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Working ‘with’ the media – what paths can you take?
Petra Boynton, Division of Medical Education, University College London

Email p.boynton@ucl.ac.uk
Website: www.drpetra.co.uk 
Twitter: @drpetra
Tel: 07967 212925

Working with media can bring many opportunities and challenges. If it’s 
something you are interested in trying, it’s well worth undertaking a media 
training course (if you’ve not already done so) or talking to practitioners who 
already work closely with the media about their experiences. You may wish to 
keep doing this as you gain media awareness (or even if you’ve had a lot of 
media experience) as a means to improve your skills and share any worries you 
may have if you encounter any problems in your dealings with the media.

Remember the view of academics/practitioners working ‘with’ the media is 
being challenged. With the advent of social media the idea of us relying on the 
media to share our messages is changing. Practitioners are now in the position 
to create their own media and publicly challenge poor media coverage of sex/
relationships issue elsewhere. So you may want to think about the different 
ways you may want to engage with the media – and what that ‘engagement’ 
might involve.

Although we tend to think of ‘media work’ as television or radio, it can cover a 
diverse range of sources – one or more of which may appeal to you – and not 
all of which are public facing. This might include:

• Creating educational resources for websites, NGOs, PCTs, charities, youth 
groups etc

• Writing, editing or contributing as an interviewee to books 

• Hosting your own website, or contributing to an existing site alone or with 
colleagues 

• Hosting your own podcast or contributing to existing ones

• Keeping a blog (either alone or with colleagues). These may be your own 
blog or through an existing publisher

• Making film for websites, video sharing site (like YouTube) – this can be 
done individually, collectively with colleagues or with other communities 

• Having a twitter account (for networking, sharing/promoting work, or 
challenging poor practice)
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• Facebook (see above)

• Features for magazines/newspapers etc – this might involve writing your 
own pieces or being interviewed for news/feature segments

• Radio/TV shows and documentaries (see above)

• Columns – this could be an advice column, or regular space to tackle sex/
relationships issues

• Creative activities such as theatre, dance, music, photography or other arts 
based programmes (either created yourself or collaboratively with others)

• Acting as a consultant for programmes/books etc (either alone, through 
your organisation, within academic/practitioner context or outside it)

• Working individually or collaboratively to challenge poor media practice – 
for example talking directly to print/broadcast media outlets, offering 
training on how to understand sex/relationships with editors, publishers, 
broadcasters, journalists

• Finding, critiquing and summarising research on sex/relationships issues for 
journalists/charities/NGOs/politicians

Some of these activities can be done identifiably (as yourself) or (in the case of 
a blog or twitter) via a pseudonym. It depends on the topics you’re sharing and 
what you want to discuss. For example you may want to talk about sexual 
health tips for older people, which you’d do as yourself. Or reflect on the 
realities of researching older people’s sex lives – which you may prefer to do 
anonymously/pseudononymously.  

There may be many reasons for participating with the media, and lots of 
different ways to act ethically and professionally. These are discussed further in 
the following papers:

Advice for Advisors: a guide for ‘agony aunts’, relationship therapists and sex 
educators who want to work with the media, Sex Education, 2008

Understanding media coverage of sex: a practical discussion paper for 
sexologists and journalists (co-written with journalist Will Callaghan), Sexual 
and Relationship Therapy, 2006.

Reflection exercise: using the list above think about which of these media 
activities appeal to you, where you may want additional training, and where 
you could collaborate with other practitioners already working in your subject 
area (within or outside the media).
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Your stepwise guide to evidence based media practice

Some forms of media engagement will be very short term in nature; others 
(where you are creating your own website or series of radio/television 
programmes) can be a longer term project.  

There are some general ways of working around sex and relationships issues 
that can underpin media work – whatever form it takes. These can be time 
consuming (at least at first) but are worth undertaking to inform both your 
general working practice (outside of media engagement) and what is shared via 
the media. It’s fair to say many practitioners as well as most journalists aren’t 
used to taking this approach to creating media messages. But if what is to be 
shared with the public is critical, thoughtful and accurate then this is the most 
robust approach to take. The added bonus is if you’re also doing research, 
therapy or teaching these skills should be part of your practitioner toolkit so 
you’ll be benefiting in other areas too by incorporating this into your regular 
work.

Begin with your plans for evaluation. If you’re going to engage with the media 
it’s presumably to share a particular message (for example greater awareness 
of psychosexual problems, or support for teen parents). You’ll want to know if 
your approach has ‘made a difference’. But what that ‘difference’ could be may 
vary. It might be on the basis of whether a story you write gets picked up in the 
press, how many people read/share blog posts of yours, or whether a more in-
depth media campaign has changed behaviour (for example a media drive for 
a young men’s sexual health clinic resulting in greater attendance). 

Because of the nature of sex and relationships and particularly media effects 
it’s often difficult to measure direct and causal relationships between a media 
activity you undertake and a subsequent effect. However, it is worth thinking 
before you begin why you are going to work with the media, what you plan to 
achieve by this, and how you intend to assess the impact of your activity.  The 
reason for doing this is it will help you focus transparently on the aim, scope, 
purpose and impact of the work you are doing (a good resource to help with 
this is Gerard Hastings’ Social Marketing: why should the Devil have all the best 
tunes?, 2007). It will also enable you to get advice and support from 
colleagues, ensure you focus on who you may be including/excluding by a 
particular approach. And avoid the common problem of either not evaluating 
any media practice, or throwing on a hurried evaluation at the end of an activity 
which does not truly capture what you did.

Your next step is to consider the communities who may be affected by the 
issues you’ll be tackling with the media. For example you might be sharing 
ideas about relationships that could inadvertently judge negatively those who 
are single or in alternative relationships; or set up benchmarks of ‘normality’ for 
relationships that are judgemental or unrealistic to achieve. It may be you could 
end up speaking for a group of people who may not particularly welcome this if 

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.



you don’t appear to know much about them/their lives (sex workers are a 
group commonly spoken for/about in the media which can cause tension and 
limited representations). Alternatively you may take on the role of 
spokesperson when you could have engaged in a collaborative media project 
(such as creating a memory archive of relationship stories with older people).  
The key task before you begin working with the media is to see where you will 
be working alone, where you can work within communities, and how you can 
enable diverse voices/experiences/ideas to be shared.  

This may sound complicated, particularly if you are a lone worker, a small 
organisation, or a busy practitioner. However a key way you can ensure you’ve 
reflected on engagement and inclusion is to think about what your skills are 
and what you aim to focus on.

The area of sex and relationships is vast and you cannot be expected to know 
everything – or cover all areas in the media. Indeed problems tend to arise 
when people speak outside their area. For example one therapist colleague of 
mine was asked by journalists to talk about BDSM which she knew nothing 
about. Instead of explaining this or recommending a colleague who was 
knowledgeable in this area she gave quotes that were outdated and 
pathologised BDSM. Remember it’s better to focus on the core areas you 
know inside out and if it falls outside your area to not discuss it within the 
media. (This is covered in more detail in the following paper, Advice for 
advisors). Ask yourself ‘how do I know what I know?’, ‘where did I get that 
information from?’ and ‘is there any chance there may be other ways to think 
about this issue I may not have considered?’

Picking your media partners

Often media training suggests that we should be actively available to all 
journalists who seek us out. That puts us in a passive position and one that is 
often unhelpful as it means we may feel we have to help with activities that fall 
outside our area of expertise or ethical practice.

Instead it is worth taking a more proactive stance, talking directly with 
journalists or media outlets whose work you admire. If you have links with a 
university most have media offices or science/public communication 
departments who can help broker a relationship between you and the media.  
Particularly around creating collaborative projects (for example making a pilot 
radio programme), some of which may attract external funding to support 
creative practice.  

You can add yourself to media lists (for example most professional societies 
operate these as do hospitals, universities and larger scale public 
organisations). Or use a blog or website to promote yourself as willing to work 
with the media. This can bring in a diverse range of media requests and it’s 
worth being aware that you can spend a lot of time talking to journalists who 
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won’t necessarily use the information you’ve provided – or may well use it but 
won’t credit you. It is worth setting out your working agreement from the 
outset, keeping a record of email correspondence on what you’ve planned, and 
being clear what you will/won’t provide. (This can be particularly beneficial if 
you advise a media company/journalist against a particular angle but they still 
run with it – your records can be shared publicly to indicate their focus may be 
incorrect but was deliberately chosen). You may prefer to create your own 
media content rather than simply relying on a journalist to share it with the 
public – particularly if you are working in sensitive/alternative/political areas 
where your view may well not be listened to or an editor may decide can’t be 
included.

Remember many journalists you’ll encounter will not know much about sex 
and relationships, will not know much about your area of work and will 
probably be on a deadline. They may well be a freelancer or junior staff 
member meaning they have little or no editorial power. If you want to really 
influence the media your focus should be on editors and producers and 
publishers, rather than individual journalists. However, working collaboratively 
with journalists, learning how they work, seeing their places of work and seeing 
each other as colleagues (or perhaps critical friends) may be better than 
viewing them either as a power you have to answer to – or in an ‘us versus 
them’ way.

Reflection exercise: read through the paper Turning Sexual Science Into 
News: Sex Research and the Media (a collaborative paper by sexologists and 
journalists) which talks about ideas for good practice in dealing with the media 
on sex/relationships issues – and think about how you may use that to inform 
your practice.

When media projects fail
Whether it’s creating your own content or working with the mainstream media 
there can be times when things don’t work out. Mainstream media consistently 
fails at delivering quality sex and relationships information because:

• it doesn’t use appropriately qualified people to inform/present content 

• editors/directors/publishers/channels/organisations/funding bodies have 
predetermined ideas they won’t switch from

• those creating stories/programmes/websites lack basic sex education or 
critical skills to interpret evidence

• a lack of media training/awareness from practitioners can mean they 
don’t offer support where they could, or there may be the issue of being 
discouraged from media work by funders, employers, colleagues etc
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• the pressure of time can lead to stories/media activity being rushed or 
oversimplified

• a focus on aspirational, ‘normal’ or moral views of sex means many 
groups will be excluded or presented negatively (for example young 
people, those into BDSM or in alternative relationships, older people, 
LGBTI  and BME groups, those not living in urban/Western locations, 
and  people with disabilities) 

• presenting sex as a ‘lite’ topic without a need for critical attention or 
pinning it around commercialised messaging makes it difficult for 
diverse messages to be shared and more common for undertheorised 
‘sexpertise’ to flourish

• a lack of funding to ensure a project can be sustained/developed

• journalists and practitioners not learning from each other and not being 
aware how their working practices operate (for example it’s not unusual 
for academics/practitioners to decide to put together a media 
intervention with no real idea how the media ‘works’ and no scope to 
incorporate this into their venture)

• What can you do in such circumstances?

• You can create your own media via blogs, twitter, facebook etc to 
challenge poor practice or provide more accurate information

• You can write letters/features or offer a critical insight for international, 
national or local media

• You can work collaboratively with colleagues to tackle specific areas of 
media malpractice – for example the recent efforts of UK practitioners to 
challenge Channel 4 over its poor track record of sex coverage 
(particularly the problematic Joy of Teen Sex Series)

• Use current events, parliamentary debates etc to lobby for better 
evidence to be shared and offer your expertise to inform content of 
future articles, features, programmes etc

• Pin discussions to other media – films, television, or other forms of 
popular culture to share ideas about sex and relationships that may not 
usually be tackled in the mainstream media

It’s important with any activity like this that you keep good records of what is 
going on, try and work collaboratively (it’s less time consuming and 
exhausting!) and have your discussions in public and in real time. That may 
sound daunting but talking about issues together without making them public 
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means the media is not held accountable when it makes mistakes. It also 
means our opportunities to step in with more accurate, diverse and balanced 
information can be lost.

