Residency I Wouldn't Worry': Negotiating Migration 

and HIV in Sydney, Australia. Ethnicity & Health, 12(3), 205-225. doi: 

10.1080/13557850701235093 

Körner, H. (2007). Negotiating cultures: Disclosure of HIV positive status among 

people from minority ethnic communities in Sydney. Culture, Health and 

Sexuality, 9(2), 137-152. doi: 10.1080/13691050600975462 

Kotchick, B. A., Shaffer, A., Miller, K. S., & Forehand, R. (2001). Adolescent sexual 

risk behavior: a multi-system perspective. Clinical Psychology Review, 21(4), 

493-519. doi: 10.1016/S0272-7358(99)00070-7 

Kraft, J. M., Kulkarni, A., Hsia, J., Jamieson, D. J., & Warner, L. (2012). Sex education 

and adolescent sexual behavior: do community characteristics matter? 

Contraception, 86(3), 276-280. doi: 10.1016/j.contraception.2012.01.004 

Kramer, M. A., van Veen, M. G., Op de Coul, E. L. M., Geskus, R. B., Coutinho, R. A., 

van de Laar, M. J. W., & Prins, M. (2008). Migrants travelling to their country 

of origin: a bridge population for HIV transmission? Sexually Transmitted 

Infections, 84(7), 554-555. doi: 10.1136/sti.2008.032094 

Kreager, D. A. (2008). Guarded Borders: Adolescent Interracial Romance and Peer 

Trouble at School. Social Forces, 87(5), 887-910. doi: 10.1353/sof.0.0128 

Kurth, F., Be´lard, S., Mombo-Ngoma, G., Schuster, K., Adegnika, A. A., Bouyou-

Akotet, M. K., . . . Ramharter, M. (2010). Adolescence As Risk Factor for 

Adverse Pregnancy Outcome in Central Africa – A Cross-Sectional Study. PLoS 

One, 5(12), e14367. doi: 10.1371/journal.pone.0014367 

Lammers, C., Ireland, M., Resnick, M., & Blum, R. (2000). Influences on adolescents’ 

decision to postpone onset of sexual intercourse: a survival analysis of virginity 



 

318 

among youths aged 13 to 18 years. Journal of Adolescent Health, 26(1), 42-48. 

doi: 10.1016/S1054-139X(99)00041-5 

Lancaster, G. A., Dodd, S., & Williamson, P. R. (2004). Design and analysis of pilot 

studies: recommendations for good practice. Journal of Evaluation in Clinical 

Practice, 10(2), 307-312. doi: 10.1111/j..2002.384.doc.x 

Lantz, P. M., Israel, B. A., Schulz, A. J., & Reyes, A. (2006). Community-Based 

Participatory Research: Rationale and Relevance for Social Epidemiology. In J. 

M. Oakes & J. S. Kaufman (Eds.), Methods in Social Epidemiology (pp. 239-

266). San Francisco: Jossey-Bass. 

Larkins, S. L., Page, R. P., Panaretto, K. S., Scott, R., Mitchell, M. R., Alberts, V., . . . 

McGinty, S. (2007). Attitudes and behaviours of young Indigenous people in 

Townsville concerning relationships, sex and contraception: the "U Mob Yarn 

Up" project. The Medical Journal of Australia, 186(10), 513-518. doi: 

10.1186/1471-2458-12-1108 

Lazarus, J. V., Himedan, H., Ostergaard, L., & Liljestrand, J. (2006). HIV/AIDS 

knowledge and condom use among Somali and Sudanese immigrants in 

Denmark. Scandanavian Journal of Public Health, 34(1), 92-99. doi: 

10.1080/14034940510032211  

Lee, S. K., Sulaiman-Hill, R, C., & Thompson, S. C. (2014). Overcoming language 

barriers in community-based research with refugee and migrant populations: 

options for using bilingual workers. BMC International Health and Human 

Rights, 14(1), 11. doi: 10.1186/1472-698X-14-11 

Leichliter, J. S., Chandra, A., Liddon, N., Fenton, K. A., & Aral, S. O. (2007). 

Prevalence and Correlates of Heterosexual Anal and Oral Sex in Adolescents 

and Adults in the United States. Journal of Infectious Diseases, 196(12), 1852-

1859. doi: 10.1086/522867 

Lejukole, J. W. L. (2008). "We will do it our own ways" : a perspective of Southern 

Sudanese refugees' resettlement experiences in Australian society. (Doctor of 

Philosophy), The University of Adelaide, Adelaide. Retrieved from 

http://digital.library.adelaide.edu.au/dspace/bitstream/2440/57097/1/02whole.pd

f   

http://digital.library.adelaide.edu.au/dspace/bitstream/2440/57097/1/02whole.pdf
http://digital.library.adelaide.edu.au/dspace/bitstream/2440/57097/1/02whole.pdf


 

319 

Lema, L. A., Katapa, R. S., & Musa, A. S. (2008). Knowledge on HIV/AIDS and sexual 

behaviour among youths in Kibaha District, Tanzania. Tanzania Journal of 

Health Research, 10(2), 79-83. doi: 10.4314/thrb.v10i2.14321 

Lemoh, C. N., Baho, S., Grierson, J., Hellard, M., Street, A., & Biggs, B.-A. (2010). 

African Australians living with HIV: a case series from Victoria. Sexual Health, 

7(2), 142-148. doi: 10.1071/SH09120  

Lemoh, C. N., Biggs, B., & Hellard, M. (2008). Working with West African migrant 

communities on HIV prevention in Australia. Sexual Health, 5(4), 313-314. doi: 

10.1071/SH08060 

Lemoh, C. N., Guy, R., Yohannes, K., Lewis, J., Street, A., Biggs, B., & Hellard, M. 

(2009). Delayed diagnosis of HIV infection in Victoria 1994 to 2006. Sexual 

Health, 6(2), 117-122. doi: 10.1071/SH08028 

Lettenmaier, C., Langlois, P., Kumah, O. M., Kiragu, K., Jato, M., Zacharias, J., . . . 

Piotrow, P. T. (1994). Focus-group research for family planning: lessons learned 

in sub-Saharan Africa. Health Transition Review, 4(1), 95-99.  

Levinson, R. A., Sadigursky, C., & Erchak, G. M. (2004). The impact of cultural 

context on Brazilian adolescents' sexual practices. Adolescence, 39(154), 203-

227.  

Liamputtong, P. (2007). Researching the Vulnerable. Los Angeles: SAGE Publications. 

Liamputtong, P. (2010). Performing Qualitative Cross-Cultural Research. Cambridge: 

Cambridge University Press. 

Liamputtong, P. (2013). Qualitative Research Methods (4th ed.). Melbourne: Oxford 

University Press. 

Liddell, C., Giles, M., & Rae, G. (2008). The Culture of Condoms: Culturally Grounded 

Attitudes and their Association with Attitudes to Condoms. Psychosymatic 

Medicine, 70(4), 496-504. doi: 10.1097/PSY.0b013e31816fdf0e 

Lim, M. S. C., Hellard, M. E., Aitken, C. K., & Hocking, J. S. (2007). Sexual-risk 

behaviour, self-perceived risk and knowledge of sexually transmissible 

infections among young Australians attending a music festival. Sexual Health, 

4(1), 51-56. doi: 10.1071/SH06031 



 

320 

Lindberg, L. D., & Maddow-Zimet, I. (2012). Consequences of Sex Education on Teen 

and Young Adult Sexual Behaviors and Outcomes. Journal of Adolescent 

Health, 51(4), 332-338. doi: 10.1016/j.jadohealth.2011.12.028 

Little, C. B., & Rankin, A. (2001). Why Do They Start It? Explaining Reported Early-

Teen Sexual Activity. Sociological Forum, 16(4), 703-729. doi: 

10.1023/A:1012890013666 

Littleton, H., Breitkopf, C. R., & Berenson, A. (2007). Sexual and physical abuse 

history and adult sexual risk behaviors: Relationships among women and 

potential mediators. Child Abuse and Neglect, 31(7), 757-768. doi: 

10.1016/j.chiabu.2006.12.015 

Livak, B. S., Prachand, N. G., & Benbow, N. (2012). Anal Intercourse and HIV Risk 

Among Low-Income Heterosexual Women: Findings from Chicago HIV 

Behavioral Surveillance. The Open AIDS Journal, 6(Suppl 1: M1), 142-148. doi: 

10.2174/1874613601206010142 

Losoncz, I. (2011). Blocked opportunity and threatened identity: Understanding 

experiences of disrespect in South Sudanese Australians. The Australasian 

Review of African Studies, 32(2), 118-142.  

Lou, J.-H., Chen, S.-H., Li, R.-H., & Yu, H.-Y. (2010). Relationships among sexual 

self-concept, sexual risk cognition and sexual communication in adolescents: a 

structural equation model. Journal of Clinical Nursing, 20(11-12), 1696-1704. 

doi: 10.1111/j.1365-2702.2010.03358.x 

Loxley, W., Toumbourou, J. W., Stockwell, T., Haines, B., Scott, K., Godfrey, C., . . . 

Williams, J. (2004). The Prevention of Substance Use, Risk and Harm in 

Australia: A review of the evidence.  Canberra: Commonwealth of Australia 

Retrieved from 

https://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-

publicat-document-mono_prevention-cnt.htm/$FILE/mono_prevention.pdf. 

Lucas, D., Jamali, M., & Edgar, B. (2011). The Sudan-born in Australia: a Statistical 

Profile. The Australasian Review of African Studies, 32(2), 10-24.  

Luchters, S., Chersich, M. F., Rinyiru, A., Barasa, M.-S., King’ola, N., Mandaliya, K., . 

. . Temmerman, M. (2008). Impact of five years of peer-mediated interventions 

on sexual behavior and sexually transmitted infections among female sex 

https://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-publicat-document-mono_prevention-cnt.htm/$FILE/mono_prevention.pdf
https://www.health.gov.au/internet/main/publishing.nsf/Content/health-pubhlth-publicat-document-mono_prevention-cnt.htm/$FILE/mono_prevention.pdf


 

321 

workers in Mombasa, Kenya. BMC Public Health, 8(1), 143-152. doi: 

10.1186/1471-2458-8-143 

Lyons, H., Giordano, P. C., Manning, W. D., & Longmore, M. A. (2011). Identity, Peer 

Relationships, and Adolescent Girls' Sexual Behavior: An Exploration of the 

Contemporary Double Standard. Journal of Sex Research, 48(5), 437-449. doi: 

10.1080/00224499.2010.506679 

Macbeth, A., Weerakoon, P., & Sitharthan, G. (2009). Pilot study of Australian school-

based sexual health education: parents’ views. Sexual Health, 6(4), 328-333. 

doi: 10.1071/SH09040 

MacLachlan, M. (2006). Culture and Health A Critical Perspective Towards Global 

Health (2nd ed.). West Sussex: John Wiley & Sons, Ltd. 

MacPhail, C., & Campbell, C. (2001). 'I think condoms are good but, aai, I hate those 

things': condom use among adolescents and young people in a Southern African 

township. Social Science & Medicine, 52(11), 1613-1627. doi: 10.1016/S0277-

9536(00)00272-0  

Magnani, R., Sabin, K., Saidel, T., & Heckathorn, D. (2005). Review of sampling hard-

to-reach and hidden populations for HIV surveillance. AIDS, 19(Supplement 2), 

S67-S72. doi: 10.1097/01.aids.0000172879.20628.e1  

Maguen, S., Floyd, F. J., Bakeman, R., & Armistead, L. (2002). Developmental 

milestones and disclosure of sexual orientation among gay, lesbian, and bisexual 

youths. Journal of Applied Developmental Psychology, 23(2), 219-233. doi: 

10.1016/S0193-3973(02)00105-3  

Manlove, J. S., Terry-Humen, E., Ikramullah, E. N., & Moore, K. A. (2006). The role of 

parent religiosity in teens' transitions to sex and contraception. Journal of 

Adolescent Health, 39(4), 578–587. doi: 10.1016/j.jadohealth.2006.03.008 

Marcus, M. T., Walker, T., Swint, J. M., Smith, B. P., Brown, C., Busen, N., . . . von 

Sternberg, K. (2004). Community-based participatory research to prevent 

substance abuse and HIV/AIDS in African-American adolescents. Journal of 

Interprofessional Care, 18(4), 347-359. doi: 10.1080/13561820400011776  

Marjoribanks, T., Nolan, D., & Farquharson, K. (2010, July). Media representations of 

Sudanese people in Australia: an initial analysis Paper presented at the 'Media, 



 

322 

Democracy and Change'   Australian and New Zealand Communication 

Association Conference (ANZCA10), Canberra, Australia.  

Marlowe, J. M. (2011). Sudanese Settlement: Employing Strategies of Intercultural 

Contact and Cultural Maintenance. The Australasian Review of African Studies, 

32(2), 101-117.  

Marlowe, J. M. (2012). ‘Walking the line’: Southern Sudanese masculinities and 

reconciling one's past with the present. Ethnicities, 12(1), 50-66. doi: 

10.1177/1468796811419605  

Marsden, N. (2002). An Overview of Models for Community Based Aboriginal 

HIV/AIDS Research.  Vancouver, BC: Healing our Spirit BC Aboriginal 

HIV/AIDS Society. 

Marston, C., & King, E. (2006). Factors that shape young people's sexual behaviour: a 

systematic review. The Lancet, 368(9547), 1581-1586. doi: 10.1016/S0140-

6736(06)69662-1 

Martin, J. A., & Mak, D. B. (2006). Changing faces: a review of infectious disease 

screening of refugees by the Migrant Health Unit, Western Australia in 2003 and 

2004. The Medical Journal of Australia, 185(11-12), 607-610.  

Matereke, K. (2009). ‘Embracing the Aussie Identity’: Theoretical Reflections on 

Challenges and Prospects for African-Australian Youths. Australasian Review of 

African Studies, 30(1), 129-143.  

MAYISHA II Collaborative Group. (2005). Assessing the feasibility and acceptability 

of community based prevalence surveys of HIV among black Africans in 

England. London: Health Protection Agency Centre for Infections. 

Mbonu, N. C., van den Borne, B., & De Vries, N. K. (2009). Stigma of People with 

HIV/AIDS in Sub-Saharan Africa: A Literature Review. Journal of Tropical 

Medicine, 2009, 145891. doi: 10.1155/2009/145891 

McBride, K. R., & Fortenberry, J. D. (2010). Heterosexual anal sexuality and anal sex 

behaviors: a review. Journal of Sex Research, 47(2), 123-136. doi: 

10.1080/00224490903402538  



 

323 

McGinn, T. (2000). Reproductive Health of War-Affected Populations: What do we 

know? International Family Planning Perspectives, 26(4), 174-180. doi: 

10.2307/2648255 

McGinn, T., Purdin, S. J., Krause, S., & Jones, R. K. (2001). Forced Migration and 

Transmission of HIV and Other Sexually Transmitted Infections: Policy and 

Programmatic Responses. In S. Coffey & P. Volberding (Eds.), HIV InSite 

Knowledge Base. San Francisco: HIV InSite. Retrieved from 

http://hivinsite.ucsf.edu/InSite  

McLean, P. (2005). A guide to Sudanese cultural and social norms. London UK: 

Published by the Refugee Council on behalf of the Resettlement Inter-Agency 

Partnership. 

McMahon, T., Moreton, R. J., & Luisi, B. N. (2010). Guarding against emerging 

epidemics: addressing HIV and AIDS among culturally and linguistically 

diverse communities in NSW. NSW Public Health Bulletin, 21(4), 83-85. doi: 

10.1071/NB10012 

McMahon, T., & Ward, P. R. (2012). HIV among immigrants living in high-income 

countries: a realist review of evidence to guide targeted approaches to 

behavioural HIV prevention. Systematic Reviews, 1(1), 56. doi: 10.1186/2046-

4053-1-56 

McMichael, C. (2008). Promoting sexual health amongst resettled youth with refugee 

backgrounds. Melbourne: Refugee Health Research Centre, La Trobe 

University. 

McMichael, C. (2013). Unplanned but not unwanted? Teen pregnancy and parenthood 

among young people with refugee backgrounds. Journal of Youth Studies, 16(5), 

663-678. doi: 10.1080/13676261.2012.744813 

McMichael, C., & Gifford, S. (2009). ‘‘It is Good to Know Now…Before it’s Too 

Late’’: Promoting Sexual Health Literacy Amongst Resettled Young People 

With Refugee Backgrounds. Sexuality & Culture, 13(4), 218-237. doi: 

10.1007/s12119-009-9055-0 

McMichael, C., & Gifford, S. (2010). Narratives of sexual health risk and protection 

amongst young people from refugee backgrounds in Melbourne, Australia. 

http://hivinsite.ucsf.edu/InSite


 

324 

Culture, Health and Sexuality, 12(3), 263-277. doi: 

10.1080/13691050903359265 

McMichael, C., Gifford, S., & Correa-Velez, I. (2011). Negotiating family, navigating 

resettlement: family connectedness amongst resettled youth with refugee 

backgrounds living in Melbourne, Australia. Journal of Youth Studies, 14(2), 

179-195. doi: DOI: 10.1080/13676261.2010.506529 

McWhirter, J. J., McWhirter, B. T., McWhirter, E. H., & McWhirter, R. J. (2007). At 

Risk Youth: A Comprehensive Response for Counselors, Teachers, 

Psychologists, and Human Services Professionals (4th ed.). Belmont, USA: 

Thomson Brooks Cole. 

Memish, Z. A., & Osoba, A. O. (2006). International travel and sexually transmitted 

diseases. Travel Medicine and Infectious Disease, 4(2), 86-93. doi: 

10.1016/j.tmaid.2005.01.003 

Meston, C. M., & Ahrold, T. (2010). Ethnic, Gender, and Acculturation Influences on 

Sexual Behaviors. Archives of Sexual Behavior, 39(1), 179-189. doi: 

10.1007/s10508-008-9415-0 

Migrant Resource Centre. (2006). Community Profiles: Sudan Born Community. St 

Albans: Migrant Resource Centre North West Region Head Office. 

Miller, G. C., McDermott, R., McCulloch, B., Fairley, C. K., & Muller, R. (2003). 

Predictors of the prevalence of bacterial STI among young disadvantaged 

Indigenous people in north Queensland, Australia. Sexually Transmitted 

Diseases, 79(4), 332-335. doi: 10.1136/sti.79.4.332  

Miller, K. S., Fasula, A. M., Dittus, P., Wiegand, R. E., Wyckoff, S. C., & McNair, L. 

(2009). Barriers and Facilitators to Maternal Communication with 

Preadolescents about Age-Relevant Sexual Topics. AIDS and Behaviour, 13(2), 

365-374. doi: 10.1007/s10461-007-9324-6 

Miller, P. J., Law, M., Torzillo, P. J., & Kaldor, J. (2001). Incident sexually transmitted 

infections and their risk factors in an Aboriginal community in Australia: a 

population based cohort study. Sexually Transmitted Infections, 77(1), 21-25. 

doi: 10.1136/sti.77.1.21 



 

325 

Milner, K., & Khawaja, N. G. (2010). Sudanese Refugees in Australia: The Impact of 

Acculturation Stress. Journal of Pacific Rim Psychology, 4(1), 19-29. doi: 

10.1375/prp.4.1.19 

Milos, D. (2011). South Sudanese communities and Australian family law: A clash of 

systems. The Australasian Review of African Studies, 32(2), 143-159.  

Minichiello, V., Madison, J., Hays, T., & Parmenter, G. (2004). Doing qualitative in-

depth interviews. In V. Minichiello, G. Sullivan, K. Greenwood, & R. Axford 

(Eds.), Handbook of Research Methods for Nursing and Health Science (2nd 

ed., pp. 410-446). Frenchs Forest, Australia: Pearson Education Australia. 

Ministry of Health of Southern Sudan. (2006). Sudan Household Health Survey 

(SHHS).  Retrieved from http://ssnbs.org/surveys/. 

Mitchell, A., Patrick, K., Heywood, W., Blackman, P., & Pitts, M. (2014). 5th National 

Survey of Australian Secondary Students and Sexual Health 2013. (ARCSHS 

Monograph Series No. 97). Melbourne, Australia: Australian Research Centre in 

Sex, Health and Society, La Trobe University. 

Moffatt, S., White, M., Mackintosh, J., & Howel, D. (2006). Using quantitative and 

qualitative data in health services research - what happens when mixed methods 

findings conflict? BMC Health Services Research, 6(1), 28-37. doi: 

10.1186/1472-6963-6-28 

Mohamed, B. A., & Mahfouz, M. S. (2013). Factors associated with HIV/AIDS in 

Sudan. BioMed Research International, 2013, 971203-971206. doi: 

10.1155/2013/971203 

Moilanen, K. L., Crockett, L. J., Raffaelli, M., & Jones, B. L. (2010). Trajectories of 

Sexual Risk From Middle Adolescence to Early Adulthood. Journal of Research 

on Adolescence, 20(1), 114-139. doi: 10.1111/j.1532-7795.2009.00628.x 

Molla, M., Berhane, Y., & Lindtjørn, B. (2008). Traditional values of virginity and 

sexual behaviour in rural Ethiopian youth: results from a cross-sectional study. 

BMC Public Health, 8(1), 9-9. doi: 10.1186/1471-2458-8-9 

Molla, M., Nordrehaug Astrom, A., & Brehane, Y. (2007). Applicability of the theory 

of planned behaviour to intended and self-reported condom use in rural 

Ethiopian populations. AIDS Care, 19(3), 425-431. doi: 

10.1080/09540120600722692 

http://ssnbs.org/surveys/


 

326 

Monroe, L. M., Kinney, L. M., Weist, M. D., Dafeamekpor, D. S., Dantzler, J., & 

Reynolds, M. W. (2005). The experience of sexual assault: findings from a 

statewide victim needs assessment. Journal of Interpersonal Violence, 20(7), 

767-776. doi: 10.1177/0886260505277100 

Montaño, D. E., & Kasprzyk, D. (2008). Theory of Reasoned Action, Theory of 

Planned Behavior, and The Integrated Behavioral Model. In K. Glanz, B. K. 

Rimer, & K. Viswanath (Eds.), Health Behaviour and Health Education Theory, 

Research, and Practice (4th ed., pp. 67-96). San Francisco: Josseu-Bass, John 

Wiley & Sons. 

Moro, L. N. (2004). Interethnic Relations in Exile: The Politics of Ethnicity among 

Sudanese Refugees in Uganda and Egypt. Journal of Refugee Studies, 17(4), 

420-436. doi: 10.1093/jrs/17.4.420 

Morris, M. C. (2005). Gender, HIV/AIDS and Refugees Reconceiving Vulnerability 

and Promoting Transformation: A Kenyan Case Study. Dialogue, 3(1), 1-40.  

Moszynski, P. (2011). South Sudan: a nation born in crisis. BMJ (Clinical Research 

ed.), 342(jun15 1), d3726-d3726. doi: 10.1136/bmj.d3726 

Moukhyer, M. E., van Eijk, J. T. M., Bosma, H., & de Vries, N. K. (2006). Level of 

Knowledge of Sudanese Adolescents about Reproductive Health (RH) and 

Harmful Traditional Practices (HTPs). Ahfad Journal, 23(1), 66-81.  

Muchoki, S. M. (2012). Sexuality and Sexual Health of African-Australian Men with 

Refugee Backgrounds from the Horn of Africa: The Need for a New Research 

Agenda. The Australasian Review of African Studies, 33(1), 132-150.  

Muchoki, S. M. (2013). '[In Australia] what comes first are the women, then children, 

cats, dogs, followed by men': Exploring accounts of gender relations by men 

from the Horn of Africa. The Australasian Review of African Studies, 34(2), 79-

98.  

Mueller, T. E., Gavin, L. E., & Kulkarni, A. (2008). The Association Between Sex 

Education and Youth’s Engagement in Sexual Intercourse, Age at First 

Intercourse, and Birth Control Use at First Sex. Journal of Adolescent Health, 

42(1), 89-96. doi: 10.1016/j.jadohealth.2007.08.002 

Mulatu, M. S., Adamu, R., & Haile, S. I. (2000). Psychosocial and Contextual 

Determinants of Past and Intended Condom Use among Ethiopian Secondary 



 

327 

School Students. Northeast African Studies, 7(1), 85-108. doi: 

10.1353/nas.2004.0008 

Mungai, N. (2008, November). Young Sudanese Men Experiences of Racism in 

Melbourne. Paper presented at the African Studies Assosciation of Australasia 

and the Pacific (AFSAAP) Conference. 31st Conference: “Building a Common 

Future – Africa and Australasia", Monash University, Melbourne, Australia.  

Murray, K. E. (2010). Sudanese Perspectives on Resettlement in Australia. Journal of 

Pacific Rim Psychology, 4(1), 30-43. doi: 10.1375/prp.4.1.30 

Murray, R. J., Davis, J. S., Burgner, D. P., & the Australasian Society for Infectious 

Diseases Refugee Health Guidelines Writing Group. (2009). The Australasian 

Society for Infectious Diseases Guidelines for the diagnosis, management and 

prevention of infections in recently arrived refugees: An abridged outline. The 

Medical Journal of Australia, 190(8), 421-425.  

Nakagawa, S. (2004). A farewell to Bonferroni: the problems of low statistical power 

and publication bias. Behavioral Ecology, 16(6), 1044-1045. doi: 

10.1093/beheco/arh107 

Ndinda, C., Chimbwete, C., McGrath, N., & Pool, R. (2008). Perceptions of anal sex in 

rural South Africa. Culture, Health & Sexuality, 10(2), 205-212. doi: 

10.1080/13691050600988416  

Neale, A., Ngeow, J. Y. Y., Skull, S. A., & Biggs, B.-A. (2007). Health services 

utilisation and barriers for settlers from the Horn of Africa. Australian and New 

Zealand Journal of Public Health, 31(4), 333-335. doi: 10.1111/j.1753-

6405.2007.00081.x 

Newton, F. J., Newton, J. D., Windisch, L., & Ewing, M. T. (2013). Gender differences 

in beliefs about condom use among young, heterosexual Australian adults. 

Health Education Journal, 72(4), 443-449. doi: 10.1177/0017896912450240  

Noar, S. M. (2007a). Behavioural Interventions for Reducing Sexual Risk behaviour. 

Fact Sheet (Vol. 21). Bloomington, Indiana: Rural Center for AIDS/STD 

Prevention. 

Noar, S. M. (2007b). An interventionist's guide to AIDS behavioural theories. AIDS 

Care, 19(3), 392-402. doi: 10.1080/09540120600708469 



 

328 

Noar, S. M., & Zimmerman, R. S. (2005). Health Behavior Theory and cumulative 

knowledge regarding health behaviors: are we moving in the right direction? 

Health Education Research, 20(3), 275-290. doi: 10.1093/her/cyg113 

Nunn, C. (2011). Spaces to Speak: Challenging Representations of Sudanese-

Australians. Journal of Intercultural Studies, 31(2), 183-198. doi: 

10.1080/07256861003606366 

Nutbeam, D., & Harris, E. (2004). Theory in a Nutshell: A practical guide to health 

promotion theories (2nd ed.). McGraw-Hill: Sydney. 

Nyamathi, A., Koniak-Griffin, D., & Greengold, B. A. (2007). Development of nursing 

theory and science in vulnerable populations research. In J. Fitzpatrick, A. 

Nyamathi, & D. Koniak-Griffin (Eds.), Annual Review of Nursing Research: 

Vulnerable Populations (Vol. 25, pp. 3-25). New York.  

O'Cathain, A., Murphy, E., & Nicholl, J. (2010). Three techniques for integrating data 

in mixed methods studies. BMJ (Clinical Research ed.), 341(sep17 1), c4587-

c4587. doi: 10.113/bmj.c4587 

O'Connor, P. (2004). The conditionality of status: Experience-based reflections on the 

insider/outsider issue. Australian Geographer, 35(2), 169-176. doi: 

10.1080/0004918042000249476 

O’Leary, A., Jemmott III, J. B., Jemmott, L. S., Bellamy, S., Ngwane, Z., Icard, L., & 

Gueits, L. (2012). Moderation and Mediation of an Effective HIV Risk-

Reduction Intervention for South African Adolescents. Annals of Behavioral 

Medicine, 44(2), 181-191. doi: 10.1007/s12160-012-9375-4 

O’Sullivan, L. F. (2008). Challenging Assumptions Regarding the Validity of Self-

Report Measures: The Special Case of Sexual Behavior. Journal of Adolescent 

Health, 42(3), 207-208. doi: 10.1016/j.jadohealth.2008.01.002 

Ogilvie, L. D., Burgess-Pinto, E., & Caufield, C. (2008). Challenges and approaches to 

newcomer health research. Journal of Transcultural Nursing, 19(1), 164-173. 

doi: 0.1177/1043659607309142 

Ogle, S., Glasier, A., & Riley, S. C. (2008 ). Communication between parents and their 

children about sexual health. Contraception, 77(4), 283-288. doi: 

10.1016/j.contraception.2007.12.003 



 

329 

Oliver, M. (2012). Standing Up, Reaching Out and Letting Go: Experiences of 

Resilience and School Engagement for African High Schoolers from Refugee 

Backgrounds. The Australasian Review of African Studies, 33(1), 151-164.  

Oltedal, S., Moen, B.-E., Klempe, H., & Rundmo, T. (2004). Explaining risk 

perception. An evaluation of cultural theory. Rotunde (Vol. 85). Trondheim, 

Norway: Norwegian University. 

Omorodion, F., Gbadebo, K., & Ishak, P. (2004). HIV vulnerability and sexual risk 

among African youth in Windsor, Canada. Culture, Health and Sexuality, 9(4), 

429-437. doi: 10.1080/13691050701256721 

Onwumere, J., Holttum, S., & Hirst, F. (2002). Determinants of quality of life in black 

African women with HIV living in London. Psychology, Health & Medicine, 

7(1), 61-74. doi: 10.1080/13548500120101568 

Ormrod, J. E. (1999). Human Learning (3rd ed.). Upper Saddle River, NJ: Prentice 

Hall. 

Ortashi, O., El Khidir, I., & Herieka, E. (2004). Prevalence of HIV, syphilis, Chlamydia 

trachomatis, Neisseria gonorrhoea, Trichomonas vaginalis and candidiasis 

among pregnant women attending an antenatal clinic in Khartoum, Sudan. 

Journal of Obstetrics and Gynaecology, 24(5), 513-515. doi: 

10.1080/01443610410001722536 

Östlund, U., Kidd, L., Wengström, Y., & Rowa-Dewar, N. (2011). Combining 

qualitative and quantitative research within mixed method research designs: a 

methodological review. International Journal of Nursing Studies, 48(3), 369-

383. doi: 10.1016/j.ijnurstu.2010.10.005 

Overstreet, R. E., Cegielski, C., & Hall, D. (2013). Predictors of the intent to adopt 

preventive innovations: a meta‐analysis. Journal of Applied Social Psychology, 

43(5), 936–946. doi: 10.1111/jasp.12058 

Palak, M. K. (2005). Culture and Sexual Health: Exploring the experiences of young 

South Asian Women in Nova Scotia. (Master of Arts), Dalhousie University 

Halifax.    

Pallant, J. (2013). SPSS Survival Manual (5th ed.). Sydney, NSW: Allen & Unwin. 



 

330 

Palmer, C. A. (1999). Rapid appraisal of needs in reproductive health care in southern 

Sudan: qualitative study. British Medical Journal, 319(7212), 743-748. doi: 

10.1136/bmj.319.7212.743 

Palmer, R., Lemoh, C. N., Tham, R., Hakim, S., & Biggs, B.-A. (2009). Sudanese 

women living in Victoria, Australia: health-information-seeking behaviours and 

the availability, effectiveness and appropriateness of HIV/AIDS information. 

Diversity in Health and Care, 6(2), 109-120.  

Paradies, Y., Forrest, J., Dunn, K., Pedersen, A., & Webster, K. (2009). More than 

tolerance: Racism and the health of young Australians. In F. Mansouri (Ed.), 

Youth Identity and Migration: Cultures, Values and Social Connectedness (pp. 

207-226). Australia: Common Ground Publishing Pty Ltd. 

Parkman, S., & Bixby, S. (1996). Community interviewing: experiences and 

recommendations. Psychiatric Bulletin, 20(2), 72-74. doi: 10.1192/pb.20.2.72 

Pawlowski, B., Atwal, R., & Dunbar, R. (2008). Sex Differences in Everyday Risk-

taking Behavior in Humans. Evolutionary Psychology, 6(1), 29-42.  

Pedersen, W., Samuelsen, S. O., & Wichstrom, L. (2003). Intercourse debut age: poor 

resources, problem behavior, or romantic appeal? A population-based 

longitudinal study. Journal of Sex Research, 40(4), 333-345. doi: 

10.1080/00224490209552199 

Persson, A. (2012). The Undoing and Doing of Sexual Identity among Heterosexual 

Men with HIV in Australia. Men and Masculinities, 15(3), 311-328. doi: 

10.1177/1097184X12450015 

Persson, A., & Richards, W. (2008). From closet to heterotopia: a conceptual 

exploration of disclosure and 'passing' among heterosexuals living with HIV. 

Culture, Health & Sexuality, 10(1), 73-86. doi: 10.1080/13691050701669048 

Phillips, M. (2011). Convenient Labels, Inaccurate Representations: Turning Southern 

Sudanese Refugees into ‘African-Australians’. The Australasian Review of 

African Studies, 32(2), 57-79.  

Philpott, A., Knerr, W., & Maher, D. (2006). Promoting protection and pleasure: 

amplifying the effectiveness of barriers against sexually transmitted infections 

and pregnancy. The Lancet, 368(9551), 2028-2031. doi: 10.1016/S0140-

6736(06)69810-3 



 

331 

Pittaway, E., & Bartolomei, L. (2001). Refugees, Race, and Gender: The Multiple 

Discrimination against Refugee Women. Refuge, 19(6), 21-32.  

Pittaway, E., & Rees, S. (2006). Multiple Jeopardy: Domestic Violence and the Notion 

of Cumulative Risk for Women in Refugee Camps. Women Against Violence: 

An Australian Feminist Journal, (18), 18-25.  

Pluye, P., Grad, R. M., Levine, A., & Nicolau, B. (2009). Understanding divergence of 

quantitative and qualitative data (or results) in mixed methods studies. 

International Journal of Multiple Research Approaches, 3(1), 58-72. doi: 

10.5172/mra.455.3.1.58 

Polit, D. F., & Beck, C. T. (2012). Nursing Research: Generating and Assessing 

Evidence for Nursing Practice (9th ed.). Philadelphia: Wolters Kluwer / 

Lippincott Williams & Wilkins (Health). 

Poppitt, G., & Frey, R. (2007). Sudanese Adolescent Refugees: Acculturation and 

Acculturative Stress. Australian Journal of Guidance and Counselling, 17(2), 

160-181. doi: 10.1375/ajgc.17.2.160 

Power, R. (2002). The application of qualitative research methods to the study of 

sexually transmitted infections. Sexually Transmitted Infections, 78, 87-89. doi: 

10.1136/sti.78.2.87 

Queensland Government. (2011). Community Profiles for Health Care Providers - 

Sudanese Australians.  Brisbane: Queensland Health. Retrieved from 

http://www.health.qld.gov.au/multicultural/health_workers/Sudanese2011.pdf. 

Rai, R. K., Ramadhan, A. A., & Tulchinsky, T. H. (2012). Prioritizing Maternal and 

Child Health in Independent South Sudan. Maternal and Child Health Journal, 

16(6), 1139-1142. doi: 10.1007/s10995-011-0886-6 

Rashad, I., & Kaestner, R. (2004). Teenage sex, drugs and alcohol use: problems 

identifying the cause of risky behaviors. Journal of Health Economics, 23(3), 

493-503. doi: 10.1016/j.jhealeco.2003.09.009 

Reaves, C. C. (1992). Quantitative Research for the Behavioural Sciences. New York: 

John Wiley & Sons Inc. 

Reeders, D. (2010). Double Trouble? The Health Needs of Culturally Diverse MSM. 

Melbourne: Centre for Culture, Ethnicity & Health. 

http://www.health.qld.gov.au/multicultural/health_workers/Sudanese2011.pdf


 

332 

Reiter, P. L., Katz, M. L., Ferketich, A. K., Ruffin, M. T., & Paskett, E. D. (2009). 

Measuring cervical cancer risk: development and validation of the CARE Risky 

Sexual Behavior Index. Cancer Causes Control, 20, 1865-1871. doi: 

10.1007/s10552-009-9380-5 

Reproductive Health Response in Crises Consortium. (2010, December). Sexually 

Transmitted Infections, including HIV/AIDS.   Retrieved 17 April, 2011, from 

http://www.rhrc.org/rhr_basics/sti.html 

Rhodes, S. D., Kelle, C., Simán, F., Cashman, R., Alonzo, J., McGuire, J., . . . 

Reboussin, B. (2012). Using Community-Based Participatory Research (CBPR) 

to Develop a Community-Level HIV Prevention Intervention for Latinas: A 

Local Response to a Global Challenge. Women's Health Issues, 22(3), e293-

e301. doi: 10.1016/j.whi.2012.02.002 

Risjord, M. W., Dunbar, S. B., & Moloney, M. F. (2002). A New Foundation for 

Methodological Triangulation. Journal of Nursing Scholarship, 34(3), 269-275. 

doi: 10.1111/j.1547-5069.2002.00269.x 

Rissel, C. E., Richters, J., Grulich, A. E., de Visser, R. O., & Smith, A. M. A. (2003). 

Sex in Australia: first experiences of vaginal intercourse and oral sex among a 

representative sample of adults. Australian and New Zealand Journal of Public 

Health, 27(2), 131-137. doi: 10.1111/j.1467-842X.2003.tb00800.x 

Roberts, K., & Taylor, B. (2002). Nursing Research Processes: An Australian 

Perspective (2nd ed.). Melbourne: Thomson. 

Robinson, A. J., & Rogstaf, K. (2002). Adolescence: a time for risk taking. Sexually 

Transmitted Infections, 78(5), 314-315. doi: 10.1136/sti.78.5.314 

Robinson, B. B. E., Bockting, W. O., Rosser, B. R. S., Miner, M., & Coleman, E. 

(2002). The Sexual Health Model: application of a sexological approach to HIV 

prevention. Health Education Research, 17(1), 43-57. doi: 10.1093/her/17.1.43 

Robinson, J. (2011). Sudanese heritage and living in Australia: Implications of 

demography for individual and community resilience. The Australasian Review 

of African Studies, 32(2), 25-56.  