These are just a few ways you can engage with the media and do so in a 
reflexive, systematic and evidence based way. Ultimately it is up to you how 
much or how little work you undertake, and where you decide to engage.  
Given the desire for sex and relationships information the public has 
internationally there remains huge scope for sharing ideas in a wide range of 
media outlets. The main challenge remaining is how to build our confidence 
and work more assertively as practitioners to get our messages out there!
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Advice for sex advisors: a guide for
‘agony aunts’, relationship therapists
and sex educators who want to work
with the media

Petra M. Boynton*

University College London, UK

Education programmes for sex and relationships are greatly needed globally. One way such
information can be delivered is via the media. Sex and relationship advice has long been a popular
media component, but the quality, accuracy and effectiveness of such advice—particularly from
the sex ‘expert’ or ‘agony aunt’—has not been adequately addressed. Given the rising cult of the
‘expert’ and ‘self-improvement’ features within the media alongside growing sexual health
problems, this paper discusses problems associated with providing media sex education and makes
suggestions for effective communication of sex and relationships messages for those who wish to be
media sex educators or who already offer media sex and relationships advice and seek to improve
their skills.

Background

There is a long history of the sex expert, relationships advisor and ‘agony aunt’

within popular culture (Ehrenreich & English, 1979; McNight-Trontz, 2000;

Walters, 2000; Zimmerman et al., 2001a; Cooper, 2002; Boynton, 2003; Crawford,

2004; Naish, 2005), but little attention has been paid to monitoring their skills

(Boynton, 2004a, b; Wood, 2005) or evaluating the quality of advice given

(Boynton, 2004a, b; Jackson, 2005).

The aim of this paper is provide a practical insight into the skills required for

those who wish to consider a career as a media sex or relationships educator. It is

based on an overview of research on media sex and relationships advice, evidence

on advice giving, and my experience and reflections as an agony aunt and media

trainer.1

* 4th Floor, Open Learning Unit, Department of Primary Care and Population Sciences,
University College London, Archway Campus, Holborn Union Building, Highgate Hill, London
NW19 5LW, UK. Email: p.boynton@pcps.ucl.ac.uk

Sex Education
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 For the purpose of this paper, ‘media’ refers to newspapers, magazines, television,
radio and the Internet (including websites, blogs and chat fora/message boards). All

are places where sex education and advice is currently located.

A brief history of media sex advice

The ‘problem page’

Advice literature and problem pages have traditionally been aimed at women
(Ehrenreich & English, 1979; MacRobbie, 1991; MacDonald, 1995; Boynton,

2003; Crawford, 2004), although advice for men is becoming increasingly popular
(Singleton, 2003), particularly on websites selling products for erectile problems

(Cooper et al., 2002). Sex and relationship advice has appeared in a variety of
sources including newspapers and magazines (MacDonald, 1995), self-help books

(Ehrenreich & English, 1979), radio and television programmes and, latterly, the
Internet (Cooper et al., 2002). Certain ‘agony aunts’ or relationship therapists have

become household names, such as ‘Dear Abby’, Dr Ruth Westheimer in the United
States and in the UK Irma Kurtz, Marje Proops, Clare Raynor and Virginia Ironside

(Proops, 1972; Rayner, 1972). Although the agony aunt is commonly female, there
are some agony uncles such as Philip Hodson and Dan Savage.

While advice pages are predominantly aimed at women and focused on sex or
relationship issues (Jackson, 2005), there are also those that cover clinical and

alternative medicine, nutrition, etiquette, interior design and gardening—feeding (or
perhaps creating) our twenty-first-century obsession with the continual project of

‘self-development’ (Marsh, 2004; Elliott & Lemert, 2005).

Advice commonly takes the format of a question (problem) and answer (solution)

(Jackson, 2005), usually in letter form; but can include photo-stories illustrating a
problem (common in newspapers such as The Sun), live chats on the Internet

(Boynton & Callaghan, 2004) or radio or television shows where users telephone,
text or email their problems.

Television and radio

Little evaluation has been completed on the quality of sex advice given on radio,

although both radio and television are believed to be important sources of
relationship education (Wray et al., 2004). In developing countries, radio and

television soap operas and radio advice programmes have been effective in educating
people about HIV/AIDS and domestic violence (Agha & Van Rossem, 2002; Keller

& Brown, 2002; Wray et al., 2004). The quality of experts and the messages they
deliver are frequently diverse, and anecdotal evidence suggests radio producers can

struggle to find experts willing to talk about sex in a non-judgemental manner.

On television, there has been a recent criticism in the United Kingdom of fitting

sex advice programmes into a ‘home improvement’ format, with shows such as ‘The
Sex Inspectors’ using presenters with no formal sex therapy qualifications to front a

programme where couples seek sex advice (Fitzwilliams & Barnes, 2004; Hall,

310 P. M. Boynton
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 2005). In such shows, ‘sex’ is given the same lifestyle treatment as DIY, cooking,

updating your wardrobe or booking your dream holiday. The viewer may not be

getting adequate sex education but assumes they are because anyone on television

must be famous, and therefore qualified (Boynton, 2004a).

For both television and radio (as with other media), once a guest has been

featured once, it is highly likely they will be invited back. So, if a poorly qualified

‘sexpert’ has been given a position on television or radio, it is hard to shift them and

difficult for more ethical or qualified practitioners to take their place (Boynton,

2004a, b; Elliott & Lemert, 2005; Hall, 2005).

The Internet

Evidence suggests that many people learn about sex from the Internet (Cooper et al.,
2002), although the quality of advice is variable (Boynton & Callaghan, 2004).

Whilst there are many reputable websites offering sex and relationship advice (e.g.

www.condomessentialwear.com), there are many more selling products, pills or

potions, all under the guise of a ‘sex education’ site. Backed by doctors, ‘experts’ or

‘agony aunts’, it is hard for a person to know what site is good or bad (more on this

later) (Boynton, 2004d; Boynton & Callaghan, 2004).

Because of the intimate and anonymous nature of the Internet (Cooper, 2002),

not to mention speedy searches for sensitive topics, people are increasingly using the

web for sex education and advice. However, it provides scope for people to be

exploited and misled and, given the personal nature of many enquiries, people may

not complain if they are given poor (or no) sex advice, or a second-rate sex product.

Identifying media sex educators

Media sex experts are commonly identified by their skills—described as doctors,

therapists, ‘good listeners’, nurses, sex workers or ‘people who’ve been there’ (e.g.

had a number of life experiences) (Ehrenreich & English, 1979; Boynton 2003;

Crawford, 2004). Often there is a hierarchy of advice-giving where sexual,

reproductive and relationship advice is delivered by doctors, counsellors or agony

aunts who tackle different issues (Jackson, 2005). Go online, browse the self-help

section of any bookstore or flick through satellite television channels, and you will

find advice for women from men, advice to men from women, advice to one sex by

the same-sex advisor and, taking this up a level, advice for straight women from gay

men and for straight men from lesbians.

The advice they provide ranges from the ‘sensible and straightforward’ through to

more sexy and racy remarks, or in some cases the reader is ridiculed or criticised by

the ‘aunt’ in an ironic take on relationship advice (e.g. the website Faceparty’s ‘Grim

Rita’, http://www.faceparty.com/rita/grim_rita.aspx [Faceparty is an adult website]).

However, advice commonly falls within the themes of medical or social advice; with

an emphasis on the individual working towards self-improvement and learning

techniques that will ‘fix’ their body, their life or their relationship (Boynton, 2004a,

Advice for sex advisors 311
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 b; Crawford, 2004; Marsh, 2004; Tiefer, 2004; Elliott & Lemert, 2005). Usually

advice repeats standard, conservative and clichéd ideas (Clarke & Rudolfsdottir,

2005). Advice may be contradictory (either within messages or messages given in

different media sources). It is usually brief and outlines what someone should do

with little emphasis on how they might achieve this. It rarely critiques itself or the

status quo (Jackson, 2005) and is rarely monitored, policed or evaluated.

How do people get to be media sex experts?

There are many routes to media ‘sexpertise’. A common approach is for a person to

have been a journalist with a sex column or regular features commission who may

have written a sex book on the back of this experience. Some educators within this

group are highly experienced (e.g. Cosmopolitan’s Irma Kurtz), while others have

little or no contemporary sex knowledge. If you have managed to write a book or get

a column, you could try getting an agent who will promote your product (or you!).

Most of the top-selling relationship self-help gurus have agents who handle their

bookings and promote them. From that you may be able to get a television or radio

show (e.g. Dr Phil McGraw began as an occasional guest on Oprah Winfrey’s show,

but now has his own self-help franchise including his own television series) (Salerno,

2005).

Or you could be famous already. There is a current trend within the western

media to use celebrities to front advice columns, or offer sex or relationship tips

(Boynton, 2004a). While celebrities can be helpful in promoting safer sex campaigns

or similar causes, their inclusion as ‘sexperts’ or agony aunts has raised concerns

(Boynton, 2004a, b). Within the United Kingdom, television presenter Lorraine

Kelly and glamour models Jordan, Jodie Marsh and Abi Titmuss all occupy the

position of sex expert/agony aunt on the magazines Zoo, Marie Claire, FHM and

More. At the time of writing, the BBC is calling for people to participate in a new

show where a ‘mystery celebrity agony aunt’ will fix their relationship problems ‘in

one day’! (see also Hall, 2005).

Alternative routes are to train as a medic, therapist, sex educator, teacher or

researcher, and to provide quotes for the media via membership of a professional

organisation or your employer. Most university media departments have a list of

academics willing to speak to the press, as do groups like the British Psychological

Society/American Psychological Association. However, the skills and qualifications

of the academic may not be checked, so if you describe yourself as a ‘sex expert’,

you’ll be promoted as one—although you may not be qualified to do this.

Completing research, publishing papers and presenting at conferences are other

ways to attract media attention, and be invited onto a show or to comment for a

publication as a ‘sex expert’.

Alternatively you might train in a health or social science discipline and gain post-

qualification experience (or postgraduate qualifications) in sexual, relationships or

reproductive health, or undergo training in a specific area of sex and relationships.

Within the media, experts in this last category are the least commonly represented.

312 P. M. Boynton



D
ow

nl
oa

de
d 

B
y:

 [B
oy

nt
on

, P
et

ra
 M

.] 
A

t: 
19

:0
8 

14
 F

eb
ru

ar
y 

20
08

 Quality of advice

Concern has been expressed about the content and advice given via many self-help
books (Zimmerman et al., 2001a, b; Potts, 2002; Hazleden, 2004; Salerno, 2005),
television (Hall, 2005; Salerno, 2005) and some magazine advice pages or Internet
sites (Boynton, 2004b; Jackson, 2005). In particular, they have been criticised for
offering outdated advice (Crawford, 2004; Zimmerman et al., 2001a, b; Potts, 2002;
Boynton, 2003) that erroneously claims to be based on scientific evidence (Potts,
2002; Boynton, 2003; Crawford, 2004; Wood, 2005), and may be more harmful

than helpful (Boynton, 2004b). There have been claims that many advice sources
are particularly damaging to women, placing the role of maintaining and fixing a
relationship firmly on their shoulders (Crawford, 2004), and often encouraging
women to adopt a submissive role within a relationship, where their own needs and
desires are subsumed into those of their partner (Boynton, 2003; Crawford, 2004).
This is particularly true of teenage advice, where young girls could be prepared to

learn assertiveness skills but are often taught the script of romance means staying
together and learning to make their partner happy (Crawford, 2004; Jackson, 2005).

Emerging evidence also suggests that advice offered to men is typically equally
problematic (Singleton, 2003; Boynton, 2004c; Hazleden, 2004), since it reinforces

rather than challenges masculine stereotypes, and places the health of men in an
individual rather than a societal context (Boni, 2002; Singleton, 2003).

Advice for lesbian and gay readers tends to be in a marginalised market, and may
not always be accurate or appropriate. Furthermore, the subtext of much advice for
lesbian or gay self-help literature or advice suggests a liberal context that presents

homosexuals as ‘just like everyone else’ and coming out as a one-off event, with little
or no coverage for political issues (Clarke & Rudolfsdottir, 2005). In the West,
media sources frequently struggle not to seem prejudiced toward a lesbian, gay,
bisexual or transgendered audience, yet also do not appear to enthusiastically
encourage homosexuality (Jackson, 2005). In other parts of the world, advice may
reinforce locally held beliefs that homosexuality is a disease, sin or mental illness.