Rogier, E. (2005). No More Hills Ahead? The Sudan's Tortuous Ascent to Heights of 

Peace. Clingendael Security Papers No. 1. The Hague: Netherlands Institute of 

http://www.rhrc.org/rhr_basics/sti.html


 

333 

International Relations. Clingendael Institute. Clingendael Conflict Research 

Unit. 

Romer, D., Black, M., Ricardo, I., Feigelman, S., Kaljee, L., Galbraith, J., . . . Stanton, 

B. (1994). Social Influences on the Sexual Behavior of Youth at Risk for HIV 

Exposure. American Journal of Public Health, 84(6), 977-985. doi: 

10.2105/AJPH.84.6.977 

Rosario, M., Schrimshaw, E. W., Hunter, J., & Braun, L. (2006). Sexual Identity 

Development Among Lesbian, Gay, and Bisexual Youths: Consistency and 

Change Over Time. Journal of Sex Research, 43(1), 46-58. doi: 

10.1080/00224490609552298 

Rosenthal, D., & Browning, C. (2005). Sexual wellbeing and life transitions: A focus on 

adolescence and old age. In M. Temple-Smith & S. Gifford (Eds.), Sexual 

Health: An Australian Perspective (pp. 111-128). Melbourne: IP 

Communications. 

Rosenthal, D., Moore, S., & Flynn, I. (1991). Adolescent self-efficacy, self-esteem and 

sexual risk-taking. Journal of Community & Applied Social Psychology. Special 

Issue: Social Dimensions of AIDS, 1(2), 77-88. doi: 10.1002/casp.2450010203 

Ryan, S., Franzetta, K., & Jennifer, M. (2007). Knowledge, Perceptions, and 

Motivations for Contraception: Influence on Teens' Contraceptive Consistency. 

Youth Society, 39(2), 182-208. doi: 10.1177/0044118X06296907 

Ryan, S., Franzetta, K., Manlove, J., & Holcombe, E. (2007). Adolescents' discussions 

about contraception or STDs with partners before first sex. Perspectives on 

Sexual and Reproductive Health, 39(6), 149-157. doi: 10.1363/3914907 

Rye, B. J., Fisher, W. A., & Fisher, J. D. (2001). The Theory of Planned Behavior and 

Safer Sex Behaviors of Gay Men. AIDS and Behavior, 5(4), 307-317. doi: 

10.1023/A:1013130721960 

Sadler, K. E., McGarrigle, C. A., Elam, G., Ssanyu-Sseruma, W., Davidson, O., 

Nichols, T., . . . Fenton, K. A. (2007). Sexual behaviour and HIV infection in 

black-Africans in England: results from the Mayisha II survey of sexual attitudes 

and lifestyles. Sexually Transmitted Infections, 83(7), 523-529. doi: 

10.1136/sti.2007.027128 



 

334 

Sadler, K. E., McGarrigle, C. A., Elam, G., Ssanyu-Sseruma, W., Othieno, G., 

Davidson, O., . . . Fenton, K. A. (2006). Mayisha II: Pilot of a community-based 

survey of sexual attitudes and lifestyles and anonymous HIV testing within 

African communities in London. AIDS Care, 18(4), 398-403. doi: 

10.1080/09540120600634400 

Sandelowski, M. (2000). Combining Qualitative and Quantitative Sampling, Data 

Collection, and Analysis Techniques in Mixed-Method Studies. Research in 

Nursing & Health, 23(3), 246-255. doi: 10.1002/1098-

240X(200006)23:3<246::AID-NUR9>3.0.CO;2-H 

Sandfort, T. G. M., & Ehrhardt, A. A. (2004). Sexual Health: A Useful Public Health 

Paradigm or a Moral Imperative? Archives of Sexual Behavior, 33(3), 181-187. 

doi: 10.1023/B:ASEB.0000026618.16408.e0 

Sathe, A., & Sathe, S. (2005). Knowledge, behaviour and attitudes about sexuality 

amongst adolescents in Pune: A situational analysis. The Indian Journal of 

Family Welfare, 51(1), 49-59.  

Savic, M., Chur-Hansen, A., Mahmood, M. A., & Moore, V. (2013). Separation from 

family and its impact on the mental health of Sudanese refugees in Australia: a 

qualitative study. Australian and New Zealand Journal of Public Health, 37(4), 

383-388. doi: 10.1111/1753-6405.12088 

Schmitt, N. (1996). Uses and Abuses of Coefficient Alpha. Psychological Assessment, 

8(4), 350-353. doi: 10.1037/1040-3590.8.4.350  

Schofield, M. (2004). Sampling in quantitative research. In V. Minichiello, G. Sullivan, 

K. Greenwood, & R. Axford (Eds.), Handbook of Research Methods for Nursing 

and Health Science (2nd ed., pp. 176-209). Frenchs Forest, NSW: Pearson 

Education Australia. 

Schweitzer, R., Greenslade, J. H., & Kagee, A. (2007). Coping and resilience in 

refugees from the Sudan: a narrative account. Australian and New Zealand 

Journal of Psychiatry, 41(3), 282-288. doi: 10.1080/00048670601172780 

Scott, J., Averbach, S., Modest, A. M., Hacker, M. R., Cornish, S., & Spencer, D. 

(2013). An assessment of gender inequitable norms and gender-based violence 

in South Sudan: a community-based participatory research approach. Conflict 

and Health, 7(1), 4. doi: 10.1186/1752-1505-7-4 



 

335 

Scott, J., Hacker, M., Averbach, S., Modest, A. M., Cornish, S., Spencer, D., . . . 

Parmar, P. (2014). Influences of sex, age and education on attitudes towards 

gender inequitable norms and practices in South Sudan. Global Public Health: 

An International Journal for Research, Policy and Practice, 9(7), 773-786. doi: 

10.1080/17441692.2014.928347 

Seal, A., Minichiello, V., & Omodei, M. (1997). Young women's sexual risk taking 

behaviour: re-visiting the influences of sexual self-efficacy and sexual self-

esteem. International Journal of STDs and AIDS, 8(3), 159-165. doi: 

10.1258/0956462971919822 

Seale, C. (Ed.). (2004). Researching Society and Culture (2nd ed.). London: SAGE 

Publications. 

Secomb, J. M., & Smith, C. (2011). A mixed method pilot study: the researchers' 

experiences. Contemporary Nurse, 39(1), 31-35. doi: 

10.5172/conu.2011.39.1.31 

Senior, K., Helmer, J., Chenhall, R., & Burbank, V. (2014). ‘Young clean and safe?’ 

Young people's perceptions of risk from sexually transmitted infections in 

regional, rural and remote Australia. Culture, Health & Sexuality, 16(4), 453-

466. doi: 10.1080/13691058.2014.888096 

Sergeant, J. (2009). Discussion Paper - HIV and Sub-Saharan African communities in 

Australia. Newtown NSW: Australian Federation of AIDS Organisations. 

Shahid, S., Bessarab, D., Howat, P., & Thompson, S. (2009). Exploration of the beliefs 

and experiences of Aboriginal people with cancer in Western Australia: a 

methodology to acknowledge cultural difference and build understanding. BMC 

Medical Research Methodology, 9(60-60). doi: 10.1186/1471-2288-9-60 

Shaw, M., Lawlor, D. A., & Najman, J. M. (2006). Teenage children of teenage 

mothers: psychological, behavioural and health outcomes from an Australian 

prospective longitudinal study. Social Science & Medicine, 62(10), 2526-2539. 

doi: 10.1016/j.socscimed.2005.10.007  

Sheikh-Mohammed, M., MacIntyre, C. R., Wood, N. J., Leask, J., & Isaacs, D. (2006). 

Barriers to access to health care for newly resettled sub-Saharan refugees in 

Australia. The Medical Journal of Australia, 185(11/12), 594-597.  



 

336 

Shelton, J. D. (2009). Why multiple sexual partners? The Lancet, 374(9687), 367-369. 

doi: 10.1016/S0140-6736(09)61399-4  

Shenton, A. K. (2004). Strategies for ensuring trustworthiness in qualitative research 

projects. Education for Information, 22(2), 63-75.  

Shier, M. L., Engstrom, S., & Graham, J. R. (2011). International Migration and Social 

Work: A Review of the Literature. Journal of Immigrant & Refugee Studies, 

9(1), 38-56. doi: 10.1080/15562948.2011.547825 

Simon, C., & Mosavel, M. (2010). Community members as recruiters of human 

subjects: ethical considerations. The American Journal of Bioethics, 10(3), 3-11. 

doi: 10.1080/15265160903585578 

Skinner, S. R., Smith, J., Fenwick, J., Fyfe, S., & Hendriks, J. (2008). Perceptions and 

Experiences of First Sexual Intercourse in Australian Adolescent Females. 

Journal of Adolescent Health, 43(6), 593-599. doi: 

10.1016/j.jadohealth.2008.04.017 

Skinner, S. R., Smith, J., Fenwick, J., Hendriks, J., Fyfe, S., & Kendall, G. (2009). 

Pregnancy and protection: perceptions, attitudes and experiences of Australian 

female adolescents. Women and Birth, 22(2), 50-56. doi: 

10.1016/j.wombi.2008.12.001 

Smith, A. M. A., Agius, P. A., Dyson, S., Mitchell, A., & Pitts, M. (2003). Secondary 

Students & Sexual Health 2002: Results of the 3rd National Survey of 

Australian Secondary Students HIV/AIDS and Sexual Health. Monograph 

Series No. 47 (pp. 100). Melbourne: Australian Research Centre in Sex, Health 

& Society, La Trobe University. 

Smith, A. M. A., Agius, P. A., Mitchell, A., Barrett, C., & Pitts, M. (2009). Secondary 

Students and Sexual Health 2008: Results of the 4th National Survey of 

Australian Secondary Students, HIV/AIDS and Sexual Health. Monograph 

Series No. 70 (pp. 89). Melbourne: Australian Research Centre in Sex, Health & 

Society, La Trobe University. 

Smith, A. M. A., & Pitts, M. (2007). Researching the Margins: An Introduction. In M. 

Pitts & A. Smith (Eds.), Researching the Margins Strategies for Ethical and 

Rigorous Research with Marginalised Communities (pp. 3-41). Hampshire UK: 

Palgrave MacMillan. 



 

337 

Smith, A. M. A., Pitts, M. K., Shelley, J. M., Richters, J., & Ferris, J. (2007). The 

Australian longitudinal study of health and relationships. BMC Public Health, 

7(1), 139-139. doi: 10.1186/1471-2458-7-139 

Smith, A. M. A., Rissel, C. E., Richters, J., & Grulich, A. E. (2003). Sex in Australia: 

Sexual identity, sexual attraction and sexual experience among a representative 

sample of adults. Australian and New Zealand Journal of Public Health, 27(2), 

139-145. doi: 10.1111/j.1467-842X.2003.tb00801.x  

Sowey, H. (2005). Are Refugees at Increased Risk of Substance Misuse? Sydney, 

NSW: Drug and Alcohol Multicultural Education Centre (DAMEC). 

Spicer, N. (2004). Combining qualitative and quantitative methods In C. Seale (Ed.), 

Researching Society and Culture (2nd ed., pp. 293-304). London SAGE 

Publications. 

Spiegel, P. B. (2004). HIV/AIDS among Conflict-affected and Displaced Populations: 

Dispelling Myths and Taking Action. Disasters, 28(3), 322-339. doi: 

10.1111/j.0361-3666.2004.00261.x 

Spring, M., Westermeyer, J., Halcon, L., Savik, K., Robertson, C., Johnson, D. R., . . . 

Jaranson, J. (2003). Sampling in Difficult to Access Refugee and Immigrant 

Communities. Journal of Nervous & Mental Disease, 19(12), 813-819. doi: 

10.1097/01.nmd.0000100925.24561.8f 

Springvale Monash Legal Service. (2008). Comparative Analysis of South Sudanese 

Customary Law and Victorian Law. Mebourne, Australia: Springvale Monash 

Legal Service Inc. 

St John, W. (2004). Focus Group interviews. In V. Minichiello, G. Sullivan, K. 

Greenwood, & R. Axford (Eds.), Handbook of Research Methods for Nursing 

and Health Science (pp. 447-461). Frenchs Forest, NSW: Pearson Education 

Australia. 

St Lawrence, J. S., & Fortenberry, J. D. (2007). Behavioral Interventions for STDs: 

Theoretical Models and Intervention Models. In S. O. Aral, J. M. Douglas, & J. 

A. Lipshutz (Eds.), Behavioural Interventions for Prevention and Control of 

Sexually Transmitted Diseases (pp. 23-59). New York: Springer. 

Stansfeld, S., Haines, M., Booy, R., Taylor, S., Viner, R., Jenny, H., . . . Ahmed, G. 

(2003). Health of young people in East London: The RELACHS study 2001. 



 

338 

London: The Institute of Community Health Sciences Barts and The London 

Queen Mary's School of Medicine & Dentistry. 

Stark, L., & Ager, A. (2011). A systematic review of prevalence studies of gender-based 

violence in complex emergencies. Trauma, violence & abuse, 12(3), 127-134. 

doi: 10.1177/1524838011404252 

Stewart, S. H. (1996). Alcohol Abuse in Individuals Exposed to Trauma: A Critical 

Review. Psychological Bulletin, 120(1), 83-112. doi: 10.1037/0033-

2909.120.1.83 

Stocké, V., & Hunkler, C. (2007). Measures of Desirability Beliefs and Their Validity 

as Indicators for Socially Desirable Responding. Field Methods, 19(3), 313-336. 

doi: 10.1177/1525822X07302102 

Stone, V. E., Catania, J. A., & Binson, D. (1999). Measuring Change in Sexual 

Behaviour: Concordance Between Survey Measures. Journal of Sex Research, 

36(1), 102-108. doi: 10.1080/00224499909551974 

Street, A. (2011). HIV: Natural History and Treatment. In D. Russell, D. Bradford, & C. 

K. Fairley (Eds.), Sexual Health Medicine (pp. 234-249). Melbourne, Australia: 

IP Communications. 

Stueve, A., & O'Donnell, L. N. (2005). Early Alcohol Initiation and Subsequent Sexual 

and Alcohol Risk Behaviors Among Urban Youths. American Journal of Public 

Health, 95(5), 887-893. doi: 10.2105/AJPH.2003.026567 

Sudan National AIDS Control Program. (2012). Global AIDS Response Progress 

Reporting 2010-2011 Sudan.  Khartoum, Sudan: Federal Ministry of Health. 

Sulaiman-Hill, C. M. R., Thompson, S. C., Afsar, R., & Hodliffe, T. L. (2011). 

Changing Images of Refugees: A Comparative Analysis of Australian and New 

Zealand Print Media 1998-2008. Journal of Immigrant & Refugee Studies, 9(4), 

345-366. doi: 10.1080/15562948.2011.616794 

Tabachnick, B. G., & Fidell, L. S. (2013). Using Multivariate Statistics (6th ed.). New 

Jersey: Pearson Education Inc. 

Tankink, M. T. A. (2013). The silence of South-Sudanese women: social risks in talking 

about experiences of sexual violence. Culture, Health & Sexuality, 15(4), 391-

403. doi: 10.1080/13691058.2012.752936 



 

339 

Tansey, J., & O'Riordan, T. (1999). Cultural theory and risk: a review. Health, Risk & 

Society, 1(1), 71-90. doi: 10.1080/13698579908407008 

Taylor, B., Kermode, S., & Roberts, K. (2006). Research in Nursing and Health Care: 

Evidence for Practice (3rd ed.). Melbourne: Thomson. 

Taylor, J., Wilkinson, D., & Cheers, B. (2008). Working with Communities in Health 

and Human Services. Melbourne Australia: Oxford University Press. 

Taylor, N., & Putt, J. (2007). Adult sexual violence in Indigenous and culturally and 

linguistically diverse communities in Australia. (Trends and Issues in Crime and 

Criminal Justice No. 345).  Canberra: Australian Institute of Criminology. 

Teddlie, C., & Tashakkori, A. (2009). Foundations of Mixed Methods Research 

Integrating Quantitative and Qualitative Approaches in Social and Behavioural 

Sciences. Los Angeles: SAGE Publications. 

Tempany, M. (2009). What Research tells us about the Mental Health and Psychosocial 

Wellbeing of Sudanese Refugees: A Literature Review. Transcultural 

Psychiatry, 46(2), 300-315. doi: 10.1177/1363461509105820 

Temple, B. (2005). Nice and Tidy: Translation and Representation. Sociological 

Research Online, 10(2). doi: 10.5153/sro.1058 

Temple, B., & Edwards, R. (2006). Limited exchanges: approaches to involving people 

who do not speak English in research and service development. In B. Temple & 

R. Moran (Eds.), Doing Research with Refugees: Issues and Guidelines (pp. 37-

54). Bristol, UK: The Policy Press, University of Bristol. 

Temple, B., & Moran, R. (2006). Introduction. In B. Temple & R. Moran (Eds.), Doing 

Research with Refugees: Issues and Guidelines (pp. 1-20). Bristol, UK: The 

Policy Press, University of Bristol. 

The Examining Community-Institutional Partnerships for Prevention Research Group. 

(2006). Developing and Sustaining Community-Based Participatory Research 

Partnerships: A Skill-Building Curriculum. University of Washington. Retrieved 

from http://depts.washington.edu/ccph/cbpr/u1/u11.php. 

The Kirby Institute. (2013a). HIV, viral hepatitis and sexually transmissible infections 

in Australia Annual Surveillance Report 2013. Sydney, NSW: The Kirby 

Institute, The University of New South Wales. 

http://depts.washington.edu/ccph/cbpr/u1/u11.php


 

340 

The Kirby Institute. (2013b). National Blood-borne Virus and Sexually Transmissible 

Infections Surveillance and Monitoring Report, 2013. The University of New 

South Wales, Sydney, NSW: The Kirby Institute. 

The Republic of South Sudan. (2011). The Sudan Household Health Survey 2010 

(Southern Sector). 2nd round (SHHS2).  South Sudan: The Ministry of Health 

(MoH) and the National Bureau of Statistics (NBS) Retrieved from 

http://reliefweb.int/report/south-sudan-republic/republic-south-sudan-sudan-

household-health-survey-2010. 

The Royal Australasian College of Physicians. (2007). Towards better health for 

refugee children and young people in Australia and New Zealand: The RACP 

perspective.  Sydney: The Royal Australasian College of Physicians Retrieved 

from http://www.racp.edu.au/. 

Thomas, F., Haour-Knipe, M., & Aggleton, P. (2010). Introduction. In F. Thomas, M. 

Haour-Knipe, & P. Aggleton (Eds.), Mobility, Sexuality and AIDS. Milton Park: 

Routledge. 

Thomas, S. L., & Thomas, S. D. M. (2004). Displacement and health. British Medical 

Bulletin, 69(1), 115-127. doi: 10.1093/bmb/ldh009 

Tidsall, E. K. M., Davis, J. M., & Gallagher, M. (2009). Introduction. In E. K. M. 

Tidsall, J. M. Davis, & M. Gallagher (Eds.), Researching with Children & 

Young People: Research Design, Methods and Analysis (pp. 1-10). London: 

SAGE Publications. 