Less researched or discussed are the skills and expertise of those offering sex or
relationship advice. However, within the media it is possible for anyone to describe
themselves as a relationship advisor or expert (Boynton, 2004a, b; Hall, 2005;
Salerno, 2005; Wood, 2005). If one were to write a few articles on heart disease, one
would not suddenly gain the title of ‘cardiologist’, yet within the area of relationships

it is not uncommon to see a journalist described as a ‘relationships guru’ after writing
just one sex feature!

Why is this issue important?

Whilst certain broadcasting and professional bodies (e.g. The British Medical
Association) advocate certain standards of practice, there is a lack of regulation of
those offering sex or relationship education in the media. Most editors/producers,

journalists or audience will not ask for the sex educator’s qualifications. Nor is
professional development questioned. Without regulation or confirmation of
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 advisors’ skills, many will continue to offer sex and relationship advice that is

outdated, unethical or medically/psychologically inaccurate. It may be that, because

sex is seen as a novelty topic, it is not critically evaluated or patrolled (Boynton,

2004b). But since advice sites and problem pages are popular and may be used to

reach solutions for relationship or sexual problems, they should be monitored.

Indeed, this could become a necessity if the suggestion is followed that UK teenage

magazines and agony aunts should become major suppliers of sex and relationships

information (Press Gazette, 21 October 2005, p. 13).

Furthermore, with certain controversial issues, such as the cause of HIV/AIDS or

abstinence-only sex education, those advocating incorrect or unhelpful views

frequently utilise the media to make their point (Schuklenk, 2004), meaning the

public are at risk from dangerous sex advice. A recent example is the Catholic

Church encouraging its advisors to teach that condoms are inherently unsafe so

people do not use them, putting those in developing Catholic countries particularly

at risk from HIV or other sexually transmitted infections as they reject condoms

according to their religious teaching.

Limitations of advice

So why use or read problem pages or similar advice services? The main reasons are a

need for advice (Cooper et al., 2002), a lack of alternative information sources and to

seek reassurance (Boynton, 2004b), as many questions run along the ‘am I normal?’

theme (Christian, 2006), because there is nobody else to ask or for entertainment

(Naish, 2005).

People may question the quality of relationship advice, but the focus is not usually

on the qualifications of the advisor. Instead the concern is whether the questions are

genuine (Boynton, 2004b). Letters are usually not made up (Tiefer, 2004), and

most magazines, newspapers and websites receive hundreds of questions. However,

magazines may choose not to print these letters (particularly those from gay or

lesbian readers or others in minority groups) (Boynton, 2004b). Advice is limited by

the surprising lack of variety in the letters received (Boynton, 2004a, b; Tiefer,

2004). The main problems presented to an agony aunt are relationship difficulties

(particularly arguments and breaking up), sexual problems (in particular lack of

desire, erectile problems, male concern about penis size and female concerns over

body image) (Boynton, 2004c), arguments and disagreements with friends,

workmates or family, and how to actually meet a partner and start a conversation

with someone you are attracted to.

Anecdotally, many agony aunts find the problems they reply to become repetitive

over time (Boynton 2004a, b, c; Tiefer, 2004); and this is partly due to how people

use problem pages. Rather than reading them, identifying with a similar problem

and acting on the advice given, experience suggests readers use problems as a trigger

for them to ask the same question about their own lives (Boynton & Auerbach,

2004). This can create a false idea about what is important within sex—the

prevalence of ‘sex addiction’ might be pretty low within a general public population,

314 P. M. Boynton



D
ow

nl
oa

de
d 

B
y:

 [B
oy

nt
on

, P
et

ra
 M

.] 
A

t: 
19

:0
8 

14
 F

eb
ru

ar
y 

20
08

 but a rush of letters on the topic might encourage journalists and readers to see this

as a ‘new trend’ or ‘epidemic’. That might then feed additional features and increase

attention away from other areas requiring advice.

Letters sent to agony aunts are always presented within advice columns/pages as

short, clipped and to the point; and it might seem as though this is due to the editing

process (Tiefer, 2004). However, most letters received fit this format without editing

(Boynton, 2004a, b; Tiefer, 2004); readers write giving a basic outline of their

problem, any symptoms and a request for help or an answer. Many of the letters

contain heartfelt pleas for help or support (Boynton, 2004a) but are frequently

unclear or difficult to read or follow (Tiefer, 2004). This is a pattern also repeated in

online or radio discussions. In chat rooms and message boards, readers may write

longer questions (Cooper et al., 2002).

Advisors have to be sympathetic to readers who are limited by their lack of

understanding of their problem, and try and work out what advice is required

(Tiefer, 2004). For example, men frequently confuse premature ejaculation with

erectile dysfunction and write for advice to deal with their ‘impotence’ when this is

not their problem (Boynton, 2004c). Those with poor literacy skills or who are

writing in a second language may also be difficult to understand (Boynton &

Callaghan, 2004). On Internet advice sites and television or radio phone-ins it is

possible for the advisor to try and get more information from them. However, in the

case of magazines and newspapers such letters are usually discarded.

It may also be that advisors offer advice that is culturally or otherwise

inappropriate. For example, telling an overworked low-income mother from a

developing country to ‘relax in a nice scented bath with a glass of wine, followed by

an evening to yourself reading a book or watching a DVD’ (a common suggestion to

western audiences) may be both impossible and patronising (Baker & Boynton,

2005).

Furthermore, the advisor may be good at offering information but can be limited

by the house style of the magazine or newspaper they work for, the cultural or

religious values of their audience and the laws applying to publications or

broadcasting (Boynton & Callaghan, 2004; Cooper et al., 2002); for example,

advocating underage sex in teenage magazines and using explicit sexual terms on

television or radio is frowned upon. But most importantly, advice will be limited if

the media educator is limited professionally.

Why create a guide for agony aunts and other media sex educators?

While certain aspects of self-help advice are well documented within research

(Ehrenreich & English, 1979; Boynton, 2003; Crawford, 2004), particularly around

critiques of the content of advice (Jackson, 2005; Naish, 2005; Salerno, 2005), little

is known about whether such advice is deemed helpful or acted upon by readers.

Self-help books and media sex articles are set up as definitive (Crawford, 2004;

Naish, 2005), but are largely untested (Boynton, 2004a, b). More worryingly, it is

also assumed, but not tested, that self-help books, advice pages or quotes from
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 media sex educators are a presumed conduit between the reader and other support/

health services (e.g. a marriage guidance counsellor, therapist or doctor) (Boynton,

2004b). And since the Internet has offered unlimited space to talk about sex, and sex

being one of the most popular searches on the Web (Cooper et al., 2002), there is an
increase in ‘advice sites’ focusing on sex and relationships (Boynton & Callaghan,

2004; Elliott & Lemert, 2005) that, by their volume, are incorrectly understood by

some journalists (and presumably members of the public) as an indication of

increased sex literacy.

As mentioned previously, although many well-known agony aunts or media sex

educators are well qualified (or at least well known), there is little formal regulation

of their services (apart from those working in the area of teenage magazines); readers

may be unaware of whether they are reading advice from someone who is a cutting-

edge expert or a badly informed chancer (Boynton, 2004a, b; Naish, 2005; Salerno,

2005). Even those who have written books or offer advice may still be promoting

ideas that are outdated, uncritical, prejudiced or even downright wrong (Crawford,

2004; Jackson, 2005). Worryingly, they may not even be aware of this.

Anecdotal evidence suggests many working in the media assume that the area of

sex and relationships is ‘not new’, and is an easy area to understand. After all, they

argue, we all have sex! Within the media, stereotypes and misunderstandings about

sex abound (Boynton, 2004a, b). In such cases, journalists researching sex stories or

offering relationship advice may not know whether the information they are reliant

upon is inaccurate or outdated, and may not know how to validate such information

or find more accurate sources (Boynton, 2004b).

Furthermore, editors frequently put time and content pressures onto their staff,

meaning the first person they can reach to give a quote for a story (and who will

agree with what is being asked) is more likely to be quoted than the ‘best’ person

(Boynton, 2004a, b).

Where guidance already exists

Those offering sex and relationship advice are bound by the rules governing the

media where they are working. The laws of the country or state cover television and

radio, while magazine content may be governed by specific organisations such as the

UK’s Teenage Magazine Arbitration Panel. However, these laws regulate the level of

explicitness allowed, rather than monitoring the quality of advice given. Although

relationship advice books have been criticised they also remain largely unlegislated,

and frequently those at the top of the bestseller list are the most problematic

(Boynton, 2003; Crawford, 2004). Advice in print or broadcast media will also be

limited by the publishers/producers who are concerned with sales and avoiding

content that could invite negative attention and thus reduce profit.

Professional bodies such as medical or psychological associations may cover

individuals offering advice in the media. Yet many people provide sex advice to

journalists, describing themselves as ‘life coach’ ‘therapist’, ‘psychologist’ or

‘expert’—without being qualified members of a professional organisation. One
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 could also argue that being a member of a professional organisation does not

automatically give someone the ability to adopt an advice-giver role.

On occasion, journalists may also inflate or alter a professional’s job title to suit a

story, which can cause even greater confusion. Even in the cases where advisors are

members of a professional body, unless they specifically offer advice that is harmful it

is unlikely they will be reprimanded. And this assumes that professional bodies have

the resources and skills to evaluate the sex or relationship advice given by their

members. Since sex is seen as a ‘novelty’ topic by many (Boynton, 2004a), it may be

that those offering sex and relationship education may be subject to less scrutiny

than those offering medical advice.

Within the Internet there is a specific code governing the content of websites,

which can extend to those offering relationship advice online. The ‘Health on the

Net’ (HON) Foundation has an ‘HONcode’ for medical and health websites (http://

www.hon.ch/HONcode/Conduct.html), which specifies that those offering advice

should be properly qualified and give advice that complements existing medical and

psychological healthcare services. Furthermore, sites should be confidential,

reference information cited, justify claims made, offer transparency of authorship

and sponsorship, and have an honest advertising and editorial policy (Boynton &

Callaghan, 2004). Many of these factors can also be applied to print or broadcast

media. Outside quality standards on the Net, poor advice and dangerous websites

can be identified with other checklists (Barrett, 1996).

The problem for those wishing to train in this area or who want to offer sex and

relationship advice in other settings (e.g. a general practitioner who wants to talk about

sex more comfortably to patients, or a teacher wishing to offer better sex education) is

that there are few guidelines on how to offer sex advice in the media. The remainder of

this paper therefore offers 10 questions one should ask of those offering sex and

relationship advice to ensure the information being provided is beneficial.

Checklist for skills and abilities of a sex/relationship advisor

As well as consulting with any existing guidance, the following 10 questions are for

people to ask when selecting someone to offer them media sex or relationship advice,

education or therapy; and for those offering such services to evaluate their skills and

performance. They are based on existing research on relationship advice, as well as

ethical and legal guidance governing research and practice within health care. They

do not represent a definitive guide, but in the absence of clear standards for offering

media sex advice are a checklist for those seeking or offering relationship

information, and serve as a starting point for discussion on how media sex education

could be managed (see also National Sexual Health Training Group, 2005).

1. Who is the expert?

Those offering sex or relationship advice or therapy should be transparent about

their skills, and their professional links (e.g. whether they work for a newspaper,

Advice for sex advisors 317



D
ow

nl
oa

de
d 

B
y:

 [B
oy

nt
on

, P
et

ra
 M

.] 
A

t: 
19

:0
8 

14
 F

eb
ru

ar
y 

20
08

 college or other organisation). For example, ‘Janet is a midwife with ten years

experience. She lectures in the department of nursing at ________ University, and

can answer all your questions about sex, your relationship during pregnancy and

after birth’.

2. What is their motivation?

Are they offering information, or are they using their ‘advisor’ or ‘counsellor’ role in

order to persuade you to buy products? In the case of midwife Janet, is she offering

contemporary advice or is she simply being paid to promote a brand of nappies or

baby milk? A qualified or experienced advisor/therapist should be able to

demonstrate contemporary knowledge and practice within their field, not just

appear motivated to sell their books or other products, or to become famous (Jarvis,

1998; Boynton 2004a, b; Salerno, 2005).

3. What are their professional skills?

Experts/advisors should have proven experience in one or more of the following:

medicine (they are a doctor or nurse); psychology, psychiatry or counselling

(specialising in psychosexual issues); social services or outreach (specialising in

sexual health); sex and relationship education; sex and relationship research; or

experiential (e.g. a current or ex sex worker, or sexual health service user). Those

who have business skills and seek to set up sex or relationship websites or sell sex

products do not qualify as experts in sex or relationship health without additional

training (e.g. learning about sexual health, taking additional courses, attending

conferences), and should therefore invite someone qualified to advise them (see

HONcode; Boynton & Callaghan, 2004) or simply sell products alone. Alternatively,

they can be an expert in how to stock and sell sex products, and report what their

customers like, but not advise on sexual dysfunctions or other sex-related issues

without additional training.

It is easy for a person to look impressive by stating the products and services they

offer (e.g. all the different courses they teach that you could attend, or books they

have written you could buy). However, these should never be taken as a replacement

for a person’s declaration of their skills and qualifications (Park, 2003).

4. Do they adhere to their professional standards?

Many professional bodies have standards that they expect their members to

maintain. A reputable sex or relationship advisor who has a background in

education, psychologist, healthcare or social work should be able to indicate how

they adhere to these standards (but can critique them as appropriate), particularly if

they work in the media. Mental or physical healthcare professionals offering sex or

relationship advice in the media should not:

318 P. M. Boynton



D
ow

nl
oa

de
d 

B
y:

 [B
oy

nt
on

, P
et

ra
 M

.] 
A

t: 
19

:0
8 

14
 F

eb
ru

ar
y 

20
08

 N Talk about the results or outcomes of any research they have conducted until it
has been published, or is presented at a conference.

N Discuss the results of other people’s work before they have presented or published
it.

N Make absolute diagnoses on psycho/sexual health without referring a person to a
general practitioner or other healthcare service.

N Provide journalists or others with contact details of clients or participants in their
research.

N Make claims that go beyond their data.

N Talk outside their area of research, practice and expertise.

Sex and relationship experts have been observed commenting on the sex lives of
everyone from Madonna to Monica Lewinsky. This is unacceptable. If the advisor
happens to know a celebrity in a professional capacity, then they are breaking their
ethical and professional codes by talking about them; and if they do not know the
celebrity, they are simply speculating and have no authority. It is fine to talk about
jealousy but not offer analysis to the press of a celebrity or public official labelled as
‘jealous’. Those who discuss the sex lives of the rich and famous, under the guise of a
sex expert or educator, are cause for concern.

5. Do they have additional training?

Those offering relationship therapy or sex education should be able to demonstrate
they have regular training and attend refresher courses and/or offer advanced
educational services in sex or relationship health to others. Those setting themselves
up publicly as experts or trainers, whatever their background, should ensure they
undergo continuing professional development, and make this information public
where possible (e.g. on their website or on other professional resume). For example,
one might read ‘Michael is a sex therapist specialising in lesbian and gay health. He
trains outreach workers in offering safer sex information at ______ drop-in centre,
and is the external examiner on _________ university’s Masters in Sexual Health
course’. It may be the public do not need overloading with these details, particularly
if they refer to specialist courses unfamiliar to them. But a summary of skills and a
willingness to share a person’s continuing professional development is essential.

6. Do they have professional or political partnerships?

Are they a member of a professional organisation or group related to sex or
relationship health, education or therapy? They should be able to demonstrate a
proven ability to share and network between colleagues and organisations (e.g.
healthcare providers, services, advisors and educators); and regularly attend and
preferably present at conferences, and share information through professional
networks or lists (see Box 1).

It is desirable for media sex educators to operate in a multi-disciplinary
environment with an awareness of the different views and practices of groups linked
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to sex and relationship health, education and therapy. For example, ‘Justine is a sex
researcher studying marriage. She also has an advice page in Beautiful Bride
magazine. Justine has links with marriage guidance therapists, religious leaders, and
several groups advocating the blessing of gay and lesbian marriage, and a support
group advising people how to have an open marriage’.

Remember, anyone can claim to have written a book or a paper or to belong to an
organisation (Park, 2003; Salerno, 2005). A genuine expert should be able to
demonstrate current and active membership of sex or relationship networks. A way
of identifying people can be through asking them to produce this information or
looking at the members’ lists of organisations, or links sections of websites. Those
who are active in the area are frequently cited within links sections on many different
professional or academic sites, although do check this carefully. Frequently those in
the business of selling sex products link to other colleagues who may sell stock, but
do not have any skills as sex educators.

7. Can they demonstrate evidence-based awareness?

Individuals offering sex and relationship therapy or education need to be able to
show knowledge of contemporary research and new developments within their area

Box 1. Professional organisations and sources for sex and relationship training

N Warwick University run a Postgraduate Award for Sexual Health http://
www2.warwick.ac.uk/fac/med/primary_care/courses_intro/courses/sexhealth

N Royal College of Nursing run a distance learning course on ‘Sexual Health
Skills’ http://www.rcn.org.uk/resources/sexualhealth

N British Association of Sex and Relationship Counselling (BASRT) offer short
courses in understanding psychosexual issues http://www.basrt.org.uk

N The Family Planning Association run courses on everything from under-
standing sex, to communicating with patients call 0207 923 5235/5232 or visit
http://www.fpa.org.uk.

N Doctors.net run an online course for doctors to learn effective communication
skills and understand sexual diversity. For more information contact the author
of this paper.

N The British Association for Sexual Health and HIV also run courses on sexual
functioning http://www.bashh.org

N Medical Association for AIDS and sexual health http://www.medfash.org.uk
N The Kinsey Institute http://www.indiana.edu/,kinsey
N World Association of Sexology http://www.worldsexology.org/english/

index.html
N International Academy of Sex Research http://www.iasr.org
N Society for the Scientific Study of Sexuality http://www.sexscience.org
N SIECUS (Sexuality Information and Education for the United States) http://

www.siecus.org
N SIECCAN (Sex Information and Education Council of Canada) http://

www.sieccan.org
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 of specialty. Therefore, one would expect that those teaching sex education in

schools would be aware of, for example, any legal changes around the age of consent

or talking about sex to under-aged teenagers (Boynton & Callaghan, 2004). A

contemporary knowledge of literature in their area (including books, research

papers, popular culture and other ‘grey’ literature) is also desirable. For example,

‘Andre, is a sex therapist specialising in men’s sexual dysfunction. He is aware of

current debates on medicalising sexual functioning, how masculinity is represented

in the media and, particularly, how the men’s media report sex (Singleton, 2003;

Boynton, 2004c). He has reviewed most of the sex advice books aimed at men, for

the public and those aimed at practitioners, and is aware of the different research on

sexual functioning aimed at men of different ages, sexualities and ethnic groups’.

8. Are they aware of policy?

Media sex advisors/educators should have knowledge of national and local sex and

relationship health and education strategies; and if their work is global, they need to

show an awareness of different sex/relationship policies across the countries where

they are working. They should also demonstrate an overt or covert linking of their

work into said strategies—for example, they should know about and be able to show

how they are working within areas such as reducing teenage pregnancies or the

spread of HIV or other sexually transmitted infections. In addition, some educators

or advisors may be in a position to question or challenge certain policies via the

media. In such cases they should make said challenges obvious and declare their

position (e.g. being a member of a pro-life group that opposes a new law on

abortion, or a campaigner against pharmaceutical involvement in sex research).

9. Are they aware of difference?

Those offering sex and relationship education, research or counselling should be

able to differentiate between the needs and experiences of diverse cultural, racial and

religious groups, and show an awareness of issues surrounding age, gender,

(dis)ability and sexuality (Moser, 1999). In addition, they should be able to apply

contemporary knowledge and approaches to said groups, rather than relying on out-

dated theories that may be misleading or prejudicial. They should also be able and

willing to offer sex or relationship advice or education to all in an appropriate and

non-patronising manner (Moser, 1999; Boynton, 2004d).

This requires an expert to do more than just recite information. They need to

critically evaluate sex information, and then apply it to their readers. For example,

‘Grianne is the resident ‘‘sexpert’’ on a morning television chat show. There’s been a

story in the press suggesting women with low sex drive need to take testosterone.

Grianne’s producer is keen to run with the story and tell female viewers to take

testosterone. Grianne tracks down the research paper and newspaper coverage and

notices the research has been funded by a drug company and the lead author has

close links to the company. She does not find any other evidence supporting the
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 research but plenty questioning it. Grianne persuades her producer to let her explain

this in her show and she explains to viewers that much of the media coverage on this

story was questionable before outlining what to do if you think you have a sexual

problem’

10. Do they engage in reflective practice?

Where sex or relationship advice or education is offered in the media, those

providing it should demonstrate a willingness to change their advice or information

in accordance to changes in research, policy or practice, and invite peer or service

user reviews of their practice on a regular basis. For example, ‘Mandeep, a doctor

with a monthly radio show on sexual health became aware that offering advice of

simply routinely checking breasts or testicles for lumps is outdated (Hopcroft et al.,
2004). She began advocating that if listeners found a lump it was essential to get to a

doctor straight away, and encouraged discussion on ways to maintain good sexual

health, and how to ask for medical advice without fear or embarrassment’.

Being reflective should combine with being able to critically evaluate and apply

evidence. For example, in the United Kingdom the government wants agony aunts

to convey sexual health policies. However, what is equally appropriate is for agony

aunts to know sexual health policy and research evidence and to compare, contrast

and critique the government ideas with other research, not just to tow a particular

media or political line.

However, this is difficult to achieve since there is pressure from journalists to

support their standpoint, and more media coverage can be obtained if you say what a

journalist wants you to say rather than present them with a more accurate picture of

sex or relationships issues. We require more training for both media sex educators

and journalists to understand what evidence is and how to evaluate it.

Those offering advice to the public should also undergo regular supervision and

discussion of their work with their peers or managers. For those engaged in therapy

this may be standard practice, but supervision should extend to the advice they are

offering publicly, not just be part of their regular occupational routine. For those

who do not have managers available they can ask for feedback and support on their

problem pages, websites or television/radio shows from other respected and qualified

professionals.

Finally, are they willing to tell you the answers to all these questions?

Not everyone practising in the area of sex/relationship advice, education or therapy

in the media will be skilled in each of these areas, and some may apply more than

others to certain professionals. However, those who wish to educate or counsel

others about sex or relationships do need to be able to fulfil most of the criteria and

should be willing and able to make their skills and abilities public, and to indicate

how they fulfil the previous 10 criteria.
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 A good analogy is a relay race. For each stage of the relay you need runners with a
particular skill. Within sex education in the media, you will need those who can offer
flirting advice, those who can talk about sexual problems, people who can talk about
teenagers’ needs and those specialising in adult sex therapy. All are valid, but each
person needs to know their limitations and when to pass the baton.

What about ‘agony aunts’ from hell?

While these 10 questions are open to debate, and some may find them restrictive,
there are also ways of identifying bad practice and educators/advisors to avoid.
Those wanting to offer sex or relationship advice need to focus on increasing the
skills outlined above, while the public need to be educated to steer clear of ‘experts’
or ‘therapists’ who fit the following criteria (Jarvis, 1998; Park, 2003; Boynton
2004a):

N They have low or no apparent skills, qualifications or professional affiliations.
N Their advice-giving is a front to sell products, and little or no advice, education or

support is offered.
N They do not link to or share current knowledge.
N They make medical or health claims for ‘cures’ or ‘treatments’ with no recognised

training or qualifications.
N They continually promote outdated or prejudiced views, or offer theories that

have no basis in current thinking or evidence.
N They ‘sell’ themselves (e.g. ‘world leading expert’ or ‘as seen on Oprah’) without

confirming their status in any other way.
N No other experts seem prepared to validate them.
N When promoting their research/evidence they do so only via their own books or

directly to the media—not through a peer-reviewed journal or a professional
organisation.

N The evidence for their books/websites/theories comes from other popular self-help
books or websites, not from any additional sources.