Tinkler, B. E. (2004). Establishing A Conceptual Model Of Community-Based Research 

Through Contrasting Case. (Doctor of Philosophy), Towson University, 

Maryland. Retrieved from http://comm-

org.wisc.edu/papers2004/tinkler/contents.htm   

Tinsley, B. J., Lees, N. B., & Sumartojo, E. (2004). Child and Adolescent HIV Risk: 

Familial and Cultural Perspectives. Journal of Family Psychology, 18(1), 208-

224. doi: 10.1037/0893-3200.18.1.208 

Tiong, A. (2006). Health needs of newly arrived African refugees from a primary health 

care perspective.  Melbourne: Victorian Department of Human Services 

Retrieved from 

http://health.vic.gov.au/healthstatus/downloads/dhsreport20060922.pdf. 

http://reliefweb.int/report/south-sudan-republic/republic-south-sudan-sudan-household-health-survey-2010
http://reliefweb.int/report/south-sudan-republic/republic-south-sudan-sudan-household-health-survey-2010
http://www.racp.edu.au/
http://comm-org.wisc.edu/papers2004/tinkler/contents.htm
http://comm-org.wisc.edu/papers2004/tinkler/contents.htm
http://health.vic.gov.au/healthstatus/downloads/dhsreport20060922.pdf


 

341 

Tiong, A., Patel, M. S., Gardiner, J., Ryan, R., Linton, K. S., Walker, K. A., . . . Biggs, 

B. (2006). Health issues in newly arrived African refugees attending general 

practice clinics in Melbourne. The Medical Journal of Australia, 185(11/12), 

602-606.  

Tompkins, M., Smith, L., Jones, K., & Swundell, S. (2006). HIV Education Needs 

Among Sudanese Immigrants and Refugees in the Midwestern United States. 

AIDS and Behaviour, 10(3), 319-323. doi: 10.1007/s10461-005-9060-8 

Tonkiss, F. (2004). Using Focus Groups. In C. Seale (Ed.), Researching Society and 

Culture (2nd ed., pp. 193-206). London: Sage Publications. 

Turner, M., & Fozdar, F. (2010). Negotiating 'Community' in Educational Settings: 

Adult South Sudanese Students in Australia. Journal of Intercultural Studies, 

31(4), 363-382. doi: 10.1080/07256868.2010.491276 

Ubillos, S., Paez, D., & González, J. L. (2000). Culture and sexual behavior. 

Psicothema, 12(Suplemento), 70-82. Retrieved from 

http://www.unioviedo.es/reunido/index.php/PST/article/view/7809/7673.  

Ulin, P. R., Robinson, E. T., & Tolley, E. E. (2005). Qualitative Methods in Public 

Health: A Field Guide for Applied Research. San Francisco: Jossey-Bass. 

UNAIDS. (1999). Sexual behaviour change for HIV: Where have theories taken us.  

Retrieved from 

http://www.who.int/hiv/strategic/surveillance/en/unaids_99_27.pdf. 

UNAIDS. (2001). Population Mobility and AIDS. UNAIDS Technical update.  

Retrieved from http://data.unaids.org/Publications/IRC-pub02/JC513-PopMob-

TU_en.pdf. 

UNAIDS. (2013). GLOBAL REPORT: UNAIDS report on the global AIDS epidemic 

2013.  Retrieved from 

http://www.unaids.org/en/media/unaids/contentassets/documents/epidemiology/

2013/gr2013/UNAIDS_Global_Report_2013_en.pdf. 

UNAIDS, & South Sudan AIDS Commission. (2012). Global AIDS Response Progress 

Report South Sudan. (March 2012) Reporting Period: 2010-2011.  Retrieved 

from 

http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreport

s/2012countries/ce_SS_Narrative_Report.pdf. 

http://www.unioviedo.es/reunido/index.php/PST/article/view/7809/7673
http://www.who.int/hiv/strategic/surveillance/en/unaids_99_27.pdf
http://data.unaids.org/Publications/IRC-pub02/JC513-PopMob-TU_en.pdf
http://data.unaids.org/Publications/IRC-pub02/JC513-PopMob-TU_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/epidemiology/2013/gr2013/UNAIDS_Global_Report_2013_en.pdf
http://www.unaids.org/en/media/unaids/contentassets/documents/epidemiology/2013/gr2013/UNAIDS_Global_Report_2013_en.pdf
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_SS_Narrative_Report.pdf
http://www.unaids.org/en/dataanalysis/knowyourresponse/countryprogressreports/2012countries/ce_SS_Narrative_Report.pdf


 

342 

UNAIDS, & UNHCR. (2007). UNAIDS Policy Brief: HIV and Refugees.  Retrieved 

from http://data.unaids.org/pub/Report/2007/jc1300-policybrief-

refugees_en.pdf. 

UNESCO. (2012). Glossary.   Retrieved 8 April, 2013, from 

www.unesco.org/shs/migration/glossary  

UNHCR. (1992). Handbook on Procedures and Criteria for Determining Refugee 

Status under the 1951 Convention and the 1967 Protocol relating to the Status 

of Refugees.  Retrieved from http://www.unhcr.org/home/PUBL/3d58e13b4.pdf 

UNHCR. (2004). Behavioural Surveillance Surveys Among Refugees and Surrounding 

Host Population.  Retrieved from 

http://www.unhcr.org/protect/PROTECTION/441fcc062.pdf. 

UNHCR. (2007). Convention and protocol relating to the status of refugees.  Retrieved 

from http://www.unhcr.org/cgi-

bin/texis/vtx/protect/opendoc.pdf?tbl=PROTECTION&id=3b66c2aa10. 

Uskul, A. K., Lalonde, R. N., & Konanur, S. (2011). The Role of Culture in 

Intergenerational Value Discrepancies Regarding Intergroup Dating. Journal of 

Cross-Cultural Psychology, 42(7), 1165-1178. doi: 10.1177/0022022110383311 

Valle, A., Torgersen, L., Røysamb, E., Klepp, K.-I., & Thelle, D. S. (2005). Social 

class, gender and psychosocial predictors for early sexual debut among 16 year 

olds in Oslo. European Journal of Public Health, 15(2), 185-194. doi: 

10.1093/eurpub/cki121 

van der Klis, K. A. M., Westenberg, L., Chan, A., Dekker, G., & Keane, R. J. (2002). 

Teenage pregnancy: trends, characteristics and outcomes in South Australia and 

Australia. Australian and New Zealand Journal of Public Health, 26(2), 125-

131. doi: 10.1111/j.1467-842x.2002.tb00904.x 

Van Der Velde, J., Williamson, D. L., & Ogilvie, L. D. (2009). Participatory action 

research: practical strategies for actively engaging and maintaining participation 

in immigrant and refugee communities. Qualitative Health Research, 19(9), 

1293-1302. doi: 10.1177/1049732309344207 

van Teijlingen, E. R., & Hundley, V. (2001). The importance of pilot studies. Social 

Research Update, 35, 1-4.  

http://data.unaids.org/pub/Report/2007/jc1300-policybrief-refugees_en.pdf
http://data.unaids.org/pub/Report/2007/jc1300-policybrief-refugees_en.pdf
http://www.unesco.org/shs/migration/glossary
http://www.unhcr.org/home/PUBL/3d58e13b4.pdf
http://www.unhcr.org/protect/PROTECTION/441fcc062.pdf
http://www.unhcr.org/cgi-bin/texis/vtx/protect/opendoc.pdf?tbl=PROTECTION&id=3b66c2aa10
http://www.unhcr.org/cgi-bin/texis/vtx/protect/opendoc.pdf?tbl=PROTECTION&id=3b66c2aa10


 

343 

van Teijlingen, E. R., & Hundley, V. (2002). The importance of pilot studies. Nursing 

Standard, 16(40), 33-36. doi: 10.7748/ns2002.06.16.40.33.c3214 

Vargo, S., Agronick, G., O'Donnell, L., & Stueve, A. (2004). Using Peer Recruitment 

and OraSure to Increase HIV Testing. American Journal of Public Health, 

94(1), 29-31. doi: 10.2105/AJPH.94.1.29 

Victorian Equal Opportunity & Human Rights Commission. (2008). Rights of Passage: 

The experiences of Australian-Sudanese young people.  Retrieved from 

http://www.humanrightscommission.vic.gov.au/pdf/rights_of_passage.pdf. 

Voeller, B. (1991). AIDS and heterosexual anal intercourse. Archives of Sexual 

Behavior, 20(3), 233-276. doi: 10.1007/BF01541846 

Wakabi, W. (2011). South Sudan faces grim health and humanitarian situation. The 

Lancet, 377(9784), 2167-2168. doi: 10.1016/s0140-6736(11)60946-x 

Wal, N. D. (2004). Southern Sudanese Culture.  Eastern Melbourne: Migrant 

Information Centre. Retrieved from 

http://www.miceastmelb.com.au/documents/SouthernSudaneseCrossCulturalTra

iningReport.pdf. 

Wallerstein, N., Duran, B., Minkler, M., & Foley, K. (2005). Developing and 

Maintaining Partnership with Communities. In B. A. Israel, E. Eng, A. J. Schulz, 

& E. A. Parker (Eds.), Methods in Community-Based Participatory Research for 

Health (pp. 31-51). San Francisco: Jossey-Bass. 

Ward, J., & Vann, B. (2002). Gender-based violence in refugee settings. The Lancet, 

360(Suppl.), s13-s14. doi: 10.1016/S0140-6736(02)11802-2 

Warner, L., Stone, K. M., Macaluso, M., Buehler, J. W., & Austin, H. D. (2006). 

Condom use and risk of gonorrhea and Chlamydia: a systematic review of 

design and measurement factors assessed in epidemiologic studies. Sexually 

Transmitted Diseases, 33(1), 36-51. doi: 10.1097/01.olq.0000187908.42622.fd  

Wehmeier, S. (Ed.). (2007). Oxford Advanced Learner's Dictionary (7th ed.). Oxford: 

Oxford University Press. 

Weinstein, R. B., Walsh, J. L., & Ward, L. (2008). Testing a New Measure of Sexual 

Health Knowledge and Its Connections to Students' Sex Education, 

http://www.humanrightscommission.vic.gov.au/pdf/rights_of_passage.pdf
http://www.miceastmelb.com.au/documents/SouthernSudaneseCrossCulturalTrainingReport.pdf
http://www.miceastmelb.com.au/documents/SouthernSudaneseCrossCulturalTrainingReport.pdf


 

344 

Communication, Confidence, and Condom Use. International Journal of Sexual 

Health, 20(3), 212-221. doi: 10.1080/19317610802240279 

Weiss, E., Whelan, D., & Gupta, G. R. (2000). Gender, sexuality and HIV: Making a 

difference in the lives of young women in developing countries. Sexual and 

Relationship Therapy, 15(3), 233-245. doi: 10.1080/14681990050109836 

Weller, S., & Davis, K. (2002). Condom effectiveness in reducing heterosexual HIV 

transmission. The Cochrane database of systematic reviews, Issue 1, Art. No. 

CD003255. doi: 10.1002/14651858.CD003255 

Wellings, K., Branigan, P., & Mitchell, K. (2000). Discomfort, discord and 

discontinuity as data: using focus groups to research sensitive topics. Culture, 

Health and Sexuality, 2(3), 255-267. doi: 10.1080/136910500422241 

Wellings, K., & Cleland, J. (2001). Surveys on sexual health: recent developments and 

future directions. Sexually Transmitted Infections, 77(4), 238-241. doi: 

10.1136/sti.77.4.238  

Wellings, K., Wadsworth, J., Johnson, A. M., Field, J., Whitaker, L., & Field, B. 

(1995). Provision of sex education and early sexual experience: the relation 

examined. BMJ (Clinical Research ed.), 311(7002), 417-420. doi: 

10.1136/bmj.311.7002.417  

Westoby, P. (2005). Narratives of Distress within the Sudanese community of Brisbane 

and Logan. Brisbane: THe University of Queensland and the Queensland 

Program of Assistance to Survivors of Torture and Trauma (QPASTT). 

Westoby, P. (2008). Developing a Community-development Approach through 

Engaging Resettling Southern Sudanese Refugees within Australia. Community 

Development Journal, 43(4), 483-495. doi: 10.1093/cdj/bsm017 

Whitaker, D. J., Miller, K. S., May, D. C., & Levin, M. L. (1999). Teenage partners' 

communication about sexual risk and condom use: the importance of parent-

teenager discussions. Family Planning Perspectives, 31(3), 117-121. doi: 

10.2307/2991693 

White, B., Day, C., & Maher, L. (2007). Self reported risk behaviour among injecting 

drug users: Self verses assisted questionnaire completion AIDS Care: 

Psychological and Socio-medical Aspects of AIDS/HIV, 19(3), 441-447. doi: 

10.1080/09540120701192837 



 

345 

White, R. (2009). Ethnic Diversity and Differential Policing in Australia: the Good, the 

Bad and the Ugly. Journal of International Migration and Integration, 10(4), 

359-375. doi: 10.1007/s12134-009-0111-2 

White, R., & Wyn, J. (2008). Youth & Society: Exploring the social dynamics of youth 

experiences (2nd ed.). Melbourne Australia: Oxford University Press. 

WHO. (1975). Education and Treatment in Human Sexuality: The Training of Health 

Professionals. (Technical Report Series No 572).  Retrieved from 

http://whqlibdoc.who.int/trs/WHO_TRS_572.pdf. 

WHO. (2000). Reproductive Health during Conflict and Displacement: A guide for 

programme managers. Geneva: Department of Reproductive Health and 

Research, World Health Organisation. 

WHO. (2006). Defining sexual health: Report of a technical consultation on sexual 

health 28–31 January 2002, Geneva.  Retrieved from 

http://www.who.int/reproductive-

health/publications/sexualhealth/defining_sh.pdf. 

WHO. (2011). Sexual and reproductive health core competencies in primary care: 

Attitudes, knowledge, ethics, human rights, leadership, management, teamwork, 

community work, education, counselling, clinical settings, service, provision.  

Retrieved from 

http://www.who.int/reproductivehealth/publications/sexual_health/en/index.html

. 

WHO. (2014). What do we mean by "sex" and "gender"?   Retrieved 28 August, 2014, 

from http://www.who.int/gender/whatisgender/en/ 

Wilke, A., Hutchinson, J. M., Todd, P. M., & Kruger, D. J. (2006). Is risk taking used as 

a cue in mate choice? Evolutionary Psychology, 4, 367-393.  

Williams, A. (2003). Country profile factsheet 4 - Sudan.  Melbourne Adult Migrant 

English Programme Research Centre (AMEP), La Trobe University. Retrieved 

from 

http://www.ameprc.mq.edu.au/__data/assets/pdf_file/0019/46135/SudanProfile.

pdf. 

Williamson, G. R. (2005). Illustrating triangulation in mixed-methods nursing research. 

Nurse Researcher, 12(4), 7-18. doi: 10.7748/nr2005.04.12.4.7.c5955 

http://whqlibdoc.who.int/trs/WHO_TRS_572.pdf
http://www.who.int/reproductive-health/publications/sexualhealth/defining_sh.pdf
http://www.who.int/reproductive-health/publications/sexualhealth/defining_sh.pdf
http://www.who.int/reproductivehealth/publications/sexual_health/en/index.html
http://www.who.int/reproductivehealth/publications/sexual_health/en/index.html
http://www.who.int/gender/whatisgender/en/
http://www.ameprc.mq.edu.au/__data/assets/pdf_file/0019/46135/SudanProfile.pdf
http://www.ameprc.mq.edu.au/__data/assets/pdf_file/0019/46135/SudanProfile.pdf


 

346 

Willis, M. S., & Nkwocha, O. (2004). Health and Health-Related Factors of Sudanese 

Refugees in Lancaster County, Nebraska - A Blueprint Project. Lincoln, 

Nebraska: Nebraska Health and Human Services System. 

Willis, M. S., & Nkwocha, O. (2006). Health and Related Factors for Sudanese 

Refugees in Nebraska. Journal of Immigrant and Minority Health, 8(1), 19-33. 

doi: 10.1007/s10903-006-6339-9 

Wilson, D., & Neville, S. (2009). Culturally safe research with vulnerable populations. 

Contemporary Nurse, 33(1), 69-79. doi: 10.5172/conu.33.1.69 

Windle, J. (2008). The racialisation of African youth in Australia. Social Identities: 

Journal for the Study of Race, Nation and Culture, 14(5), 553-566. doi: 

10.1080/13504630802343382 

Winskell, K., Obyerodhyambo, O., & Stephenson, R. (2011). Making sense of 

condoms: Social representations in young people’s HIV-related narratives from 

six African countries. Social Science & Medicine, 72(6), 953-961. doi: 

10.1016/j.socscimed.2011.01.014 

Wolfradt, U., Hempel, S., & Miles, J. N. V. (2003). Perceived parenting styles, 

depersonalisation, anxiety and coping behaviour in adolescents. Personality and 

Individual Differences, 34(3), 521-532. doi: 10.1016/S0191-8869(02)00092-2 

Worth, H. (2006). Unconditional hospitality: HIV, ethics and the refugee 'problem'. 

Bioethics, 20(5), 113-232. doi: 10.1111/j.1467-8519.2006.00499.x 

Worth, H., Denholm, N., & Bannister, J. (2003). HIV/AIDS and the African Refugee 

Education Program in New Zealand. AIDS Education and Prevention, 15(4), 

346-356. doi: 10.1521/aeap.15.5.346.23819 

Wyckoff, S. C., Miller, K. S., Forehand, R., Bau , J. J., Fasula, A., Long, N., & 

Armistead, L. (2008). Patterns of Sexuality Communication Between 

Preadolescents and Their Mothers and Fathers. Journal of Child and Family 

Studies, 17(5), 649-662. doi: 10.1007/s10826-007-9179-5 

Yang, Y., & Green, S. B. (2011). Coefficient Alpha: A Reliability Coefficient for the 

21st Century? Journal of Psychoeducational Assessment, 29(4), 377-392. doi: 

10.1177/0734282911406668 



 

347 

Yzer, M. (2012). The Integrated Model of Behavioral Prediction as a Tool for 

Designing Health Messages. In H. Cho (Ed.), Health Communication Message 

Design Theory and Practice (4th ed., pp. 21-40). Los Angeles, CA: SAGE 

Publications. 

Zeidan, Z. A., Abdu, M. Z., Gadour, M. O., & Bhairy, N. M. (2011). Condom use 

among illegal multi-partners females in the Sudan. Sudan Journal of Medical 

Sciences, 6(3), 195-198. Retrieved from http://www.sudjms.net/issues/6-

3/html/8)Condom%20use%20among%20illegal%20multi-

partners%20females%20in%20the%20Sudan.htm 

Zhou, Y. R. (2012). Changing behaviours and continuing silence: sex in the post-

immigration lives of mainland Chinese immigrants in Canada. Culture, Health 

and Sexuality, 14(1), 87-100. doi: 10.1080/13691058.2011.626454 

 

  

http://www.sudjms.net/issues/6-3/html/8)Condom%20use%20among%20illegal%20multi-partners%20females%20in%20the%20Sudan.htm
http://www.sudjms.net/issues/6-3/html/8)Condom%20use%20among%20illegal%20multi-partners%20females%20in%20the%20Sudan.htm
http://www.sudjms.net/issues/6-3/html/8)Condom%20use%20among%20illegal%20multi-partners%20females%20in%20the%20Sudan.htm


 

348 

  



 

349 

Appendices  



 

350 

  



 

351 

Appendix A: Survey Instrument  

       Sexual Health Survey    

 

How do you fill in this form and answer the questions?  

1. Make sure you read the questions carefully  

2. Some questions you will be asked to just write your response 

For Example: How old are you?    ________18______Years old 

3. Other questions will need you to tick    the one (1) response you agree with or 

think most appropriate 

For example: What is the highest year of education you finished?  