Conclusions

We should encourage those who seek information through the media to seek out the
best-qualified advisors. If we plan to be a media sex and relationships educator we
should get training and support, and where bad practice by an advisor is
demonstrated we should be willing to challenge it (with the publication or
publishing house for print media, the broadcasting authority for radio and television,
or, in the case of the Internet, with the service provider) (Boynton, 2004a, b;
Boynton & Callaghan, 2004). Due to an increase in print publications and the
Internet, as well as the cult of the expert within the media, there are now more
educators available than ever before (Boynton, 2004a). There is always room for
more, so long as they are appropriately qualified. But where they are not, we should
make the public aware of other sources that can serve them better.
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 This means actively engaging with journalists, being willing to offer quotes and
advice, and to question where poor or inaccurate sex stories/messages are being
promoted via the media. It means learning about how journalists’ work and being
willing to listen to the pressures placed upon them when writing sex stories. Finally,
those wishing to be media sex experts need to work at educating journalists about
basic sex issues about which often they are as ill informed as their audience.
Currently there is little incentive for academics, educators or practitioners to do this,
and journalists remain unaware of the wider issues in sex. We need a dialogue
between our professions to ensure that sex information in the media improves.
This is clearly a complex area and requires further exploration. This paper does

not aim to set definitive guidelines or invite legislation for media sex advisors, but
instead offers the opportunity for reflection and critical evaluation of current sex/
relationship advice—and who is giving that advice.

Acknowledgements

The author would like to thank the many journalists, readers, listeners and
researchers who have passed on their concerns and comments about the quality of
sex advice currently provided in the media.

Note

1. I am, depending on which publication I am working with, simultaneously an ‘agony aunt’ for
the teenage magazine www.mykindaplace and African Women’s Magazine Beauty Zambia,
and sex editor at www.mansized.co.uk. I host a regular live sex and relationship phone in for
BBC Radio 5 Live, train journalists to work more effectively with ‘experts’ and offer evidence-
based sex and relationship information to the media.
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Abstract 
 
In this article we report on the findings of a two-part project investigating contemporary issues in 

sexuality researchers’ interaction with journalists. The goal of the project was to explore best 

practices and suggest curricular and training initiatives for sexuality researchers and journalists 

that would enhance the accurate dissemination of sexuality research findings in the media. We 

present the findings of a survey of a convenience sample of 94 sexuality researchers about their 

experiences and concerns regarding media coverage and a summary of the main themes that 

emerged from an invitational conference of sexuality researchers and journalists. In addition, we 

present some preliminary recommendations for training and best practices. Topics assessed 

include: reporting accuracy; sex researchers’ comfort with various topics, media, and journalists; 

researchers’ perceptions of the purpose and content of articles; concern about the impact of 

media coverage; and training for sexuality researchers. 
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Turning Sexual Science into News: Sex Research and the Media 

In the past decade a growing number of quantitative and qualitative studies, editorial 

commentaries, and opinion pieces have examined the challenges of science reporting, including 

issues that influence relationships and interactions between journalists and scientists (Brennen, 

2000; Brodie, Hamel, Altman, Blendon & Benson, 2003; Conrad & Markens, 2001; Kennamer, 

2005; Peterson, 1999; Picard, 2005; Reed, 2001; Reir, 1999; Wilcox, 2003). A recurring theme 

involves fundamental cultural differences that appear to exist between the processes and goals of 

science and science reporting, and that, at least according to some, result in tensions between 

journalists and scientists (Kennamer, 2005; Reed, 2001). In general, these studies show that 

scientists are concerned about the accuracy of reporting, sensationalized coverage, 

overgeneralizations, lack of attention to limitations of research findings, and the release of 

findings that have not undergone the peer-review process (Entwistle, 1995; Kassirer & Angell, 

1994; McGuire & Kelly, 2003; Schwartz, Woloshin & Baczek, 2002). A qualitative study that 

used in-depth interviews with scientists, science journalists, and news journalists found that 

accurate, accessible, and informative reporting was a major concern to all participants. However, 

the interpretation of the characteristics of each of these aspects varied by group (Reed, 2001). As 

one scientist stated: 

“The problem with truthfulness…is…whose truthfulness? ... I can see coming from 

truthfulness is clarity… [Y]ou might clarify it for the public, but the truth is slightly distorted… 

[I]t becomes so simple that it is misleading (Reed, 2001, p. 284).” 

Studies exploring the challenges that journalists face in reporting on science have yielded 

additional information. For example, a study that included focus groups, a survey of medical 

journalists in over thirty countries, and semi-structured telephone interviews, found that 90% of 
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the journalists were interested in having access to experts in diverse areas of health and in 

developing skills in preparing more informative reports that still are entertaining and ‘saleable’ 

(Larsson, Oxman, Carling & Herrin, 2003). Further, 80% of the journalists in the sample were 

interested in learning techniques for presenting research results in simple terms, in having access 

to help in the translation of scientific and medical terminology, and in access to methodological 

experts. 

Because the study of human sexuality has substantial personal, public, and political 

relevance, sex research has attracted media attention since the mid-twentieth century, a pivotal 

period for the representation of sexuality in the media due to the convergence of multiple 

cultural, economic, technological and social changes (Flamiano, 1999). Until the 1940’s, most 

scientific writing on sexuality was limited to medical texts (Bashford & Strange, 2004). Social 

mores limiting public discussions of sex in the USA changed significantly in the mid-twentieth 

century, in part due to the overturning of the Comstock Act, the publication of the Kinsey 

volumes (Kinsey, Pomeroy & Martin, 1948; Kinsey, Pomeroy, Martin & Gebhard, 1953), the 

work of Masters and Johnson (Masters & Johnson, 1966, 1970), the “Sexual Revolution,” and, 

more recently, the impact of HIV/AIDS, and the advent of drugs like Viagra, Cialis and Levitra. 

During this period, the public’s access to information related to sex and sexuality has expanded, 

fueled in large part by the expansion of publishing and advances in communication technologies, 

making it easier than ever before to access scientific and health-related information. As a result, 

scientific studies of sexuality, sexual behavior, and sexual health have increasingly become the 

topics of news reporting and, thus, an important source of information for the public. In a series 

of 39 surveys, conducted between 1996 and 2002, and involving over 42,000 men and women 

(Brodie et al, 2003), researchers found that almost 50% of the respondents indicated that they 
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closely follow major health stories in the news media. Health news stories were, for the purposes 

of the study, defined as those stories related to national health policy, public health issues, or 

specific diseases and treatments.  

Most of the scholarly work published during the past decade on the reporting of sexuality 

has raised the issue of the social implications of media coverage. Several scholars have 

expressed concerns about the news media’s portrayal of research on sexuality and human sexual 

behavior and the controversies that followed from them (Conrad & Markens, 2001; Fishman, 

2004; Peterson, 1999; Wilcox, 2003). For example, the news media’s representations of the “gay 

gene” as the cause of homosexuality elicited mixed responses from both sex researchers and 

LGBT activists (Conrad & Markens, 2001). While some gay individuals and activist groups 

feared further social stigmatization and negative policy-related implications, others viewed the 

information as positive, providing evidence that being gay is not a lifestyle choice—a stance they 

thought would attenuate social discrimination. Thus, these findings became fodder not only for 

scientific criticism, but also for political debate.  

Accurate and well-articulated media coverage of sex research has the potential to 

improve sexual health and enhance individual lives. However, because sexuality-related topics 

carry with them a multitude of social and cultural sensitivities, the way in which sex research is 

presented in the media has the potential to incite moral and political debates that can have 

negative repercussions for individual careers, perceptions of the field of sexuality research, 

funding for sexuality-related research, sex education, and public policy.  Therefore, one might 

expect sex researchers to feel uneasy about interacting with journalists. However, little research 

has explored factors and issues specific to the interactions and relationships between sex 

researchers and the media.  
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To examine contemporary issues related to the accurate dissemination of sex research 

findings through the news media and to contribute to professional discussion regarding ways to 

improve the interactions between journalists and sex researcher, The Kinsey Institute for 

Research in Sex, Gender, and Reproduction and the School of Journalism at Indiana University, 

Bloomington, jointly undertook a project titled Turning Sexual Science into News. First, the 

literature was reviewed to identify issues in news coverage of sex research. Based on the 

literature review and a locally conducted focus-group, an exploratory survey of sex researchers 

and journalists was conducted. The findings of this survey then served as a starting point for 

discussion at an invitational conference (a working group) of sex researchers and journalists who 

cover sexuality-related topics. The goal was to contribute to identifying best practices and to 

suggest curriculum and training initiatives. This article presents the main findings from the 

survey of sex researchers and the conference and suggestions for best practices and curricular 

development.  

Part 1: Survey of Sex Researchers 

Several of the issues sex researchers face in interaction with the news media are not 

unique. Most scientists are concerned, for example, about accuracy of reporting and lack of 

attention to limitations of research findings. However, because sexuality-related topics carry with 

them social and cultural stigmas scientists in other fields rarely encounter, the media’s 

presentation of sex research may incite moral and political debates and affect research funding 

and public policy in ways particular to sex research.  Little research, however, has studied how 

and to what degree sex researchers are confronted with and affected by such issues. To gain a 

better understanding of the interaction between sex researchers and the media, a preliminary 

questionnaire study was conducted to explore such issues as comfort with interview topics and 
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types of media, accuracy of published interviews and reports, and concerns about the effects of 

news coverage of one’s research. 

Method 

Participants 

In an effort to obtain a sample of sex researchers who represented a variety of disciplines 

and work settings, with varying levels of experience, a number of professional organizations and 

listservs were identified. Researchers then contacted each organization to obtain permission to 

recruit via their listserv. Permission was granted by the following listservs: SexNet, The New 

View of Women’s Sexuality, SexLab, and the Society of the Scientific Study of Sexuality, and 

recruitment email announcements were sent to members. In addition, a link to the online 

questionnaire along with a description of the study was posted on the homepage of the National 

Sexuality Resource Center (NSRC) and snowball sampling methods were used in an attempt to 

broaden recruitment. Inclusion criteria were: 1) 18 years of age or older, 2) English speaking, 

and 3) currently residing in the United States or Canada. After providing informed consent, 

volunteer participants completed the questionnaire, which required approximately 20-30 minutes 

time. Responses were anonymous unless participants volunteered their name. No incentives for 

participation were provided. Study protocol was approved by the university IRB Committee for 

the Protection of Human Subjects. Data were collected between April and July of 2006. 

Measures 

The development of the questionnaire for sex researchers was informed by reviews of 

academic articles on news reporting of science and medical/health related topics.1 In addition, a 

focus group format was used to validate the content of the topics and to generate discussion of 

additional topics not identified through the literature searches. Participants in the two-hour focus 
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group session included faculty from a variety of disciplines. Eligible participants needed to be 

currently engaged in sexuality related research at Indiana University, Bloomington. Participants 

ranged in age, rank (both junior and senior level, tenure-track and tenured), level of experience 

interacting with the media, and research interests. At the beginning of the session participants 

were invited to brainstorm ideas. Through this approach and related discussions, several topic 

areas for survey investigation were identified. They included: level of experience interacting 

with media, attitudes towards journalistic practices, comfort with specific interview topics and 

types of media, accuracy of published interviews/reports, concern over effects of published 

interviews/reports, and media training. A self-administered 52-item web-based questionnaire that 

included closed and open-end items was developed to address these issues. While the majority of 

items were closed, seven items were open-ended, and three close-ended items included an option 

for providing additional, written information.  

Data Analysis 

Descriptive statistics were used to analyze categorical and quantitative responses. For 

open-ended items, each of the responses was categorized into broad common themes, such as 

accuracy, context, and practice. Results from quantitative and qualitative data were then 

compared for consistency. 

Results 

Sample Characteristics 

A non-random volunteer sample of ninety-four participants involved in sexuality research 

completed the questionnaire. The sample was comprised of 51 women (56.0%), 39 men (42.9%), 

and one participant indicated gender as “other” (1.1%). Eighty-four participants self-identified as 

white (89.4%), 1 self-identified as Asian (1.1%), 3 as African-American or Black (3.2%), 4 as 
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Hispanic or Latino (4.2%), and 2 as multiracial (2.1%). The majority of participants (60.2%) 

reported holding a doctoral degree (Ed.D., M.D., Ph.D. or Psy.D), and over half of the sample 

indicated that they held a faculty position (55.0%).  

Comfort with Topics and Media Formats 
 

Participants were asked to rate their level of comfort with 1) specific types of questions 

or topic areas, 2) various types of media, and 3) specific journalists or media outlets. The 

qualitative findings provide additional insight into some of the issues that affect comfort. 

Topics.  Although sex researchers from this sample were, for the most part, comfortable 

answering questions regarding general topics related to sexuality, providing general social or 

cultural interpretations of sexual phenomena and discussing political issues related to sexuality, 

they reported being much less comfortable answering questions that invite them to make moral 

judgments about sexuality or questions about personal issues and values (See Table 1).  

          -------------------------------------------------- 

Insert Table 1 about here 

-------------------------------------------------- 

While the quantitative data suggest that researchers from this sample are less comfortable with 

topics that relate to their personal values, the open-ended items revealed additional topics that 

cause discomfort. For some researchers, questions that addressed research still in progress or not 

yet published were viewed as problematic, particularly those that threatened basic principles or 

practices of research and peer-review. 

[Q]2: Are there certain aspects of your research that you will not discuss with the media? 
[P]: Anything that could jeopardize the confidentiality of participants. 
[P]: Experimental manipulations/preliminary findings in ongoing research. 
[P]: For projects that are still in data collection, I would be careful about releasing information 
into the subject pool that might affect potential subjects’ responses to our paradigm. 
[P]: Findings not yet published. 
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Types of media. Participants were asked to rate their comfort level on a 5-point scale, 

with 1 = least comfortable and 5 = most comfortable, for seven types of media (see Table 2).  

-------------------------------------------------- 

Insert Table 2 about here 

-------------------------------------------------- 

The results indicated that participants were most comfortable interacting with newspaper 

reporters (49.1%) and were least comfortable with bloggerrs (18.9%). The type of media was 

also found to influence participants’ willingness to interact with journalists. For example, some 

participants noted their lack of comfort with hearing their own voice or seeing their image on 

television or video. 

[Q]: If you tend to avoid being in the media, please describe the reason: 
[P]: …fear of appearing foolish and my extreme distaste when I see myself on screen. So I have 
always preferred, and still prefer, talking to print media. 
[P]: Basically, I am shy. 
 
[Q]: What makes an interaction with the media negative for you? 
[P]: I’ve had some bad interactions on the radio when the host just wanted to makes jokes and 
the jokes were ignorant. 
 

Specific journalists and media outlets. Further, participants were asked whether there 

were specific journalists or media outlets with whom they would not interact. To this question, 

51.7% of the sample responded “yes”. While a small number of participants indicated that they 

would not interact with the media under any condition, the vast majority of respondents indicated 

that their decision was based on the specific circumstance. Many participants noted in their 

responses to open-ended items that they base their decision on previous experience, positive or 

negative, with a specific media outlet or journalist, including first-hand experience, observation, 

or second-hand accounts relayed through friends or colleagues.  
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[Q]: Are there specific media outlets or journalists that you will not talk to? If yes, please 
describe: 
[P]: I know the names of a few terrible journalists who have savaged my friends. 
[P]: Certain media outlets have a clear political stance and I have had poor experiences with their 
journalists. 
 
[Q]: Are there certain journalistic practices that seem adversarial to you? 
[P]: Those [journalists] that use sex research to drive conservative agendas, such as those who 
report on sex education to further promote more restrictive policies. 
 
Conversely, there were those respondents who reported cultivating positive relations with 

particular journalists or media outlets. For example: 

[Q]: Please describe the benefits of interacting with the media. 
[P]: I want my side of the story heard. The bonus is that I’ve developed good relationships with a 
number of reporters who report accurately. 
 
Content  

Participants were asked three questions regarding content of published news reports in 

terms of the purpose of the story and the reporting of specific aspects of studies. 

The first question related to perceptions of the stories’ purpose (e.g., educate, 

inform,sensationalize). The majority of respondents (73.6%) reported that, of the times that they 

were interviewed, they felt the purpose of the story “most of the time” or “always” was to 

provide education. However, 48.2% also felt that the purpose “most of the time” or “always” was 

to entertain. In addition, 30.2% believed that purpose was to sensationalize “most of the time” or 

“always” (See Table 3).  

 

-------------------------------------------------- 

Insert Table 3 about here 

-------------------------------------------------- 
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Though the quantitative findings suggest that the majority of sex researchers perceive journalists’ 

primary purpose in reporting on sex research is most often to provide education, the qualitative 

findings reflected a concern by a number of respondents that the purpose of such coverage was to 

sensationalize, titillate, or create controversy.  

[Q]: What changes would you like to see in the way sex research is presented in the media? 
[P]: I would like to see it [sex research] presented in a more unbiased, less sensational way. 
[P]: …less sensationalized and more tempered – that single studies are not definitive answers but 
that general trends across many studies are more important and that independent of opinions, 
data matter. 
[P]: There is probably no way to make it less sensationalized – it is just human nature, but I wish 
that titillation wasn’t such a frequent motive. 
 
[Q]: Please describe the negative aspects of interacting with the media: 
[P]: Usually a reporter has an agenda, and in my experience, that agenda is more about 
entertaining than informing. 
[P]: …seeing needless titillation trump academia time and time again. 
 
 The second and third questions on content of stories related to the importance of 

presenting certain aspects of research in media reports (See Table 4).  

           -------------------------------------------------- 

Insert Table 4 about here 

-------------------------------------------------- 

On scales of 1 (not at all important) to 5 (very important), the mean scores for presenting 

research methods, limitations of results, and how the study fits into the context of other research 

were all above 4.0, suggesting that researchers rated inclusion of this information as important. 

In contrast, they perceived public interest in these topics as low—less than the midpoint on a 5- 

point scale of 1 (not at all interested) to 5 (very interested). Some participants indicated that 

media coverage often does not give sufficient attention to describing the scientific process or its 

limitations. 

[Q]: What makes an interaction with the media negative for you? 
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[P]: A reporter attempting to put a negative angle on the information that I have presented. When 
it results in a misrepresentation of sex research, it methods, findings or goals. 
 
[Q]: Are there certain journalistic practices that seem adversarial to you? 
[P]: Inaccurately representing results, especially to prove a political point. 
 
[Q]: What changes would you like to see in the way sex research is presented in the media? 
[P]: Less trivialization of findings or boiling them down to one talking point, which is almost 
always incomplete or inaccurate. 
[P]: …more reporting on how the research actually was done. Contextualization and analysis 
rather than sensationalism. 
 
Accuracy 

Six items assessed sex researchers’ perceptions of the accuracy of news reports that were 

published about them or their research (see Table 5 and Table 6). Concerns over accuracy were 

-------------------------------------------------- 

Insert Tables 5 and 6 about here 

-------------------------------------------------- 

a common theme throughout the qualitative data. While a number of responses dealt with general 

issues of accuracy, others were more specific in nature and addressed issues such as fact 

checking, misquotes, and research being taken out of context.  

General Concerns. General concerns over accuracy were raised by a number of 

respondents in response to several of the open-ended items. For example: 

[Q]: What changes would you like to see in the way sex research is presented in the media? 
[P]: More accuracy and that reporter’s don’t always feel the need to get perspective from the 
“other side”, as if there is a pro-sex side and an anti-sex side. 
[P]: …and there are others where accurate reporting doesn’t seem a primary goal. 
 
[Q]: What makes an interaction with the media positive for you? 
[P]: If they report what I have said accurately and intelligently. 
 

Fact and Quote Checking. The issue of fact checking was noted by several participants as 

being important. While many journalists believe that “fact checking” may lead to researchers 
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trying to shape their articles in opposition to journalistic freedom and integrity, sex researchers 

reported that having an opportunity to verify facts and quotes was important to ensure that the 

reporter correctly understood the context of the research and the data. Further, some respondents 

reported that quotes can too easily be taken out of context to support a particular “spin,” 

viewpoint, or agenda that the researcher does not necessarily support. 

[Q]: What makes an interaction with the media positive for you? 
[P]: Having the opportunity to fact check. 
 
[Q]: Are there certain journalistic practices that seem adversarial to you? 
[P]: I think it is completely unreasonable not to fact check and quote check. 
 
[Q]: Please describe the negative aspects of interacting with the media: 
[P]: I feel there is no excuse for not being willing to check quotes and facts, and I find the lack of 
willingness to do so under the guise of journalistic freedom to be bogus. 
 
[Q]: Are there certain journalistic practices that seem adversarial to you? 
[P]: I can be interviewed for hours, and then only a small misquote appears that is silly and 
makes me look stupid. 
[P]: …quoting out of context to makes us say something they want us to say but that we did not 
want to say ourselves! 
 
[Q]: What makes an interaction with the media negative for you? 
[P]: Being misquoted or incorrectly reported. 
 

Context. Also, several participants raised the issue of context as an important component 

of accuracy. In general, there was a concern that sex research and its findings are often taken out 

of context, either being sensationalized, over-simplified, or presented as definitive. In terms of 

accuracy, some researchers reported that accuracy could be increased, and the chance for 

misinterpretation limited, by providing more contextual information 

[Q]: What changes would you like to see in the way sex research is presented in the media? 
[P]: Honor the context of our research, don’t quote out of context; talk about limitations of the 
findings. Don’t over do the stereotype stuff. 
[P]: Increased contextualization of results. 
[P]: Contextualization and analysis rather than sensationalism. 
 
Concerns Regarding Potential Outcomes of Media Coverage 
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Participants were asked to rate their level of concern regarding several potential outcomes 

(e.g., influencing public opinion about sex research) of the way their research is portrayed in the 

media (See Table 7). A 5-point scale, with 1 = not at all concerned and 5 = very concerned, was 

used to assess level of concern. The highest level of concern (mean = 3.70) was the potential 

           -------------------------------------------------- 

Insert Table 7 about here 

              -------------------------------------------------- 

for media portrayals to influence public opinion about sex research, followed by public opinion 

about sex-related issues (mean = 3.61). However, when asked whether they were generally 

concerned or hopeful about the impact of they or their data appearing in the media on the field of 

sex research, 61.4% of participants indicated that they were more hopeful than concerned. The 

qualitative data indicated that participants were also concerned that appearing in the media may 

potentially impact their external funding or have negative consequences for the field of sex 

research. For example: 

[Q]: If you tend to avoid being in the media, please describe the reason: 
[P]: …when I think that my comments might lead me to be on a black list for NIH funding. 
[P]: …concerns over funding. 
 
[Q]: Please describe the negative aspects of interacting with the media: 
[P]: …ending up on the “list” that some agencies maintain about people who study sex. 
[P]: Negative consequences for the field, research, campus, and self. 
 

Training. Participants were asked whether they had ever had media training and, if it 

were offered to them, whether or not they would participate. While 36.7% of participants 

indicated that they had, indeed, had media training, 75% said that they would participate in 

media training if it were offered to them and 93.3% of respondents indicated that they would 

specifically be interested in training on how to prepare for and manage controversy (see Table 8).   
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           -------------------------------------------------- 

Insert Table 8 about here 

-------------------------------------------------- 

A few of the qualitative responses directly mentioned training.  

[Q]: If you tend to avoid being in the media, please describe the reason: 
[P]: I am not confident in my skills in managing the media. 
[P]: …feeling like I don’t know enough to comment in an intelligent and lay person friendly 
manner. 
[P]: I would like more practice in how to prepare and what are the pitfalls. 
 
 

Part 2: Conference3 

 In an effort to better understand the complexities surrounding news coverage of sex 

research, a small invitational conference that brought together sex researchers and journalists 

was held. The goal of the conference was to explore in more detail the issues identified in the 

survey part of the project and to generate suggestions for best practice and training for both sex 

researchers and journalists. 