  Year 8   

  Year 9   

  Year 10   

  Year 11   

  Year 12   

    

4. Sometimes you may be asked to tick     a box that best matches your feelings       

For example: 
       

 Strongly 

agree Agree Not sure Disagree 

Strongly 

disagree 

1. I think sexual health is important. 
√     

 

5. If you do not understand a question then you can ask Judith or someone else 

you feel safe with to explain what it means BUT remember we want to explore 

what you think so make sure you tick    the response you think is right for 

you.  

6. If you want to change your response then colour over the old tick     and tick    

the new answer.  

7. Remember there is no right or wrong response.  We want to know what you 

think. 

 

 

Now you are all set to start……………so turn to the next page… 
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Section 1 

This section asks you about yourself, where you were born, and your 

family. 

Just tick (√) the box or write your response that best describes you 
 

1. Are you?                                          Male   1           Female   2 

2. How old are you?                          _____________ Years old 

3. Were you born in Australia?      Yes 1 Go to Q5     No  0  Go to Q4                 

4. If you were NOT born in Australia,  

4.1. Where were you born? ___________________________ 

4.2. How long have you lived in Australia? ______years ____months 

4.3. Did you arrive in Australia unaccompanied?   Yes   1   No  0   

(For example, without your parents or another adult)    

4.4. Did you spend time in a refugee camp?      Yes  1   No  0 

4.4.1. If YES, where _______________________________________  

5. What is your religion?  (√ one box only) 

5.1. Christian        

5.2. Muslim      

5.3. Other_______________________ 

6. What is your tribal or family group?  (√ one box only) 

6.1. Dinka             6.7 Bari          

6.2. Nuer             6.8 KuKu       

6.3. Nuba             6.9 Kakuwa   

6.4. Moro           

6.5. Kwalib        

6.6. Other _____________________ 

7. What is the main language you speak at home? (√ one box only) 

7.1. Dinka             

7.2. Nuer               

7.3. Arabic            

7.4. English      

7.5. Other   ________________________ 

 

8. What is the postcode of your home?    i.     
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9. Tick   who you currently live with    

9.1.    Mother                    

9.2.    Father                  

9.3.    Brother/s               How many? _______________ 

9.4.    Sister/s                       How many? _______________ 

9.5.    Cousin/s                    How many? _______________ 

9.6.    Aunt                     How many? _______________ 

9.7.    Uncle                    How many? _______________      

9.8.    Wife/husband      

9.9.    Boy/girlfriend      

9.10. Friend/s                How many? _______________                             

9.11. Other:  please specify _______________________________ 

10. At present are you? (√ one box only) 

10.1. Single          

10.2. Have a boy/girlfriend but not living together   

10.3. Living with your boy/girlfriend     

10.4. Married         

10.5. Widowed        

10.6. Separated/Divorced        

10.7. Other: please specify what _________________________ 

11. I am currently   (you can tick  more than 1 box) 

11.1. At School             

11.2. At TAFE                        

11.3. At University        

11.4. Employed and working  

11.5. Unemployed       
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12. What is the highest level of education you have finished?                     

12.1. Primary school      (Tick  one box only) 

12.2. Year 8      

12.3. Year 9      

12.4. Year 10     

12.5. Year 11     

12.6. Year 12     

12.7. TAFE certificate    

12.8. University Degree    

12.9. University Postgraduate   

12.10.   Other: please specify    _______________________ 

13. If you are currently working tick  the responses that best describe your 

working hours  

13.0. I am not currently employed      

13.1. I am employed full time      

13.2. I am employed part time    

13.3. I am a paid family carer    

13.4. Other: please specify   ________________________ 
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Section 2 
This section asks you about your cultural identity. 

Asking these questions helps us understand how important your culture and 

family are to you and if these things affect how you think & feel about sex 

 

Please tick (√) one box for each question 

Strongly 

agree Agree 

Not 

sure Disagree 

Strongly 

disagree 

 1 2 3 4 5 

1. I like to wear clothes that are similar to 

other people with a Sudanese 

background 

     

2. I prefer to wear clothes that are similar 

to people with an Australian 

background 

     

3. Most of my friends are from a Sudanese 

background 
     

4. I prefer to have friends that are from an 

Australian background 
     

5. I prefer to have friends from both 

Australian and Sudanese backgrounds 
     

6. I prefer to speak English      

7. My culture has an important place in  

my life 
     

8. My culture affects how I think or feel 

about sex 
     

9. My religion has an important place in  

my life 
     

10. My religion affects how I think or feel 

about sex? 
     

11. My parents affect how I think or feel 

about sex  
     

12. My friends affect how I think or feel 

about sex 
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Section 3.1 

This section asks you what you know about sexually transmissible 

infections (STI) 
 

Please tick  (√) one box for each question Yes Not sure No 

 1 2 0 

1. You will always know when you have caught a 

sexually transmissible infection (STI) 

   

2. All STI except HIV can be cured 
   

3. Some STI can be passed on during oral sex 
   

4. Using a condom will keep you safe from all STI 
   

5. The contraceptive pill (Birth control) will prevent 

you getting an STI 

   

6. Chlamydia is an STI that only affects women 
   

7. Chlamydia can lead to infertility in women 
(difficulties in getting pregnant or unable to have babies) 

   

8. Hepatitis B can be transmitted sexually 
   

9. I can be vaccinated against hepatitis B 
   

10. The virus called Human Papilloma Virus (HPV) that 

causes genital warts can cause cervical cancer in 

women 

   

11. Women can be vaccinated against HPV 
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This section asks you what you know about HIV/AIDS. 

 

Please tick (√) one box for each question Yes Not sure No 

 1 2 0 

1. You can get HIV when someone with HIV coughs or 

sneezes on you 

   

2. You can get HIV by hugging someone who is infected 

with HIV 

   

3. You can get HIV from mosquitoes 
   

4. You can get HIV by sharing needles and syringes 

when injecting drugs 

   

5. Condoms used during sex help to protect you from 

getting HIV 

   

6. A man can get HIV through having sex with a man 
   

7. A woman can get HIV through having sex with a man 
   

8. A pregnant woman can pass HIV to her baby 
   

9. A man can get HIV through having sex with a woman 
   

10. Someone who looks healthy cannot pass on HIV 

infection 

   

11. HIV only infects gay men in Australia (men who have 

sex with other men)  

   

12. HIV is not a problem in Australia 
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Section 3.2 

This section asks you about your thoughts & feelings. 

There are no right or wrong answers.  

We are only interested in what you think. 

Tick (√) one box to rate how much 

you agree or disagree with these 

statements 

Strongly 

agree Agree 

Not 

sure Disagree 

Strongly 

disagree 

 1 2 3 4 5 

1. Condoms are the responsibility of 

men 
     

2. Young people mostly use condoms 

if they have sex 
     

3. Young people have sex too easily 

in Australia 
     

4. Sex before marriage is wrong      

5. Being pregnant before being 

married or getting your girlfriend 

pregnant before being married 

would bring shame on our family 

     

6. It is OK for young people to have 

an abortion (operation to stop a 

pregnancy) 
     

7. I would be happy to have a friend 

who is gay (a man who has sex 

with another man)  
     

8. I would stop being friends with 

someone if I found out they were 

gay  
     

9. Young people use drugs and 

alcohol too much in Australia 
     

10. I would stop being friends with 

someone if they got HIV 
     

11. People with HIV have only 

themselves to blame 
     

12. People who have HIV should not 

be allowed to stay at school 
     

13. Why do you think young people may have sex before they are married?  
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Section 3.3 
These next questions are about how confident you feel in the following 

situations. Please tick (√) one box for each question 

 

How confident are you 

to:  

Very 

confident 

 

Confident 

 

Unsure 

Not very 

confident 

Not 

confident 

1 2 3 4 5 

14. Say no when your 

boy/girlfriend wants 

sex?  

     

15. Talk to your 

boy/girlfriend about 

sex? 

     

16. Talk to your 

boy/girlfriend about 

using a condom? 

     

17. Talk to someone you 

just met about using a 

condom? 

     

18. Talk to your parents 

about sex? 

     

19. Talk to your parents 

about contraception? 

     

20. Go to a doctor or nurse 

if you needed help for 

an STI? 

     

21. Say no if your friends 

offered you drugs? 

     

22. Say no if your friends 

offered you alcohol? 

     

23. Stop drinking alcohol 

when you think you 

have had too much? 
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Section 3.2 continued 

These next questions are about how you think and feel. 

Tick (√) one box to rate each 

statement 

Strongly 

agree Agree 

Not 

sure Disagree 

Strongly 

disagree 

 1 2 3 4 5 

24. I think I am at risk of getting an 

STI 

     

25. Living in Australia has affected 

how I think about sex 

     

26. Living in Australia has affected 

how I behave sexually 

     

27.  My parents don’t understand what 

it is like being young in Australia 

     

28. My parents don’t talk to me about 

sex  

     

29.  I am more afraid of getting 

pregnant or getting my girlfriend 

pregnant than I am of getting an 

STI   

     

30. The best way to protect myself 

against an STI is not to have sex 

     

31. I should always use condoms when 

I have sex 

     

32. I am attracted only to people of the 

opposite sex 

     

33. I am attracted to people of both 

sexes 

     

34. I am attracted only to people of my 

own sex 
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Section 3.4.1 

This section asks you about drinking and drug taking. Please √ one box 

for each question This section asks you about drinking and drug taking. 
Please √ one box for each question 

1. Do you drink alcohol? Yes   

  1     

Don’t know  

 2 

No  

  0 

If YES  

2. How often do you drink alcohol?                                    

e.g., daily, weekly, binge on weekends  

 

3. How many alcoholic drinks would you 

have on a day when you drink?    

 

 

4. Have you ever injected yourself with 

drugs?  e.g., speed, heroin       
Yes    

 1     

Don’t know 

  2 

No   

 0 

If YES  

5. How old were you when you first injected 

drugs 

 

_____________  years old 

6. Have you injected drugs in the last 12 

months?                    
Yes    

 1     

Don’t know  

 2 

No   

 0 

7. Do you share needles and syringes when 

you inject? 
Yes    

 1     

Don’t know   

2 

No   

 0 

 

8. Do you smoke or use marijuana/cannabis?                  

(e.g., grass, hash, dope, pot, ganga, weed, 

bong, joint)  

Yes    

 1     

Don’t know   

2 

No  

  0 

9. Do you use other social or recreational 

drugs?               

     e.g., take tablets, drink, snort, or sniff 

drugs such as ecstasy, speed, ice, cocaine 

Yes    

 1     

Don’t know   

2 

No   

 0 

If YES  

10. How often do you use drugs? 

       e.g., daily, weekly, only on weekends 

 

 

11. List the drugs you have used  
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Section 3.4.2 
This section asks you about where you get information and how much 

you trust that source 

1. Have you ever sought advice or information about STI, HIV, sexual 

health, relationships, or contraception?  

NO     0    Go to Q 3 on the next page 

Yes    1    Go to Q 2 and tick (√) who or what you have used for advice or 

information  

2. Tick √ which sources you have used for advice or information 

 
 

 

Yes
1
 

 

NO
0
 

Doctor   

Health service   

School nurse   

School program   

School counsellor   

Teacher   

Youth worker   

Television   

Magazines   

Internet websites   

Mother   

Father   

Brother or sister   

Other relative   

Other community member   

Friends   

Other:  Specify  
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3. If you needed advice or information about STI, HIV, sexual health, 

relationships, or contraception tick √ how much would you TRUST  

the information you might get from each of the listed sources 

 
 Strongly 

trust Trust 

Not 

sure Distrust 

Strongly 

distrust 
 1 2 3 4 5 

Doctor      

Health service      

School nurse      

School program      

School counsellor      

Teacher      

Youth worker      

Television      

Magazines      

Internet websites      

Mother      

Father      

Brother or sister      

Other relative      

Other community 

member 
     

Friends      

Other:  Specify  
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4. Where would you go for medical help if you were worried about 

your sexual health, HIV, or STI?  

4.1. A sexual health clinic     

4.2. Your local Doctor          

4.3. Family Planning Queensland        

4.4. Don’t know where I would go        

4.5. Other  ____________________________________  

 

5 Where would you go for medical help if you needed contraception? 

5.1 A sexual health clinic        

5.2 Your local Doctor       

5.3 Family Planning Queensland       

5.4 Don’t know where I would go    

5.5 Other   ____________________________________ 

6 Have you ever had a HIV test? Yes 1      

  

Don’t know 2  

  

No 0   

  

 

If YES    

7 When was your last HIV test?      ______Years ______Months ago 

8 Where did you have your last HIV test? 

8.1 Prior to coming to Australia  

8.2 After arriving in Australia      

8.3  Don't remember    

8.4  Other: Specify   _________________________________ 

 

9 Have you ever had sex? 

Yes 1      

  

Don’t know 2  

  

No 0   
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Section 3.4.3 
The next section asks you about your personal experiences of sex.  

Remember this is anonymous – no one will know what you write  

Circle how old you were when you first 

 1 2 3 4 5 6 0 

1. Had a boy/girlfriend 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

2. Deep kissed 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

3. Touched a partner's genitals 

with your hands 
13years 

or less  
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

4. Had your genitals touched by 

a partner's hand 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

5. Gave oral sex 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

6. Received oral sex 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

7. Had sex without a condom 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

8. Had sex with a condom 
13years 

or less 
14yrs 15yrs 16yrs 17yrs 

18yrs 

or 

older 

Never 

had 

sex 

 

In the last 12 months - circle one box for each question 

 1 2 3 4 5 6 0 

9. How many people have 

you had oral sex with? 
1 

person 
2 

people 
3 

people 
4 

people 
5-10 

people 
> 10 

people 
Never had 

sex 

10. How many people have 

you had vaginal sex with? 
1 

person 
2 

people 
3 

people 
4 

people 
5-10 

people 
> 10 

people 
Never had 

sex 

11. How many people have 

you had anal sex with? 
1 

person 
2 

people 
3 

people 
4 

people 
5-10 

people 
> 10 

people 
Never had 

sex 
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12. How often do you use condoms when you have sex? 

12.1. I always use condoms    

12.2. I almost always use condoms    

12.3. I sometimes use condoms    

12.4. I never use condoms     

12.5. I have never had sex      

 

13. Have you ever had sex when you didn't want to?     Yes    1         No   0  

If Yes 

13.1. How old were you when it happened? __________________ 

13.2. Where did it happen? ______________________________ 

14. If Yes I had sex when I didn’t want to because  

14.1. I was too drunk at the time    

14.2. I was high on drugs at the time     

14.3. My partner thought I should    

14.4.  My friends thought I should     

14.5.  Other reasons ___________________________ 

 

15. Have you ever been diagnosed with an STI?              Yes   1          No   0                  

 (Sexually transmissible infection) 

If Yes 

15.1. What was the STI? __________________________________ 

15.2. Where were you diagnosed? ___________________________ 

 

16. Have you ever been pregnant? 

Yes 1      

 

Don’t know 2 

  

No 0   

 

16.1. If Yes How many times have you been pregnant? __________ 
 

17. Have you ever had an abortion?  

      (Had an operation to stop a pregnancy) 
Yes 1       

 

Don’t know 2   

 

No 0    

 

   

 

 



 

367 

The following questions are about the LAST TIME you had sex.   

Please √ one box for each question 

18. The LAST person you had sex with was (√ one box) 

18.1. Male      

18.2. Female     

18.3. Don’t know     

18.4. I have never had sex    

 

19. The LAST person you had sex with was (√ one box) 

19.1. My husband/wife                                                                                 

19.2. My current boyfriend/girlfriend      

19.3. Someone you had just met for the first time     

19.4. Someone you had known for a while, but had not had sex with  

19.5. I have never had sex         

19.6. Other: Specify_____________________________________ 

 

20. The LAST person you had sex with was from a Sudanese background                                                    

                   Yes 1            Don’t know2          No 0       I have never had sex 3   

If No or you don’t know 

20.1. What background was the person from _________________ 

                   E.g., Australian background, Ugandan, don’t know  

The LAST TIME you had sex Yes 1 Don’t know2 No 0 Never had sex3 

21. Were you drunk?     

22. Were you high on drugs?      

23. Did you enjoy having sex?      

24. Was a condom used?     

 

25. If No condom used the LAST time you had sex WHY did this happen 

  25.0 I have never had sex         

25.1. I don’t like condoms        

25.2. My partner doesn’t like condoms      

25.3. It just happened        

25.4. We have both had tests for HIV/STI      

25.5. I was too embarrassed       

25.6. I had had too much alcohol to drink     

25.7. My partner had too much alcohol to drink     

25.8. Other: Specify _______________________________________ 
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26. How old was the LAST person you had sex with? (√ one box) 

26.1. Less than 16 years old       

26.2. 16-17 years old        

26.3. 18-19 years old        

26.4. 20-24 years old        

26.5. 25-30 years old        

26.6. More than 30 years old       

26.7. I don’t know how old they were      

26.8. I have never had sex        

27. The LAST time you had sex, where did it take place? (√ one box) 

27.1. At home        

27.2. My boy/girlfriend’s house       

27.3. At a friend’s place         

27.4. At school         

27.5. Outside (e.g., in a park)       

27.6. In a car          

27.7. I have never had sex        

27.8. Other: Specify_________________________________________ 

28. What type of contraception did you use the LAST time you had sex?  (√ one 

box) 

       28.0 I have never had sex       

28.1. Condom        

28.2. The Pill        

28.3. Injection         

28.4. Implanon (Rod in arm)      

28.5. Emergency Contraception      

28.6. Diaphragm        

28.7. Withdrawal        

28.8. IUD (Intrauterine device)      

28.9. No contraception was used       

28.10. Other:  Specify ________________________________________ 
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BEFORE you had sex the LAST time Yes 1 
Don’t 

know 2 
No 0 

Never 

had sex 3 

29. Did you talk about using a condom?     

30. Did you talk about avoiding pregnancy?     

31. Did you talk about avoiding HIV infection?     

32. Did you talk about avoiding other STI?     

33. Did you talk about how to get sexual pleasure 

without intercourse? 
    

 

34. Tick √  how you FELT the LAST TIME you had sex 

 √ the box that 

best describes 

how you felt 

34.1. I have never had sex  

34.2. I don’t know how I felt   

34.3. I felt Good  

34.4. I felt Upset  

34.5. I felt Guilty  

34.6. I felt Happy  

34.7. I felt Used   

34.8. I felt Fantastic  

34.9. I felt Worried  

34.10. I felt Loved  

34.11. I felt Regretful  

34.12. Other  

 

 

 

 

  



 

370 

Congratulations you have now completed the survey. 

THANK YOU☺ 

What now! 

1. How do I get my Thank you Gift?   

1.1. Return the completed survey to the locked green box today and you 

will receive your thank you gift immediately. 

or 

1.2.  Place the completed survey with your Contact Details Form in the 

supplied postage paid envelope and put in any Australia Post red 

mailbox.  (You do not need a stamp - postage is paid already) Your 

thank you gift will be posted to you immediately. 

(The Contact Details Form will be kept separate and destroyed 

once your thank you gift has been sent.) 

 

If you DON’T get your thank you gift in 2 weeks then please contact 

Judith (Phone 0416 292 460, Email Judith.Dean@griffith.edu.au) 

 

2. Are you interested in talking more about this issue? 

If YES – Then read the Interview Information Sheet at the back of 

this survey and complete the Contact Details Form  

(This page will be kept separate and destroyed once you have completed 

your interview.) 