Method 

Participants 

 The conference participants were  journalists andsex researchers from across the US, 

including Eli Coleman, Ph.D., Program in Human Sexuality, University of Minnesota Medical 

School; John DeLamater, Department of Sociology, University of Wisconsin, Madison; Lisa 

Diamond, Ph.D. Department of Psychology, University of Utah; Marilyn Elias, Health and 

Behavior reporter, USA Today; Janet Hyde, Ph.D., University of Wisconsin, Madison; George 

Lundberg, M.D., Editor and Chief, Web MD – Medscape; Neil Malamuth, Ph.D., Department of 

Psychology, University of California, Los Angeles; Doreen Marchionni, Former Editor, Seattle 

Times; Vickie Mays, Ph.D., M.S.P.H, Department of Psychology and Health Services, 
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University of California, Los Angeles; Robert Michael, Ph.D., School of Public Policy, 

University of Chicago; Susan Orenstein, freelance journalist; Judith Peres, Chicago Tribune; 

Shari Rudavsky, Indianapolis Star; Steven Schnee, Producer, ABC News 20/20; Stephanie 

Sanders, Ph.D., Department of Gender Studies and The Kinsey Institute for Research in Sex, 

Gender, and Reproduction, Indiana University, Bloomington; Sunny Sea Gold, Glamour 

Magazine. Both groups ranged in age, number of years within their given field, and geographic 

region. The conference was facilitated by Kelly McBride, Ph.D., The Poynter Institute, St. 

Petersburg, Florida, as well as two members of the Indiana University, Bloomington, faculty, 

Julia Heiman, Ph.D., The Kinsey Institute for Research in Sex, Gender, and Reproduction and 

Department of Psychological and Brain Sciences, and Trevor Brown, Ph.D., Dean 

Emeritus,School of Journalism.  

Procedure 

 To spark the discussion, the conference began with a presentation of preliminary findings 

from the sex researcher and journalist surveys. Next, the conference participants broke into small 

groups to discuss specific case studies. The three case studies included major news articles 

written on the topics of bisexuality, female sexual dysfunction, and oral contraception and libido. 

After the small groups read and discussed the articles, identifying weaknesses and strengths 

within each, they reconvened into one large group to present and process their discussions. A 

major component of the conference was a discussion of ethics, values, and practices; focusing on 

identifying similarities and differences that influence interactions between the fields.  

Results 

While there was agreement among participants that news reports should be accurate and 

informative in order to benefit the public, fundamental differences in specific practices were 
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identified. Below is a brief summary of the topics that received the greatest attention and the 

suggestions that were made for improved practice. 

Framing the Story: Novelty and Controversy 

One topic that led to substantial discussion involved the framing or timing of news 

stories. Journalists indicated that their primary aim is to provide audiences with information on 

sex research that is both practical and useful. In this, news media value novelty. However, 

research is incremental and cumulative, and findings are usually preliminary and in need of 

replication. Also, journalists reported that controversy sells news, whereas for sex researchers, 

the same controversy can threaten funding, result in restrictive policies, and lead to negative 

consequences for the individual and/or the field. Yet, journalists are often encouraged to produce 

pieces that are somewhat controversial and attract attention, or face having their piece cut. 

Journalists suggested that researchers could benefit from finding ways to present their research in 

ways that attract and sustain the public’s interest and to communicate the key points to 

journalists in a way that will promote accurate, yet interesting, coverage. 

Presenting Both Sides 

 Another issue that was discussed in detail involved the journalistic practice of presenting 

multiple perspectives or sources. Journalists value objectivity and often seek opposing 

viewpoints in an attempt to present balance and avoid the impression of bias. Researchers 

discussed how this practice can be problematic for scientists because it may lead to situations 

where opposing views are not based on empirical research, and such dissenting opinions are 

often given equal weight in a news report. Thus confusion and doubt may be created by the 

requirement of having opposing views, even if there is consensus among researchers. As a result, 

researchers worry that members of the public may lose confidence in the scientific process 
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because it appears that research is continually contradicting itself. Journalists were sympathetic 

to researchers’ concerns; however, they felt that weighing multiple perspectives aids in the 

pursuit of the “truth”. According to journalists, even if some of those perspectives represent a 

small minority, incorporating them provides the public with the opportunity to weigh the 

“evidence” and decide for themselves what to believe. 

Deadlines Influence Source Selection 

Issues of timelines and the selection of sources were seen as challenging by both groups. 

Journalists reported that they are often under pressure to produce a piece in a very short time and 

must locate and interview expert sources quickly. Researchers, however, said that this practice 

often made them less likely to want to participate in an interview because of other obligations in 

their busy schedules or wanting to prepare for the interview. To this point, journalists responded 

that a story will be published regardless, and if experts are not available, journalists need to 

resort to interviewing sources that may not have the same level of expertise but who are willing 

to be interviewed.  

Informational Ownership 

Perhaps the most controversial discussion centered on issues of ownership. While some 

of the researchers felt a sense of ownership over stories that covered them or their research, 

journalists were adamant that this was not the case. Similar to researchers “owning” the data they 

collect and the findings they report in articles they author, journalists felt a sense of ownership 

over the data they collect to produce their stories and their interpretation in the articles they 

author. Just as research participants usually do not have a say in the analysis and interpretation of 

the data that they contribute to a study, researchers cannot expect to have a say in the analysis 

and interpretation of the data that they provide to journalists. Although this may seem 
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problematic for researchers, to use the analogy of the scientific process, researchers can exert 

some control by exercising their rights as a human subject. For example, journalists suggested 

that researchers go through a process of informed consent before they agree to an interview. This 

process would include asking whether there would be an opportunity to review the piece for 

accuracy prior to publication, asking whether fact checking will occur, asking who else the 

journalist has contacted, determining if the journalist is familiar with the one’s work, and asking 

whether the journalist is seeking an expert or merely looking for opinion statements from 

someone in the field. In addition, if time permits, it was suggested that researchers send a journal 

article to journalists in advance and ask them to summarize the piece. If a particular journalist is 

unwilling to do so, or unable to articulate the key points correctly, the researcher may want to 

consider declining the interview.  

Reporting on Complexity in Research 

Journalists recommended that researchers consider explaining not only what the data say 

but also what they do not say; giving particular attention to context such as what the study adds 

to preexisting knowledge and what remains unknown. Further, it was suggested that researchers 

ask journalists if they are seeking to serve the public’s interest and point out inaccuracies or 

misinterpretations that will mislead the public. By taking such steps, researchers are, in a sense, 

regaining some ownership of stories that include them and/or their work. It was also 

recommended that journalists who cover sex research have some basic knowledge in interpreting 

statistics. 

Building relationships 

Although there were a number of issues on which sex researchers and journalists 

expressed divergent viewpoints, one point of agreement involved the need to foster relationships 
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between sex researchers and journalists. Senior researchers described many positive outcomes 

from established relationships with journalists they trust and respect. Likewise, journalists 

indicated that they are better able to produce a solid piece when they have an open and 

established relationship with a researcher. Researchers and journalists were both believed to 

benefit from candid and direct, yet collaborative and respectful communications with one 

another.As one participant pointed out, “Keep in mind that you might need each other again.” 

Training 

One of the goals of the conference was to explore training issues that might inform future 

curriculum development and other initiatives. The final discussion session of the conference was 

devoted to discussing specific types of training for both researchers and journalists. Consensus 

among sex researchers and journalists was that researchers would greatly benefit from explicit 

media training. Such training would not only help researchers learn to communicate better with 

media but would also focus on learning to identify “red-flags” that may indicate a particular 

journalist lacks the ability or intention to produce an accurate, unbiased piece. Further, media 

training could help facilitate the development of realistic expectations among researchers. For 

example, one journalist stated that there is no such thing as “off the record” and that researchers 

need to be aware that anything they say during a conversation or interview may be used by the 

journalist. By learning what to expect and accept as standard journalistic practice, researchers 

will be better prepared for interactions with media. Perhaps more importantly, media training 

could teach researchers techniques and practices that would allow them to exert more control 

over their interactions with the media, allowing for an increased sense of ownership.  

With respect to the training of journalists, it was agreed that education focusing on an 

increased understanding of statistics and research methods could enhance the accuracy of 
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reports. Also, suggestions were made related to issues of personal comfort and values regarding 

sexuality. While journalists strive to produce stories that are informative and unbiased, personal 

values may inadvertently influence the content or message of a story. Thus, it was suggested that 

journalists examine their own boundaries, biases, and values related to sex, with the same 

attempt to be objective as they strive for in their journalistic work. 

Discussion 

This project sought to increase understanding of the issues and challenges in 

disseminating sex research through the media. Although the findings are preliminary, several 

issues worthy of additional investigation were raised by the survey and conference. Based on the 

combined findings of this project we developed a “Tip Sheet” for researchers to aid in working 

with the media. (See Appendix).   

Perhaps more importantly, the survey and conference mark the beginning of a dialogue 

between journalists and sex researchers. Working toward a better understanding of one another’s 

values and ethics is not only mutually beneficial but beneficial to the public as well. A common 

theme in both the survey findings and the conference discussions was the desire by both groups 

to provide information that will serve the public in a positive way. This common goal unites sex 

researchers and journalists and may serve as a primary motivating factor for better understanding 

and further studying the issues that interfere with achieving this goal. 

Although this project has limitations, including sampling issues and participation biases, it 

focuses attention on a topic that has long needed and deserved exploration and that warrants 

further curriculum development and training initiatives. The findings suggest that sex researchers 

would desire and welcome media training. Such training could be included as part of formal 

graduate or professional education programs as well as at professional meetings. Media training 
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should focus on creating more realistic expectations for interactions. Researchers could be taught 

what types of practices and interview methods to expect, how to ensure receiving “informed 

consent,” and how to improve interviewing techniques. Similarly, many journalists would 

welcome further training in science reporting and the issues unique to covering sex research, 

particularly interpretation of statistics and analysis and understanding of methodological issues. 

While the core values and practices of scientists and journalists may not and, perhaps, should not 

change, an increased understanding one another’s perspectives and practices may facilitate 

stronger relationships and benefit both groups and the public they seek to serve. 
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Footnotes 

1Literature reviews were performed using the following search engines: EBSCO, 

Academic Search Premiere, ERIC, Health Source Academic and Nursing Edition, Medline, and 

PsychInfo. 

2For all quotes, questions are indicated by the letter ‘Q’ and the responses from 

(different) participants by the letter ‘P’. 

3Turning Sex Research into News: Sexual Science for the Public’s Interest,Indiana 

University, Bloomington, June 12, 2006.  
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Table 1 

Content Characteristics of Interviews 

 

Question 

 

Never 

 

Rarely 

 

Sometimes 

Most of 

the time 

 

Always 

Of the times that you were interviewed…      

   About general topics related to sexuality, how often were you asked to   

   comment on something related to your area of expertise?  

6.7 8.3 20.0 56.7 8.3 

   How often were you asked to comment on something outside your area  

   of expertise? 

9.7 17.7 45.2 21.0 6.5 

   How often did a reporter ask you to discuss or comment on general topics  

   related to sexuality? 

8.1 9.7 25.8 51.6 4.8 

   How often did a reporter ask you to discuss or comment on general social 

   or cultural interpretations of sexual phenomena? 

12.9 11.3 19.4 50.0 6.5 

   How often did a reporter ask you to discuss or comment on moral    

   judgments about sexuality? 

41.0 23.0 23.0 11.6 1.6 
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   How often did a reporter ask you to discuss or comment on political   

   issues related to sexuality? 

22.6 25.8 25.8 22.6 3.2 

   How often did a reporter ask you to discuss or comment on personal    

   issues/values? 