Or  

Speak to Judith Dean today or by phone 0416 292 460 or email 

Judith.Dean@griffith.edu.au to arrange a time & place to meet.  

 

  

mailto:Judith.Dean@griffith.edu.au
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Contact Details Form 

Section 1 Please send my thank you gift to the following address 

1. Name  

2. Address  

 

 

3. Phone number  Home  

 

Mobile 

4. Email   

 

Section 2 Are you interested in doing an interview to talk about this issue more?    

No    

Yes   

If YES  

1. Make sure you have filled in your contact details in Section 1  

2. Take the attached Interview Information Sheet to read so you can find out more 

about what is involved  

3. I will be in touch soon 

 

Your confidentiality 

We guarantee all information collected on this sheet will kept separate to all 

other information collected during this study and remain confidential and 

private. 

This form will be destroyed as soon as your thank you gift has been posted and/or 

interview arranged. 

For more 

information 

contact  

Student Researcher:  Judith Dean  

                                   School of Nursing & Midwifery   Griffith University   

Phone:                        0416 292 460 

Email:                         Judith.Dean@griffith.edu.au  

mailto:Judith.Dean@griffith.edu.au
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THANK YOU☺ 

 

One last thing…. 

 

If you know anyone who would be interested in completing this 

survey then tear off the information below and tell them to 

contact Judith.  

 

(Tear off here) 

 

Are you between 16-24 years of age and from a Sudanese background?    

Then you might be able to help us!   

We are doing a study to find out what 16-24 year old Sudanese 

Queenslanders think and know about HIV, STI, and sexual health. 

It is very easy.  All you need to do is: 

 1/ Complete a written survey or  

2/ Have a chat about what you think.  

You will be offered a thank you gift of 2 movie ticket vouchers for 

volunteering.   

What you tell us is confidential  

No one will know what you tell us  

If you are interested contact 

Judith Dean 

Mobile: 0416 292 460 

Email: Judith.Dean@griffith.edu.au 

This study is part of Judith’s Doctor of Philosophy (PhD) studies at Griffith University and is supported by a Study 

Reference Group of QLD Sudanese community members and Ethnic Communities Council Queensland. 

  

mailto:Judith.Dean@griffith.edu.au
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Appendix B: Survey Information Sheet 

       

Sexual Health Survey - Participant Information Sheet  

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs of 

the Sudanese communities of Queensland: What are the young 

community members thinking and doing?  

Who is doing the 

research 

Student Researcher:           Judith Dean  

                                            School of Nursing & Midwifery  

Contact Phone:                   0416 292 460 

Contact Email:                   Judith.Dean@griffith.edu.au  
This study has been approved by Griffith University Human Research Ethics Committee and is 

being done by Judith Dean as part of her Doctor of Philosophy (PhD) studies with the cultural 

guidance of a Reference Group of people from your community.  During this study Judith will 

be supervised by her Academic Supervisors: Assoc Prof Judy Wollin (Head of School Abu 

Dhabi SONM) (j.wollin@griffith.edu.au), Prof Don Stewart (Head of School of Public Health) 

(Donald.Stewart@griffith.edu.au or Ph 07 3382 1487) &  Dr Joseph Debattista (Adjunct Assoc 

Prof) (Joseph_Debattista@health.qld.gov.au or Ph 040413645) 

Why is this survey being done? 

The survey will collect information about what you think, feel, and know about 

relationships, sexually transmissible infections, and HIV.  This information will help us 

make sure you have access to education and health services that are right for you.  

Who can complete the Survey? 

Anyone who is a 16-24 year old member of the Sudanese communities of Queensland. 

What you will be asked to do? 

All you need to do is answer the questions on the survey.  It should take around 30-40 

minutes.  DO NOT write your name on the survey!  This way the answers you give are 

private and no one will know what you write unless you tell them.  The survey is in 

English so if you need help with translation please contact Judith for help.  

How do I agree to do the survey? 

Returning the completed survey or part completed survey is accepted as an expression 

of consent.  This means that by returning the survey you understood everything that is 

written on this information sheet and have agreed to be part of the study.  

Thank you for volunteering  

As a thankyou for giving your time to complete the survey you will be offered a gift 

voucher or two (2) movie tickets.  

This survey is part of a larger study – Can you join the next phase? 

Yes - you can also volunteer to do a 1 hour face-to-face Interview with Judith to discuss 

in more depth your thoughts about sexual health, STI, & HIV.  If you are interested in 

doing an interview all you have to do is return the information form at the back of the 

survey in the envelope provided or contact Judith.  

  

mailto:Judith.Dean@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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How do I keep what I write private and confidential?  

Remember DO NOT write your name on the survey!  This way the answers you give 

are private and confidential so no one will know what you write.  The questions about 

your background, such as your age, language group, and length of time in Australia, will 

only be used to describe the types of people completing this survey.  It will not and 

cannot be used to find out your name.  You can feel safe that no names will be reported 

or used.  Completing the survey is voluntary.  This means you can choose to do it or 

not.  Nothing bad will happen if you choose not to be involved.  

Are there any risks to you? 

This study does not intend to influence or harm you in any way, but you might be 

anxious about answering questions about something that may have happened to you in 

the past or you think is taboo or against the law.  If this happens now or later and you 

want to speak to someone, then contact Judith or ring Queensland Transcultural Mental 

Health Centre, Queensland Program to Assist Survivors of Torture and Trauma 

(QPASTT) on (07) 3391 6677.  You might also find it helpful to talk to an adult you 

trust and feel safe discussing your feelings.  

If you are not happy with the study 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research.  If potential participants have any concerns or 

complaints about the ethical conduct of the research project they should contact the 

Manager, Research Ethics on (07) 3735 5585 or research-ethics@griffith.edu.au  

Privacy Statement 

The conduct of this research involves the collection, access, and/or use of your 

identified personal information.  The information collected is confidential and will not 

be disclosed to third parties without your consent, except to meet government, legal, or 

other regulatory authority requirements.  A de-identified copy of this data may be used 

for other research purposes.  However, your anonymity will at all times be safeguarded.  

For further information consult the University’s Privacy Plan at 

www.gu.edu.au/ua/aa/vc/pp  or telephone (07) 3735 5585. 

Feedback to you 

Information will not be given back to you personally during the study.  A summary of 

findings will be released at completion of each phase of the study. 

Do you have any questions? 

Judith is happy to answer any questions you may have about the study but you can also 

discuss any questions or concerns with your parents or another adult you trust.  They 

can also ring Judith at any time if they have questions.  For more information contact 

Judith on Phone 0416 292 460 or Judith.Dean@griffith.edu.au    

When finished follow the instructions at the end about how to return the survey.   

Thank you for volunteering to do the survey.  ☺ 

  

mailto:research-ethics@griffith.edu.au
http://www.gu.edu.au/ua/aa/vc/pp
mailto:Judith.dean@griffith.edu.au
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Appendix C: Correspondence Re RELACH Study Psychometric Data 
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Appendix D: Correspondence Re NSASSSH Psychometric Data 
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Appendix E: FGD Discussion Guide 

 Focus Group Discussion Guide  

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs 

of the Sudanese communities of Queensland: What are the 

young community members thinking and doing?   

Who is conducting the 

research 

Student Researcher:     Judith Dean  

                                     School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:             Judith.Dean@griffith.edu.au  

Welcome 

Thank you for agreeing to be part of this focus group; I really appreciate you giving up 

your valuable time to join us.  

Introductions 

Moderator: Judith Dean                           

Purpose of focus groups 

The reason we are having these focus groups is to find out: 

1. What the Sudanese Communities of Queensland think, feel, and know about sexual 

health, sexually transmissible infections, and HIV; and 

2. What the Sudanese Communities of Queensland think, feel, and know about the 

sexual health of its 16-24 year old members.  

The discussion will gather information about the community’s broader beliefs and 

traditions.  We will not be discussing individual member’s personal history or 

reactions.  We need your input and want you to share your honest and open thoughts 

with us. 

1. We want you to do the talking and I would like everyone to have a chance to share 

their thoughts and opinions.  I may direct a question to you if I haven't heard from 

you in a while. 

2. There are no right or wrong answers so speak up whether you agree or disagree.  

We want to hear a wide range of opinions. 

mailto:Judith.Dean@griffith.edu.au
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Group rules 

1. We want folks to feel comfortable sharing their opinions so we will not laugh at 

other people’s comments or make anyone feel threatened or fearful.  

2. Everything you say here will remain anonymous.  

3. What is said in this room stays here. 

4. We will be tape recording the group and taking notes of the discussion as we want 

to capture everything you have to say but your name will not be used in anything I 

write or report. 

5. Child safety: If you tell me information that shows that anyone under the age of 18 

years is in danger or risk of being harmed or abused by someone, then, as a 

Registered Nurse under Queensland law (Public Health Act 2005; Child Protection 

Act 1999), I am legally bound to give this information to the appropriate people.  

6. Signing the consent forms means that you agree to all the above statements.   

Questions for discussion 

Before we start I would like to acknowledge that this topic is sensitive and it may cause you 

to feel uncomfortable.  

So please stop and let me now if you are feeling uncomfortable or if I have asked a 

question that makes you feel uncomfortable.   

I know that for most of you English is not your first language and this might make it 

difficult for some of you at times.  Don’t worry, it is OK to ask me to explain anything.  

We can stop the discussion at any time to make sure everyone understands.  It is also OK to 

help clarify a point in your own language with each other.   

The last point to remember is to please ask if you are unsure of what we are talking about.  

I may also ask you to explain something in more detail.   
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This study is about Sexual Health.  We will be talking about things like HIV, STI, 

pregnancy, relationships. 

 I know there is probably not a word for this in your language but it is important to 

make sure we are all talking about the same thing today.  

1. What do you think when you hear sexual health? 

Is there a word that we can use to describe this issue that everyone is comfortable with? 

2. Social and Cultural attitudes and beliefs  

2.1. How do you feel about talking about SH related issues such as STI, HIV?   

2.1.1. Is it difficult?  Is it embarrassing?  

2.2. What affects community members talking about sexual health related issues?  

2.2.1. Explore cultural or social beliefs or taboos  

2.3. What are the cultural or social beliefs or taboos that affect how people behave 

or learn about sexual health related issues?  

2.4. Is there any difference for men and women?  

2.5. Has life in Australia changed the way young people think and feel about sexual 

issues?  

2.5.1. Why? 

3. Knowledge, attitudes, and beliefs  

3.1. How would you rate your sexual health knowledge: Poor, good, or very good?  

3.2. What about in general amongst the community?  

3.3. What about the young people? 

3.4. Do you know what HIV is?  

3.5. Do you know the names of any other STI? 

3.6. Can you tell me how you can stop getting an STI including HIV? 

3.7. Do you know the most common STI affecting young people in Australia?  

3.7.1. Is this different to back home?  

3.8. How does the community feel about someone who has an STI? 

3.9. Is HIV a problem in Australia?  
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3.10. How does the community feel about someone who has HIV? 

4. Relationships and young people’s behaviour 

4.1. What are the cultural or social beliefs or taboos that affect how young people 

form relationships?  

4.1.1. Is dating encouraged or allowed? 

4.1.2. How would young people traditionally meet?  

4.1.3. Where do you think young people go to meet people and form 

relationships?  

4.1.4. Who are they dating?  

4.1.5. Are they having relationships mainly with other young Sudanese people 

or Australians?  

4.1.6. How does the community feel about a young person who has a 

relationship with someone not from the Sudanese background?  

4.2.  When is it OK for young people to start having sex? 

4.2.1. What happens if a young person gets pregnant and they are not married?  

4.2.2. What about an STI or HIV?  

4.3. How has life in Australia affected the way relationships are formed? 

4.3.1. How do parents respond to these changes? 

5.  Issues of concern 

5.1. What are the main issues affecting young people’s SH?  

5.2. What things increase the risk of young people getting an STI?  

5.2.1. Why do you think young people engage in risky behaviour?  

5.2.2. Has this changed because of life in Australia? 

5.3. What does the community think about condoms?  

5.3.1. Has this changed since coming to Australia?  

5.3.2. Do you think young people are using condoms or contraception? 

5.3.3. What do you think stops young people using a condom?  
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5.4. Is it easier for a young person to have sex here in Australia than back in the 

home country?  Why is it easier?  

5.5. Is it easier for a young person to use condoms and birth control here in 

Australia? 

6.  Education and information 

6.1. How do young people traditionally learn about sexual health related issues in 

your community?  

6.1.1. How has this changed since coming to Australia?? 

6.2. Where do you think the young people go to find out about sexual health related 

issues in Australia?  

6.2.1.  Is this different than traditionally?  

6.3. What are the barriers to the young learning about sexual health related issues?  

6.3.1. Can the community overcome these barriers or do they contribute to 

them? 

7. Sexual health care 

7.1. Where do you think that young people from your community go for medical 

help if they are worried about STI or HIV?  
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Appendix F: Interview Information Sheet, Consent, and Withdrawal 

Forms  

 Interview Information Sheet    

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs of 

the Sudanese communities of Queensland: What are the young 

community members thinking and doing?  

Who is conducting 

the research 

Student Researcher:           Judith Dean  

                                            School of Nursing & Midwifery  

Contact Phone:                   0416 292 460 

Contact Email:                   Judith.Dean@griffith.edu.au  

Who can do the interview? 

Anyone who self-identifies as a 16-24 year old member of the Sudanese 

communities of Queensland 

Why is the interview being done? 

The interviews are part of a larger study into sexual health, sexually 

transmissible infections, & HIV and will help give a deeper understanding of the 

information collected in other parts of the study.  There will be no personal gain 

from doing the interview but it will help us find out what you and other young 

people in your community are thinking and doing and what you need to stay 

safe.   

Who is doing the study? 

The study has been approved by Griffith University Human Research Ethics Committee 

and is being done by Judith Dean as part of her Doctor of Philosophy (PhD) studies 

with the cultural guidance of a Reference Group of people from your community.  

During this study Judith will be supervised by her Primary Academic supervisors: 

Assoc Prof Judy Wollin (Head of School Abu Dhabi SONM) (j.wollin@griffith.edu.au) 

and Prof Don Stewart (Head of School of Public Health) 

(Donald.Stewart@griffith.edu.au or Phone 07 3382 1487); and her Associate Supervisor 

Dr Joseph Debattista (Adjunct Assoc Prof) (Joseph_Debattista@health.qld.gov.au or 

Phone 0404 136 457)  

What will I be asked to do? 

You will be asked to join a one-on-one interview with Judith.  It will take about 1 hour to 

complete and can be done wherever you feel comfortable.  The interview will be in English.  

Your participation is voluntary 

This means you can choose to do the interview or not.  You are able to say no when 

asked and are free to leave or stop at any point.  Nothing bad will happen if you choose 

not to be involved.  

  

mailto:Judith.Dean@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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Thank you for volunteering  

If you choose to do the interview you will be offered a thank you gift for your 

time.  You will be offered a choice of either a $30 voucher or two (2) movie 

ticket vouchers.  

Risks to you 

You might be anxious about being identified by friends or family if you participate.  

The risk of this happening is low as all information collected during the interview is 

anonymous and will be kept safe by Judith.  The interview will be taped but the 

information will not be shared or discussed with anyone and the tape will be 

destroyed once the study report is completed.  Your name will not appear anywhere 

in the study information or report.  

If you are not happy with the study 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Human Research.  If potential participants have any concerns or 

complaints about the ethical conduct of the research project they should contact the 

Manager, Research Ethics on 3735 5585 or research-ethics@griffith.edu.au .  

Privacy Statement 

The conduct of this research involves the collection, access, and/or use of your 

identified personal information.  The information collected is confidential and will not 

be disclosed to third parties without your consent, except to meet government, legal, or 

other regulatory authority requirements.  A de-identified copy of this data may be used 

for other research purposes.  However, your anonymity will at all times be safeguarded.  

For further information consult the University’s Privacy Plan at 

www.gu.edu.au/ua/aa/vc/pp  or telephone (07) 3735 5585. 

Do you have any questions? 

Judith is happy to answer any questions you may have about the study and can 

be contacted on 0416 292 460 or Judith.Dean@griffith.edu.au .  It is also OK to 

discuss any questions or concerns with your parents or another adult you trust.  

They can also ring Judith at any time if they have questions.  

So if you are interested in doing an interview  

1. Complete the Contact Details Form 

Or 

2. Contact Judith Dean (Student Researcher) on 0416 292 460 or 

Judith.Dean@griffith.edu.au to arrange a time and place to meet.  

                                                                          

THANK YOU☺ 

 

 

Please keep the Interview Information Sheet for your information.  

  

mailto:research-ethics@griffith.edu.au
http://www.gu.edu.au/ua/aa/vc/pp
mailto:Judith.Dean@griffith.edu.au
mailto:Judith.dean@griffith.edu.au


 

384 

CONSENT FORM – Interview 

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs 

of the Sudanese communities of Queensland: What are the 

young community members thinking and doing?  

Who is conducting 

the research 

Student Researcher:     Judith Dean  

                                      School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:              Judith.Dean@griffith.edu.au  

By signing below, I confirm that I have read and understood the information sheet 

and I understand that:  

1. My involvement in this research will include a face-to-face interview with the 

Student Researcher about my attitudes, beliefs, and concerns about sexual 

health;  

2. There will be no direct benefit to me from my participation; 

3. My participation in this research is voluntary;  

4. I am free to withdraw at any time, without comment or penalty; 

5. I have been offered reimbursement of travel and parking costs related to 

participating in this research and understand that I will receive this 

reimbursement only on presentation of a receipt or travel ticket; 

6. I have had the researcher’s legal and professional obligations explained to 

me; 

7. I have had any questions answered to my satisfaction and I understand the 

risks involved; 

8. If I have any additional questions I can contact the research team; 

9. I can contact the Manager, Research Ethics, at Griffith University Human 

Research Ethics Committee if I have any concerns about the ethical conduct 

of the project on 3735-5585 or research-ethics@griffith.edu.au;  

10. I can contact Judith’s Primary Academic supervisors: Assoc Prof Judy Wollin 

(Head of School Abu Dhabi SONM) (j.wollin@griffith.edu.au) or Prof Don 

Stewart (Head of School of Public Health) (Donald.Stewart@griffith.edu.au 

or Phone 07 3382 1487); or her Associate Supervisor Dr Joseph Debattista 

(Adjunct Assoc Prof) (Joseph_Debattista@health.qld.gov.au or Phone 0404 

136 457) if I have any concerns about the project; and 

11. I agree to participate in the interview. 

 

Name  

Signature                                                          Date  /  /  

As Student Researcher, I confirm that, to the best of my knowledge, the above signed 

understands the information provided and has the maturity and capacity to voluntarily 

consent to participation in the study.  

Student Researcher  Judith Dean  

Signature                                                           Date  /  /  

mailto:Judith.Dean@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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Interview Demographics 

Interview Date: _________________________________________ 

Interview Location: _____________________________________ 

Participant No:  1       2       3      4  5 6  7  8  9 10 

Participant Details: 

1. Age: _____________ 

2. Gender:   Male   Female  

3. Ethnic group: _________________________________________________ 

4. Languages Spoken: ____________________________________________  

5. Religion: ____________________________________________________ 

6. Place of Birth: ________________________________________________ 

7. How long have you been in Australia? _____________________________ 

8. Employment / School Status  

 At school  

 At TAFE   

 At University   

 Employed Full time   

 Employed Part time  

 Unemployed   

 Home / family carer   

 Other   

If other: please specify what_________________________________________ 

If employed: Occupation ___________________________________________ 

9. What is the highest level of education you have finished?  

 Primary school   

 Year 8   

 Year 9   

 Year 10   

 Year 11   

 Year 12   

 TAFE certificate   

 University Degree   

 University Postgraduate Qualifications   

 Other      

If other: please specify_____________________________________________ 

10. Are you married?    Yes  No 

11. Are you a parent/guardian?  Yes  No  

If yes: Age of Children: ____________________________________________ 
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WITHDRAWAL FORM – Interview 

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs 

of the Sudanese communities of Queensland: What are the 

young community members thinking and doing?  

Who is conducting the 

research 

Student Researcher:     Judith Dean  

                                      School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:              Judith.Dean@griffith.edu.au  

By signing below, I confirm that I wish to withdraw from the interview and I understand 

that:  

1. My withdrawal from this research is voluntary;  

2. There will be no direct penalty or comment at any time due to my withdrawal; 

3. I have had any questions answered to my satisfaction and I understand the risks 

involved; 

4. If I have any additional questions I can contact the research team; 

5. I can contact the Manager, Research Ethics, at Griffith University Human 

Research Ethics Committee if I have any concerns about the ethical conduct of 

the project on 3735 5585 or research-ethics@griffith.edu.au;  

6. I can contact Judith’s Primary Academic supervisors: Assoc Prof Judy Wollin 

(Head of School Abu Dhabi SONM) (j.wollin@griffith.edu.au) or Prof Don 

Stewart (Head of School of Public Health) (Donald.Stewart@griffith.edu.au or 

Phone 07 3382 1487); or her Associate Supervisor Dr Joseph Debattista 

(Adjunct Assoc Prof) (Joseph_Debattista@health.qld.gov.au or Phone 0404 136 

457) if I have any concerns about the project; and 

7. I have withdrawn from the study. 

Name  

Signature 
 

Date 
 

/  / 
     

_______________________________________________________________ 

 As Student Researcher, I confirm that the above signed has voluntarily withdrawn their 

consent to participate in the study.   

Student Researcher  Judith Dean  

Signature   

Date  /  /      

 

mailto:Judith.Dean@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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Appendix G: Interview Discussion Guide 

 Interview Discussion Guide   

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs of 

the Sudanese communities of Queensland: What are the young 

community members thinking and doing?  

Who is conducting 

the research 

Student Researcher:       Judith Dean  

                                        School of Nursing & Midwifery  

Contact Phone:               0416 292 460 

Contact Email:               Judith.Dean@griffith.edu.au  

Welcome: Thank you for agreeing to do this interview.  I appreciate that you have 

given up your valuable time.  

Introductions: Interviewer: Judith Dean  

Purpose of interview 

1. Deeper understanding of the information collected in the Sexual Health Survey 

phase of this study.  

2. There will be no personal gain to you from doing the interview.  

3. However, it will help us find out more about what you and other young people in 

your community are thinking.  

Your participation is voluntary  

1. This means you can choose to do the interview or not. 

2. You are able to say no when asked.  

3. And are also free to leave or stop at any point.  

4. Nothing bad will happen if you choose not to be involved.  

Thank you for volunteering  

You will be offered two (2) movie tickets as a thankyou for your time.  

What you will be asked to do 

1. The interview will be in English and done with me. 

2. Take about 1 hour. 

3. Information discussed will not be seen, shared, or discussed with anyone except 

myself and the research team.  

4. Your name and any other identifying information will be removed and not 

appear anywhere or be used in any report about the study. 

5. The discussion will be taped and transcribed verbatim into a transcript of your 

actual words.  This will ensure an accurate record of our discussion is written.  

The tapes will be destroyed when the written record is written.  

6. All information will be confidential and kept safely locked away as per 

University Policies.   

7. The questions about your background, such as your age, language group, and 

mailto:Judith.Dean@griffith.edu.au
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length of time in Australia, will only be used to describe the types of people 

who took part in the interviews. 

8. It will not and cannot be used to find out your name.  

If you should feel upset or afraid about anything we are discussing today or at a 

later time after we have finished the interview, please let me know so that I can put 

you in touch with someone to talk to about these feelings.  

 

Interview rules 

1 I want you to feel comfortable and able to talk freely. 

2 There are no right or wrong answers; I want to know your opinions and 

thoughts as they are important. 

3 What is said in this room stays here. 

4 I will not laugh at your comments or make you feel threatened or fearful.  

5 I will not identify you by name in the final study report, so you will remain 

anonymous.  

6 I will be tape recording the discussion and taking notes as I want to capture 

everything you have to say. 

7 If you tell me information that shows that anyone under the age of 18 years is 

in danger or risk of being harmed or abused by someone then, as a Registered 

Nurse under Queensland law (Public Health Act 2005; Child Protection Act 

1999), I am legally bound to give this information to the appropriate people.  

8 Signing the consent form means that you agree to all the above statements.  

Thank you very much for agreeing to do the interview. Any questions? ☺ 

 Questions for discussion 

Before we start I would like to acknowledge that this topic is sensitive and discussing it 

can cause people to feel uncomfortable due to our cultural and religious beliefs, 

especially between men and women.  

It is important that you feel comfortable, so please stop and let me now if you are 

feeling uncomfortable or if I have asked a question that makes you feel uncomfortable.   

I know that English is not your first language and this might make it difficult at times.  

But don’t worry, it is OK to ask me to explain a question and we can stop the 

discussion at any time to make sure you understand.  

The last point to remember is that there are often different words or terms that we use 

to describe things that may make the discussion confusing, so please ask if you are 

unsure of what we are discussing.  I may also stop the conversation at times to ask you 

to explain a word or what you mean.   
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1. What is Sexual Health? 

1.1. It is important to make sure we are all talking about the same thing today.  

What do you think when you hear sexual health? 

1.2. Is there a word that we can use to describe this issue that everyone is 

comfortable with?   

1.3. What does sexual health mean to you?  

1.4. Do you know what I mean by STI and HIV? 

1.5. What does sexual health mean to the community?  

2. Social and Cultural Influences  (Section B)  

2.1. How do you feel talking about sexual health related issues such as STI, 

HIV?  

2.2. Is it difficult?  Is it embarrassing?  

2.3. What affects how young people in your community talk about sexual 

health related issues?  

2.4. Does your religion affect how you think or behave? 

2.5. Does your culture affect how you think or behave? 

2.6. Do you parents affect how you think or behave? 

2.7. Is there any difference for men and women around this issue?  

2.8. How has living in Australia changed the way you think and behave? 

2.8.1.1. Please explain why? 

2.9. Do you think young Sudanese people in QLD are more attached to their 

Sudanese culture and way of life or to their new Australian way of life and 

friends? 

2.10. Can you give me some examples? 

3. KAB about STI   

3.1. How would you rate your sexual health knowledge: Poor, good, or very 

good?  

3.2. What about in general amongst your friends and family?  

3.3. Do you think you are at risk of getting an STI?  

3.4. How about HIV?  

3.5. How do you think you would feel if you were diagnosed with an STI such 

as Chlamydia?  

3.6. Would this be different if it was HIV? 

3.7. How do you think the community feels about someone who has an STI? 
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3.8. How do you think the community feels about someone who has HIV? 

4. Behaviour   

4.1. What do you think the young people are doing in regards to sex?  

4.2. At what age do they begin having sex?  

4.3. What cultural or religious beliefs affect when young people start having 

sex?  

4.4. What do you think the young people are doing in regards to protection?  

4.5. Are they using condoms?  

4.6. Do you think they would use birth control? 

4.7. What do you think stops young people practising safer sex or saying no? 

4.8. What are the main sexual health problems of the young members in your 

community?  

4.9. Is this different to back home? In Sudan / refugee camps / transit countries 

4.10. Do you think young people in your community are being pressured to have 

sex before they are ready? 

4.11. What about alcohol and drugs? What are the young people in your 

community doing?  How much?  How often?  What are they using?  

5. Relationships  

5.1. What are the cultural or social beliefs or taboos that affect how young 

people form relationships?  

5.2. Is dating encouraged or allowed? 

5.3. Where do you go to meet people? 

5.4. Do you talk to your parents / adults about your relationship?  

5.5. How does the community feel about someone who has sex when they are 

not married? 

5.6. What about getting pregnant outside of marriage? 

5.7. How does the community feel about a young person who has a relationship 

with someone not from the Sudanese community?  

5.8. Has life in Australia pressured you into relationships that would not be 

acceptable in Sudan? 

5.9. What do your parents think about this? 
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6. Prevention 

6.1. What factors increase the risk of young people getting an STI?  

6.2. Why do you think young people engage in risky behaviour?  

6.3. How do you stop getting an STI? 

6.4. What do you think the young people in your community think about 

condoms?  

6.5. What about generally in the community? 

7. Education and information  

7.1. Where do you thing the young people find out about sexual health related 

issues?  

7.2. Is this different to traditional or cultural ways?  

7.3. What are the barriers to the young learning about sexual health related 

issues?  

7.4. Did your parents or any other adult in your family or the community ever 

tell you about sex?  

7.5. Who initiated the conversation?  

7.6. Has this changed since you have come to Australia?  

7.7. Would you like your parents / adults in the community to be more open 

about this issue? 

7.8. What type of information do you think is important for young people to 

know in order to keep themselves safe?  

7.9. Where do you think that young people from your community go for 

medical help if they are worried about STI or HIV?  And what are the 

barriers?   
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Appendix H: FGD Information Sheet, Consent, and Withdrawal 

Forms  

  INFORMATION SHEET – Focus Group Discussions   

 

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs of 

the Sudanese communities of Queensland: What are the young 

community members thinking and doing?  

Who is 

conducting the 

research 

Student Researcher:     Judith Dean  

                                     School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:             Judith.Dean@griffith.edu.au  

What is a Focus Group Discussion?  

A Focus Group Discussions is when a group of people get together to discuss a 

chosen topic.  An independent person or facilitator guides the discussion to 

answer or explore a specific question.   

Why are these Focus Group Discussions being done?  

This focus group discussion will explore the Sudanese cultural and social beliefs 

about sex, sexually transmissible infections, and HIV.  The group will also discuss 

how the community thinks and feels about the sexual behaviour of its young 

members.  Information gathered during this discussion will help guide the next 

stage of a larger study.   

What is the larger study? 

The larger study will explore what the 16-24 year old members of the Sudanese 

communities in Queensland know, believe, think, and feel about sexual health, 

sexually transmissible infection, and HIV.  Information collected during the larger 

study will help develop sexual health education and health services that meet the 

needs of the young members of your community.  

The study has been approved by Griffith University Human Research Ethics 

Committee and is being done by Judith Dean as part of her Doctor of Philosophy 

(PhD) studies with the cultural guidance of a Reference Group of people from 

your community.  During this study Judith will be supervised by her Primary 

Academic supervisors: Assoc Prof Judy Wollin (Head of School Abu Dhabi 

SONM) (j.wollin@griffith.edu.au) and Prof Don Stewart (Head of School of 

Public Health) (Donald.Stewart@griffith.edu.au or Phone 07 3382 1487); and her 

Associate Supervisor Dr Joseph Debattista (Adjunct Assoc Prof) 

(Joseph_Debattista@health.qld.gov.au or Phone 0404 136 457)  

Who can join the Focus Group Discussions?  

Anyone who self-identifies as Sudanese and lives in Queensland can join.  

mailto:Judith.Dean@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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What you will be asked to do if you join a Focus Group Discussion? 

You will be asked to discuss your community’s broader beliefs and traditions 

around STI, HIV, and sexual behaviour.  You will not be asked to talk about your 

personal history, experiences, or reactions. The discussion will occur in English 

and take about 1-2 hours.  An interpreter will be present only if requested and all 

members of the group agree.  

Your participation is voluntary 

This means you can choose to do it or not.  You are able to say no when asked to 

join the focus group discussion and are free to leave or stop at any point.  Nothing 

bad will happen if you choose not to be involved.  

Thank you for volunteering  

If you volunteer to join the group discussion you will be offered a choice between 

a thank you gift of two (2) adult movie tickets OR a $30 money voucher as a 

thankyou for your time.  Any parking or travel costs experienced due to joining 

the discussion group will be returned to you when you present a receipt or travel 

ticket on the day.  All attempts will be made to hold these meetings at times that 

do not impact on your work, school, or family time.  

Your confidentiality and privacy 

You might be anxious or concerned about being identified by friends or family if 

you join the group discussion.  The risk of this occurring is minimal as all 

information collected is anonymous, this means your name will not appear 

anywhere in the study information, and will be kept confidential and safely locked 

away by the principal researcher.  Discussions will be recorded using audio 

recording and manual note taking so an accurate report can be written.  Recorded 

information will not be seen, shared, or discussed with anyone except Judith and 

the research team until your name and any identifying information is removed.  

The tapes and manual notes will be destroyed immediately the report is written.   

If you choose to take part then you will be asked not to discuss what has been 

discussed or said by other participants with anyone outside of the discussion 

group.  This will help make sure what is said is kept private and confidential.  

Risks to you 

This study guarantees the wellbeing of the Sudanese community and young 

people and does not intend to influence or harm you in any way.  There is a small 

risk that some people may find discussing this topic difficult due to cultural taboos 

and past experiences.  If this happens now or later and you want to speak to 

someone, then contact Judith and she will refer you to the appropriate service or 

person such as Queensland Transcultural Mental Health Centre, Queensland 

Program to Assist Survivors of Torture and Trauma (QPASTT) (Telephone: (07) 

3391 6677).   
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Under the Public Health Act 2005 and the Child Protection Act 1999, Judith, as a 

Registered Nurse, is legally bound to disclose information if she feels that any 

person under 18 years of age is in danger or risk of being harmed, abused, or 

neglected. 

How to make a complaint 

Griffith University conducts research in accordance with the National Statement 

on Ethical Conduct in Human Research.  If potential participants have any 

concerns or complaints about the ethical conduct of the research project they 

should contact the Manager, Research Ethics on 3735 5585 or research-

ethics@griffith.edu.au.  

Privacy Statement 

The conduct of this research involves the collection, access, and/or use of your 

identified personal information.  The information collected is confidential and will 

not be disclosed to third parties without your consent, except to meet government, 

legal, or other regulatory authority requirements.  A de-identified copy of this data 

may be used for other research purposes.  However, your anonymity will at all 

times be safeguarded.  For further information consult the University’s Privacy 

Plan at www.gu.edu.au/ua/aa/vc/pp  or telephone (07) 3735 5585. 

Feedback to you 

Information will not be given back to you personally during the study.  The Study 

Reference Group will advise the researcher how to best make sure community 

members are kept informed about the study progress.  A summary of findings will 

be released to interested people at completion of the study. 

Any Questions or need further information: Contact Judith on phone 0416 292 

460 or Judith.Dean@griffith.edu.au 

Thank you very much for agreeing to join the discussion. ☺ 

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
http://www.gu.edu.au/ua/aa/vc/pp
mailto:Judith.dean@griffith.edu.au
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CONSENT FORM – Focus Group Discussion 

 

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs 

of the Sudanese communities of Queensland: What are the 

young community members thinking and doing?   

Who is 

conducting the 

research 

Student Researcher:      Judith Dean  

                                      School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:              Judith.Dean@griffith.edu.au  

By signing below, I confirm that I have read and understood the information sheet 

and I understand that:  

1. I have agreed to join a focus group discussion about the wider community’s 

attitudes, beliefs, and concerns about sexual health;  

2. There will be no direct benefit to me from doing this; 

3. I have agreed NOT to talk about what was discussed once the group discussion 

is finished; 

4. My participation is voluntary;  

5. I am free to withdraw at any time, without comment or penalty; 

6. I have been offered reimbursement of travel and parking costs related to 

participating in this research and understand that I will receive this 

reimbursement only on presentation of a receipt or travel ticket;  

7. I have had any questions answered to my satisfaction and understand the risks 

involved; 

8. If I have any additional questions I can contact the research team; 

9. I can contact the Manager, Research Ethics, at Griffith University Human 

Research Ethics Committee on 3735-5585 (or research-ethics@griffith.edu.au) 

if I have any concerns about the ethical conduct of the project;  

10. I can contact Judith’s Primary Academic supervisors: Assoc Prof Judy Wollin 

(Head of School Abu Dhabi SONM) (j.wollin@griffith.edu.au) or Prof Don 

Stewart (Head of School of Public Health) (Donald.Stewart@griffith.edu.au or 

Phone 07 3382 1487); or her Associate Supervisor Dr Joseph Debattista 

(Adjunct Assoc Prof) (Joseph_Debattista@health.qld.gov.au or Phone 0404 

136 457) if I have any concerns about the project; and 

11. I agree to participate in the focus group discussion.  

  

Name  

Signature  

Date  /  /      

 

As Student Researcher, I confirm that, to the best of my knowledge, the above 

signed understands the information provided and has the maturity and capacity to 

voluntarily consent to participation in the study.  
 

Student Researcher  Judith Dean  

Signature   

Date  /  /      

mailto:Judith.Dean@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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Focus Group Demographics 

Group Date: _________________________________________ 

Group Location: _____________________________________ 

Participant No:  1       2       3      4  5 6  7  8  9 10 

Participant Details: 

1. Age: _____________ 

2. Gender:   Male   Female  

3. Ethnic group: _________________________________________________ 

4. Languages Spoken: ____________________________________________  

5. Religion: ____________________________________________________ 

6. Place of Birth: ________________________________________________ 

7. How long have you been in Australia? _____________________________ 

8. Employment / School Status  

  At school   

  At TAFE    

  At University    

  Employed Full time   

  Employed Part time  

  Unemployed    

  Home / family carer   

  Other     

If other: please specify what_________________________________________ 

If employed: Occupation ___________________________________________ 

9. What is the highest level of education you have finished?  

  Primary school   

  Year 8     

  Year 9     

  Year 10    

  Year 11    

  Year 12    

  TAFE certificate   

  University Degree   

  University Postgraduate Qualifications   

  Other          

If other: please specify_____________________________________________ 

10. Are you a parent/guardian?  Yes  No  

If yes: Specify age of Children: ____________________________________________ 
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WITHDRAWAL FORM – Focus Group Discussions 

 

Title of research 

project: 

Exploring the sexual health knowledge, attitudes, and beliefs 

of the Sudanese communities of Queensland: What are the 

young community members thinking and doing?  

Who is conducting 

the research 

Student Researcher:      Judith Dean  

                                      School of Nursing & Midwifery  

Contact Phone:             0416 292 460 

Contact Email:              Judith.Dean@griffith.edu.au  

By signing below, I confirm that I wish to withdraw from the Focus Group 

Discussion and I understand that:  

1. My withdrawal from this research is voluntary;  

2. There will be no direct penalty or comment at any time due to my 

withdrawal; 

3. I have had any questions answered to my satisfaction and I understand 

the risks involved; 

4. If I have any additional questions I can contact the research team; 

5. I can contact the Manager, Research Ethics, at Griffith University 

Human Research Ethics Committee if I have any concerns about the 

ethical conduct of the project on 3735-5585 or research-

ethics@griffith.edu.au;  

6. I can contact Judith’s Primary Academic supervisors: Assoc Prof Judy 

Wollin (Head of School Abu Dhabi SONM) (j.wollin@griffith.edu.au) 

or Prof Don Stewart (Head of School of Public Health) 

(Donald.Stewart@griffith.edu.au or Phone 07 3382 1487); or her 

Associate Supervisor Dr Joseph Debattista (Adjunct Assoc Prof) 

(Joseph_Debattista@health.qld.gov.au or Phone 0404 136 457) if I 

have any concerns about the project; and 

7. I have withdrawn from the study. 

 

Name  

Signature  

Date  /  /      

_______________________________________________________________ 

 

 As Student Researcher, I confirm that the above signed has voluntarily 

withdrawn their consent to participate in the study.   

Student Researcher  Judith Dean  

Signature   

Date  /  /      

mailto:Judith.Dean@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:j.wollin@griffith.edu.au
mailto:Donald.Stewart@griffith.edu.au
mailto:Joseph_Debattista@health.qld.gov.au
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Appendix I: Ethical Approval 

Appendix I.1 Authorisation to commence May 2009 
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Appendix I.2 Amendment – Extension and change of research team, November 

2011 
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Appendix I.3 Pilot phase outcomes and approval to progress, November 2009 
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Appendix J: MANOVA Tables for Assumption Testing and Results 

 

 

 

Table Appendix J.2 

Tests of Normality 

Dependent variables 

Kolmogorov-Smirnov
a
 Shapiro-Wilk 

Statistic df Sig. Statistic df Sig. 

Total STI Knowledge  .108 227 .000 .956 227 .000 

Total HIV Knowledge  .094 227 .000 .955 227 .000 

Confidence communicating about 

sex 
.078 227 .002 .961 227 .000 

Sexual Risk .136 229 .000 .904 229 .000 

a. Lilliefors Significance Correction 

 

  

Table Appendix J.1 

Sample sizes for independent variables used for MANOVA  

Independent Variables  n % 

Gender Male  149 65.1 

 Female  79 34.5 

 Missing 1 .4 

Age   17 years and less 63 27.5 

 18 years and over 155 67.7 

 Missing  11 4.8 

Time in Australia 6 years or less 110 48.0 

 7 years or more 107 46.7 

 Missing  12 5.2 

Age of Arrival in Australia  13 years and less 113 49.3 

 14 years and over 95 41.5 

 Missing  21 9.2 

 Total 229 100.0 



 

403 

Table Appendix J.3  

Box's Test of Equality of Covariance Matrices
a
 

Box's M 160.232 

F 1.077 

df1 120 

df2 4458.192 

Sig. .268 

Tests the null hypothesis that the observed covariance matrices of the dependent variables are equal 

across groups. 

a. Design: Intercept + A.Gender + Agegp2 + TimeinAust2grp + Ageofarrivalyrs2gp + A.Gender * 

Agegp2 + A.Gender * TimeinAust2grp + A.Gender * Ageofarrivalyrs2gp + Agegp2 * TimeinAust2grp 

+ Agegp2 * Ageofarrivalyrs2gp + TimeinAust2grp * Ageofarrivalyrs2gp + A.Gender * Agegp2 * 

TimeinAust2grp + A.Gender * Agegp2 * Ageofarrivalyrs2gp + A.Gender * TimeinAust2grp * 

Ageofarrivalyrs2gp + Agegp2 * TimeinAust2grp * Ageofarrivalyrs2gp + A.Gender * Agegp2 * 

TimeinAust2grp * Ageofarrivalyrs2gp 

 

 

Table Appendix J.4 

Levene's Test of Equality of Error Variances
a 

Dependent variables F df1 df2 Sig. 

Total STI Knowledge  .959 13 191 .494 

Total HIV Knowledge  1.508 13 191 .117 

Confidence communicating about sex 1.853 13 191 .038 

Sexual Risk 1.652 13 191 .074 

Tests the null hypothesis that the error variance of the dependent variable is equal across groups. 

a. Design: Intercept + A.Gender + Agegp2 + TimeinAust2grp + Ageofarrivalyrs2gp + A.Gender * 

Agegp2 + A.Gender * TimeinAust2grp + A.Gender * Ageofarrivalyrs2gp + Agegp2 * TimeinAust2grp 

+ Agegp2 * Ageofarrivalyrs2gp + TimeinAust2grp * Ageofarrivalyrs2gp + A.Gender * Agegp2 * 

TimeinAust2grp + A.Gender * Agegp2 * Ageofarrivalyrs2gp + A.Gender * TimeinAust2grp * 

Ageofarrivalyrs2gp + Agegp2 * TimeinAust2grp * Ageofarrivalyrs2gp + A.Gender * Agegp2 * 

TimeinAust2grp * Ageofarrivalyrs2gp 
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Table Appendix J.5 

 Multivariate tests 
a 

Effect Value F 

Hypothesis 

df Error df Sig. 

Partial 

Eta 

Squared 

Intercept 

Pillai's Trace .883 354.655b 4.000 188.000 .000 .883 

Wilks' Lambda .117 354.655b 4.000 188.000 .000 .883 

Hotelling's Trace 7.546 354.655b 4.000 188.000 .000 .883 

Roy's Largest Root 7.546 354.655b 4.000 188.000 .000 .883 

A.Gender 

Pillai's Trace .049 2.396b 4.000 188.000 .052 .049 

Wilks' Lambda .951 2.396b 4.000 188.000 .052 .049 

Hotelling's Trace .051 2.396b 4.000 188.000 .052 .049 

Roy's Largest Root .051 2.396b 4.000 188.000 .052 .049 

Agegp2 

Pillai's Trace .054 2.661b 4.000 188.000 .034 .054 

Wilks' Lambda .946 2.661b 4.000 188.000 .034 .054 

Hotelling's Trace .057 2.661b 4.000 188.000 .034 .054 

Roy's Largest Root .057 2.661b 4.000 188.000 .034 .054 

TimeinAust

2grp 

Pillai's Trace .118 6.268b 4.000 188.000 .000 .118 

Wilks' Lambda .882 6.268b 4.000 188.000 .000 .118 

Hotelling's Trace .133 6.268b 4.000 188.000 .000 .118 

Roy's Largest Root .133 6.268b 4.000 188.000 .000 .118 

Ageofarrival

yrs2gp 

Pillai's Trace .022 1.035b 4.000 188.000 .391 .022 

Wilks' Lambda .978 1.035b 4.000 188.000 .391 .022 

Hotelling's Trace .022 1.035b 4.000 188.000 .391 .022 

Roy's Largest Root .022 1.035b 4.000 188.000 .391 .022 

A.Gender * 

Agegp2 

Pillai's Trace .019 .928b 4.000 188.000 .449 .019 

Wilks' Lambda .981 .928b 4.000 188.000 .449 .019 

Hotelling's Trace .020 .928b 4.000 188.000 .449 .019 

Roy's Largest Root .020 .928b 4.000 188.000 .449 .019 

A.Gender * 

TimeinAust

2grp 

Pillai's Trace .027 1.316b 4.000 188.000 .266 .027 

Wilks' Lambda .973 1.316b 4.000 188.000 .266 .027 

Hotelling's Trace .028 1.316b 4.000 188.000 .266 .027 

Roy's Largest Root .028 1.316b 4.000 188.000 .266 .027 

A.Gender * 

Ageofarrival

yrs2gp 

Pillai's Trace .014 .663b 4.000 188.000 .618 .014 

Wilks' Lambda .986 .663b 4.000 188.000 .618 .014 

Hotelling's Trace .014 .663b 4.000 188.000 .618 .014 

Roy's Largest Root .014 .663b 4.000 188.000 .618 .014 
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Table Appendix J.5 Continued 

 Multivariate tests 
a 

 

Value F 

Hypothesis 

df Error df Sig. 

Partial Eta 

Squared 

Agegp2 * 

TimeinAust2g

rp 

Pillai's Trace .030 1.447b 4.000 188.000 .220 .030 

Wilks' Lambda .970 1.447b 4.000 188.000 .220 .030 

Hotelling's Trace .031 1.447b 4.000 188.000 .220 .030 

Roy's Largest Root .031 1.447b 4.000 188.000 .220 .030 

Agegp2 * 

Ageofarrivaly

rs2gp 

Pillai's Trace .016 .781b 4.000 188.000 .539 .016 

Wilks' Lambda .984 .781b 4.000 188.000 .539 .016 

Hotelling's Trace .017 .781b 4.000 188.000 .539 .016 

Roy's Largest Root .017 .781b 4.000 188.000 .539 .016 

TimeinAust2g

rp 

*Ageofarrival

yrs2gp 

Pillai's Trace .026 1.236b 4.000 188.000 .297 .026 

Wilks' Lambda .974 1.236b 4.000 188.000 .297 .026 

Hotelling's Trace .026 1.236b 4.000 188.000 .297 .026 

Roy's Largest Root .026 1.236b 4.000 188.000 .297 .026 

A.Gender * 

Agegp2 

*TimeinAust2

grp 

Pillai's Trace .016 .751b 4.000 188.000 .559 .016 

Wilks' Lambda .984 .751b 4.000 188.000 .559 .016 

Hotelling's Trace .016 .751b 4.000 188.000 .559 .016 

Roy's Largest Root .016 .751b 4.000 188.000 .559 .016 

A.Gender * 

Agegp2 

*Ageofarrival

yrs2gp 

Pillai's Trace .016 .778b 4.000 188.000 .541 .016 

Wilks' Lambda .984 .778b 4.000 188.000 .541 .016 

Hotelling's Trace .017 .778b 4.000 188.000 .541 .016 

Roy's Largest Root .017 .778b 4.000 188.000 .541 .016 

A.Gender 

*TimeinAust2

grp 

*Ageofarrival

yrs2gp 

Pillai's Trace .008 .403b 4.000 188.000 .806 .008 

Wilks' Lambda .992 .403b 4.000 188.000 .806 .008 

Hotelling's Trace .009 .403b 4.000 188.000 .806 .008 

Roy's Largest Root .009 .403b 4.000 188.000 .806 .008 

Agegp2 * 

TimeinAust2g

rp 

*Ageofarrival

yrs2gp 

Pillai's Trace .000 .b .000 .000 . . 

Wilks' Lambda 1.000 .b .000 189.500 . . 

Hotelling's Trace .000 .b .000 2.000 . . 

Roy's Largest Root .000 .000b 4.000 187.000 1.000 .000 

A.Gender * 

Agegp2 

*TimeinAust2

grp * 

geofarrivalyrs

2gp 

Pillai's Trace .000 .b .000 .000 . . 

Wilks' Lambda 1.000 .b .000 189.500 . . 

Hotelling's Trace .000 .b .000 2.000 . . 

Roy's Largest Root .000 .000b 4.000 187.000 1.000 .000 
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Table Appendix J.5 Continued 

 Multivariate tests 

a. Design: Intercept + A.Gender + Agegp2 + TimeinAust2grp + Ageofarrivalyrs2gp + 

A.Gender * Agegp2 + A.Gender * TimeinAust2grp + A.Gender * Ageofarrivalyrs2gp + 

Agegp2 * TimeinAust2grp + Agegp2 * Ageofarrivalyrs2gp + TimeinAust2grp * 

Ageofarrivalyrs2gp + A.Gender * Agegp2 * TimeinAust2grp + A.Gender * Agegp2 * 

Ageofarrivalyrs2gp + A.Gender * TimeinAust2grp * Ageofarrivalyrs2gp + Agegp2 * 

TimeinAust2grp * Ageofarrivalyrs2gp + A.Gender * Agegp2 * TimeinAust2grp * 

Ageofarrivalyrs2gp 

b. Exact statistic 

 

 

Estimated Marginal Mean 

Table Appendix J.6 

Estimated Marginal Mean Time in Australia (2 equal groups) 

Dependent Variable 

Time in 

Australia Mean Std. Error 

95% Confidence Interval 

Lower Bound 

Upper 

Bound 

STI Knowledge <= 6 3.066 .314 2.447 3.685 

7+ 4.581
a
 .276 4.036 5.125 

HIV Knowledge <= 6 5.865 .422 5.032 6.697 

7+ 8.028
a
 .371 7.295 8.761 

Confidence in 

communicating about sex 
<= 6 26.572 1.103 24.396 28.747 

7+ 26.778
a
 .971 24.863 28.692 

Sexual risk <= 6 13.250 2.207 8.896 17.604 

7+ 18.827
a
 1.942 14.995 22.658 

a. Based on modified population marginal mean. 
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Table Appendix J.7 

Tests of Between-Subjects Effects using Bonferroni adjustment =  .01  

Source Dependent Variable 

Type III 

Sum of 

Squares df 

Mean 

Square F Sig
.#
 

Partial 

Eta 

Squared 

Corrected 

Model 

STI Knowledge  177.641a 13 13.665 2.589 .003 .150 

HIV Knowledge  508.398b 13 39.108 4.088 .000 .218 

Confidence communicating 

about sex 962.293c 13 74.023 1.134 .333 .072 

Sexual Risk 7636.930d 13 587.456 2.246 .009 .133 

Intercept 

STI Knowledge  

1211.624 1 1211.624 

229.55

3 .000 .546 

HIV Knowledge  

3943.136 1 3943.136 

412.18

4 .000 .683 

Confidence communicating 

about sex 57922.470 1 57922.470 

887.02

8 .000 .823 

Sexual Risk 19726.564 1 19726.564 75.428 .000 .283 

A.Gender 

 STI Knowledge  24.684 1 24.684 4.677 .032 .024 

HIV Knowledge  59.757 1 59.757 6.247 .013 .032 

Confidence communicating 

about sex 1.208 1 1.208 .019 .892 .000 

Sexual Risk 509.646 1 509.646 1.949 .164 .010 

Agegp2 

STI Knowledge  2.740 1 2.740 .519 .472 .003 

HIV Knowledge  7.430 1 7.430 .777 .379 .004 

Confidence communicating 

about sex 261.261 1 261.261 4.001 .047 .021 

Sexual Risk 1022.373 1 1022.373 3.909 .049 .020 

TimeinAu

st2grp 

STI Knowledge  77.725 1 77.725 14.726 .000 .072 

HIV Knowledge  120.480 1 120.480 12.594 .000 .062 

Confidence communicating 

about sex 6.250 1 6.250 .096 .757 .001 

Sexual Risk 588.236 1 588.236 2.249 .135 .012 

Ageofarri

valyrs2gp 

STI Knowledge  6.609 1 6.609 1.252 .265 .007 

HIV Knowledge  33.991 1 33.991 3.553 .061 .018 

Confidence communicating 

about sex 18.061 1 18.061 .277 .600 .001 

Sexual Risk 19.339 1 19.339 .074 .786 .000 
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Table Appendix J.7 Continued 

Tests of Between-Subjects Effects using Bonferroni adjustment =  .01 

Source Dependent Variable 

Type III 

Sum of 

Squares df 

Mean 

Square F Sig
.#
 

Partial 

Eta 

Squared 

A.Gender 

* Agegp2 

STI Knowledge  3.450 1 3.450 .654 .420 .003 

HIV Knowledge  4.805 1 4.805 .502 .479 .003 

Confidence communicating about sex 192.675 1 192.675 2.951 .087 .015 

Sexual Risk 154.725 1 154.725 .592 .443 .003 

A.Gender 

* 

TimeinAu

st2grp 

 STI Knowledge  2.568 1 2.568 .487 .486 .003 

HIV Knowledge  32.875 1 32.875 3.437 .065 .018 

Confidence communicating about sex 11.171 1 11.171 .171 .680 .001 

Sexual Risk 188.521 1 188.521 .721 .397 .004 

A.Gender 

* 

Ageofarri

valyrs2gp 

STI Knowledge  9.303 1 9.303 1.763 .186 .009 

HIV Knowledge  9.231 1 9.231 .965 .327 .005 

Confidence communicating about sex 30.335 1 30.335 .465 .496 .002 

Sexual Risk 166.833 1 166.833 .638 .425 .003 

Agegp2 * 

TimeinAu

st2grp 

STI Knowledge  .042 1 .042 .008 .929 .000 

HIV Knowledge  9.553 1 9.553 .999 .319 .005 

Confidence communicating about sex 201.563 1 201.563 3.087 .081 .016 

Sexual Risk 88.229 1 88.229 .337 .562 .002 

Agegp2 * 

Ageofarri

valyrs2gp 

STI Knowledge  2.803 1 2.803 .531 .467 .003 

HIV Knowledge  26.926 1 26.926 2.815 .095 .015 

Confidence communicating about sex 11.317 1 11.317 .173 .678 .001 

Sexual Risk 20.152 1 20.152 .077 .782 .000 

TimeinAu

st2grp*Ag

eofarrival

yrs2gp 

STI Knowledge  2.650 1 2.650 .502 .479 .003 

HIV Knowledge  11.369 1 11.369 1.188 .277 .006 

Confidence communicating about sex 74.201 1 74.201 1.136 .288 .006 

Sexual Risk 503.135 1 503.135 1.924 .167 .010 

A.Gender 

* Agegp2 

*TimeinA

ust2grp 

STI Knowledge  .175 1 .175 .033 .856 .000 

HIV Knowledge  18.163 1 18.163 1.899 .170 .010 

Confidence communicating about sex .029 1 .029 .000 .983 .000 

Sexual Risk 153.536 1 153.536 .587 .445 .003 

A.Gender 

* Agegp2 

* 

Ageofarri

valyrs2gp 

STI Knowledge  6.495 1 6.495 1.231 .269 .006 

HIV Knowledge  13.795 1 13.795 1.442 .231 .007 

Confidence communicating about sex 4.271 1 4.271 .065 .798 .000 

Sexual Risk 

304.931 1 304.931 1.166 .282 .006 
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Table Appendix J.7 Continued 

Tests of Between-Subjects Effects using Bonferroni adjustment =  .01 

Source Dependent Variable 

Type III 

Sum of 

Squares df 

Mean 

Square F Sig.
#
 

Partial 

Eta 

Squared 

A.Gender * 

TimeinAust2grp * 

geofarrivalyrs2gp 

STI Knowledge  1.059 1 1.059 .201 .655 .001 

HIV Knowledge  9.631 1 9.631 1.007 .317 .005 

Confidence communicating 

about sex .036 1 .036 .001 .981 .000 

Sexual Risk 93.928 1 93.928 .359 .550 .002 

Agegp2 * 

TimeinAust2grp * 

Ageofarrivalyrs2gp 

STI Knowledge  .000 0 . . . .000 

HIV Knowledge  .000 0 . . . .000 

Confidence communicating 

about sex .000 0 . . . .000 

Sexual Risk .000 0 . . . .000 

A.Gender * 

Agegp2 * 

TimeinAust2grp * 

Ageofarrivalyrs2gp 

STI Knowledge  .000 0 . . . .000 

HIV Knowledge  .000 0 . . . .000 

Confidence communicating 

about sex .000 0 . . . .000 

Sexual Risk .000 0 . . . .000 

Error 

STI Knowledge  1008.134 191 5.278    

HIV Knowledge  1827.193 191 9.566    

Confidence communicating 

about sex 12472.195 191 65.299    

Sexual Risk 49952.221 191 261.530    

Total 

STI Knowledge  3937.000 205     

HIV Knowledge  12144.000 205     

Confidence communicating 

about sex 169154.000 205     

Sexual Risk 126077.000 205     

Corrected Total 

STI Knowledge  1185.776 204     

HIV Knowledge  2335.590 204     

Confidence communicating 

about sex 13434.488 204     

Sexual Risk 57589.151 204     

a. R Squared = .150 (Adjusted R Squared = .092)   

b. R Squared = .218 (Adjusted R Squared = .164) 

c. R Squared = .072 (Adjusted R Squared = .008)   

d. R Squared = .133 (Adjusted R Squared = .074) 

# Using Bonferroni adjustment = .01      

Effect sizes   Small .01   /  Medium .06   /  Large .138 
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