37.7 31.1 24.6 

 

4.9 1.6 
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Table 2 

Mean Comfort Level for Media Interaction by Type 

 Mean (SD) 

Question 1 = Least comfortable   5 = Most comfortable 

For each type of media, please rank how comfortable you are in 

your ability to interact effectively 

 

   Newspapers 4.12 (1.08) 

   Television 3.23 (1.38) 

   Radio 3.53 (1.21) 

   Web 3.67 (1.25) 

   News Magazines 3.82 (1.29) 

   Popular Magazines 3.44 (1.37) 

   Blogs 2.89 (1.45) 
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Table 3 

Purpose of the Story 

 

Question 

 

Never 

 

Rarely 

 

Sometimes

Most of  

the time 

 

Always 

Of the times that you were interviewed, how often 

did you feel that the purpose of the story was to… 

     

   Provide Information 1.9 5.7 18.9 56.6 17.0 

   Provide Education 1.9 16.7 33.3 37.0 11.1 

   Persuade the Public 9.4 39.6 37.7 9.4 3.8 

   Entertain the Public 9.3 14.8 27.8 27.8 20.4 

   Titillate 13.0 29.6 31.5 22.2 3.7 

   Sensationalize 13.2 26.4 30.2 24.5 5.7 
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Table 4 

Importance of Research Characteristics Presented in Media Reports 

 Mean (SD) 

Question 1 = Not at all important  5 = Very important 

In news coverage of specific sex research studies, how important, 

if at all, would you say it is for journalists to report… 

 

   Research methods? 4.05 (1.05) 

   Limitations of results? 4.54 (0.66) 

   How the study fits in the context of other research? 4.38 (0.75) 

    1 = Not at all interested 5 = very interested 

In news coverage of specific sex research studies, how interested, 

if at all, would you say the public is in reporting on… 

 

   Research methods? 2.09 (0.88) 

   Limitations of results? 2.34 (1.03) 

   How the study fits in the context of other research? 2.46 (1.02) 
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Table 5 

Percentage of Sex Researchers Reporting Inaccuracies 

 

 

Question 

 

 

Never 

 

 

Rarely 

 

 

Sometimes 

 

Most of 

the time 

 

Always 

      

Of the times that you were ever contacted for an interview…      

     How often did someone call you to fact check after an interview? 25.4 38.1 27.0 6.3 3.2 

     How often was the reporter well prepared or informed about your work? 8.1 29.0 53.2 9.7 0.0 

     How often were direct quotes accurate? 5.2 0.0 36.2 51.7 6.9 

     How often were references to you or your work accurate? 6.7 1.7 38.3 50.0 3.3 

     How often was you work taken out of context? 18.3 36.7 40.0 3.3 1.7 
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Table 6 

Percentage of Sample Reporting Inaccurate Coverage by Type 

 

Question 

 

Percentage 

  

Of the times that the media coverage of your research has been inaccurate, what about it was not correct?  

      Research was over-simplified 79.2 

      Findings were taken out of context 37.7 

      Statistics were misused 11.3 

      Statistics were incorrectly reported 11.3 

      Research was presented as definitive 35.8 

      My research was politicized 18.9 

      Attribution was incorrect 17.0 

      Findings were inaccurately reported 20.8 

      I was misquoted 50.9 
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      Information was omitted 83.0 
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Table 7 

Level of Concern Regarding Potential Outcomes of Media Portrayal 

 Mean (SD) 

Question 1 = Not at all concerned  5 = Very concerned 

How concerned are you that the way your research is portrayed in 

the media will influence… 

 

   Laws or policies related to sex research? 3.52 (1.34) 

   Laws or policies related to human sexuality or behavior? 3.39 (1.38) 

   Public opinion about sex-related issues? 3.61 (1.18) 

   Public opinion about sex research? 3.70 (1.12) 

   National policy? 3.11 (1.43) 

   State policy? 3.15 (1.40) 

   Local policy? 3.00 (1.41) 

   Institutional/University policy 2.83 (1.36) 
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Table 8 

 

Question Percentage responding “yes” 

Would you be interested in learning about…  

   How to write a press release? 64.4 

   Interview techniques for television/video? 77.8 

   Interview techniques for radio? 75.6 

   Interview techniques for print? 77.8 

   Preparing for and responding to controversy? 93.3 

   Managing and responding to requests from media? 73.3 
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Appendix 
 

Media Tips for Researchers 
 

1. Identify your specialty – do not speculate or feel obliged to speak outside your 
area of expertise.   

2. Be prepared for interviews – if you get a phone call, schedule your interview for 
another time. Most phone interviews last 20 to 40 minutes.   

3. Know the perspective of the journalist, and of the institution or outlet behind the 
reporter.   

4. Prepare yourself ahead of time by jotting down a few of the most important points 
you want to convey about your work. Think about relevant headlines.   

5. Ask questions to assess the reporter’s knowledge and where the article might be 
headed.   

6. Review the rules of engagement with the reporter. Remember you are always “on 
the record” unless you ask to go “off the record” and the reporter grants your 
request.   

7. Recognize that most journalists are generalists, writing for a lay audience. Be able 
to explain your research for public understanding, and provide context for the 
readers. Explicitly state what your study is about.   

8. Though it is your research, the reporter’s outlet owns the story. Although you may 
influence the approach the journalist chooses to take, you cannot dictate it.   

9. Ask about deadlines and respond in a timely manner, or decline if you are too 
busy.   

10. Describe the limitations of your research, and ask the reporter to include these in 
the story.   

11. Be explicit about your concerns, and ask for a fact check. Be easy to find, and 
give good contact information including a phone number for quick follow-up.   

12. Suggest other reliable sources who might comment on your study.   
13. Have realistic expectations and know what the news will not be about.   
14. Be wary of red flags about the reporter, e.g., if the journalist is uninformed, 

unable to re-iterate your statements, or asks uninformed or vague questions.   
15. Be wary of red flags about the story; if the questions are too obscure or off the 

topic of your research, say so. If the reporter is clearly biased, asking loaded 
questions, or trying to provoke sensational responses, point it out. If it continues, 
end the interview.   

16. If there is an error in fact or context, request a correction. If you disagree with the 
perspective of the story, you can talk to an ombudsman, send a letter to the editor, 
or propose your own op-ed piece in response.  

17. Get media training – learn to convey complex messages simply without losing 
accuracy, to handle difficult questions, and understand how the media works.   

 
Additional Reading: Boynton, P. M., & Callaghan, W. (2006). Understanding media 
coverage for sex: A practical discussion paper for sexologists and journalists. Sexual and 
Relationship Therapy, 21, 333-346.  
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ABSTRACT Although the public uses the media for sex advice, information and validation, much

media coverage of sex contains inconsistent, outdated, or incorrect messages. There is little
encouragement for those working in sex therapy, research, education or healthcare to engage with

the media. The standard of media training and availability for these professions varies. Not all

professionals work from an evidence-based perspective, and not all ‘experts’ in the media are recognised

as such by their peers, resulting in inconsistent information being given to journalists by people not

always qualified to speak about sex. Furthermore, a lack of training and understanding of sex and

relationships results in misunderstanding or misreporting of stories by journalists, and perpetuating poor

media coverage of sex. This paper outlines problems in media coverage, and highlights training

opportunities and deficits for both sexologists and journalists. It advocates collaborative working,
greater training in evidence-based sexology, and challenging problems in media training and sex

coverage.
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Background

Sex and media

Concern has been expressed over the quality of media coverage of sex (Ehrenreich &
English, 1979;MacRobbie, 1991; Boynton, 2003, 2004; Crawford, 2004), particularly
sex and relationships self-help books and franchises (Boynton, 2003; Crawford,
2004; Salerno, 2005; Wood, 2005), qualifications of sex experts (Boynton, 2004,
in press), stereotyping sex, gender and sexuality (Boni, 2002; Singleton, 2003;
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Clarke & Rudolfsdottir, 2005; Jackson, 2005; Wood, 2005) and misinformation on
biology, hormones, and evolution (Wood, 2005). The increased sexualisation of
popular culture, portraying often inaccurate or aspirational sex messages concerns
practitioners and parents (Bar-on et al., 2001).

The majority of sex coverage gives greater status to the West, and constructs sex as
something for the young, healthy, independently wealthy, urban living, open-minded,
usually monogamous and heterosexual (with the occasional foray into threesomes or
swinging), who are interested in ‘improving’ their sex lives (Potts, 2002; Boynton,
2004; Elliot & Lemert, 2006). Coverage rarely addresses choice, nor does it provide
life skills, nor celebrate difference and diversity. Instead it focuses on performance
and products (Boynton, 2004, in press; Elliot & Lemert, 2006). Sex and relationships
are treated as ‘lifestyle issues’ with the implication that people’s sex lives can be ‘made
over’ with the help of ‘sex experts’ (Hall, 2005).

Whilst journalists and sexologists may share aspects of their working practices,
there are also significant differences in their political, clinical, financial, commercial
and educational objectives and motivations. At times it may seem that these
differences place professionals in opposition to each other.

Within sex therapy and sexual healthcare there has been a tradition of ‘doing what
we always do’ or ‘doing what works’. This approach, whilst frequently used, may mean
therapies and treatments remain unevaluated. Consequently, many professional
bodies are now calling for an evidence-based approach to sexology (MedFash, 2005).
A lack of evidence-based content and critical questioning by journalists working on sex
stories also leads to work being unquestioned (Picard, 2005; Swan, 2005).

An ‘evidence-based’ perspective involves deliberately, transparently and critically
using current best information to inform decisions (Greenhalgh, 2005), whilst
assessing said evidence for any social, cultural or historical biases that might impact on
our client group (Potts, 2002; Tiefer, 2004). These could relate to how we provide
therapy, treat clients with sexually transmitted infections or sexual dysfunctions,
deliver sex education, conduct sexological research, or create media coverage of sex.

Within the media, there is even less attention paid to evidence-based practice.
Stories are reported direct from press releases, rather than critically evaluated
(although this would arguably provide more story angles and greater audience
interest). Anecdotal evidence suggests journalists obtain background information for
sex stories from a quick Internet search, with the first or most popular result used.
They report their training does not cover understanding research evidence or
critically evaluating information.

Journalists generally do not value sex as a topic, whilst those working within the
field of sex do not hold the media in high regard. The public, however, rely heavily on
the media for sex advice. After friends, family and formal sex education, the media is
a staple public sex information source (Mistik et al., 2003).

Divides between journalists and those working in the field of sex, as well as a lack
of evidence-based approaches to sexology, and scarce formal training contribute to a
continued problem of low-quality sex coverage. Box One provides resources to
improve evidence-based approaches for journalists and sexual health, education and
therapy practitioners.
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Box One: Evidence based, scientific and medical research online resources for sexologists and
journalists

Media coverage of sex is further hampered by a lack of ethical awareness.
Therapists, researchers, and health workers in sex and relationships are bound to
professional codes of conduct that require them to do no harm, honour a duty of care,
and protect confidentiality. Journalists are required to protect their sources, and
produce justifiable coverage, although they are often unaware of sexologists’ codes of
professional conduct. However, media coverage of sex frequently advocates unethical
practice. On a recent UK television series, The Sex Inspectors, two presenters
(described as therapists, but with no qualifications) watched couples have sex and
then scolded them for their sexual errors (Hall, 2005). Such programmes or features
can lead to a lack of public trust in sex research, therapy or healthcare, or confusion
resulting from conflicting information (Boynton, 2004; Hall, 2005; Wood, 2005).

Whilst some programmes or features may appear humorous, all carry a specific
subtext about relationships and place any sexologist who endorses such programmes in

. Netting the evidence (resource site and links to journals):
http://www.shef.ac.uk/scharr/ir/netting

. Core Library for Evidence-based Practice:
http://www.shef.ac.uk/scharr/ir/core.html

. Centre for evidence-based mental health:
http://cebmh.com

. Canada’s National co-ordinating group on healthcare and reform have
produced a booklet ‘‘Just the facts ma’am: a women’s guide for
understanding evidence about health and healthcare’’:
http://www.cewh-cesf.ca/PDF/health_reform/evidenceEN.pdf

. Evidence Based Medical Information: http://www.tripdatabase.com

. Social Science Search Engine: http://www.sosig.ac.uk/xharvester.html

. Google scholar: http://scholargoogle.com

. Psychinfo (Psychological Research): http://www.apa.org/psycinfo

. Cochrane Library of Systematic Reviews:
http://www.nelh.nhs.uk/cochrane.asp

. Medline (Medical Research):
http://www4.ncbi.nlm.nih.gov/PubMed/clinical.html

. Office of National Statistics: http://www.statistics.gov.uk

. NHS Centre for Reviews and Dissemination:
http://nhscrd.york.ac.uk/welcome.htm

. Sense about science (an evidence-based approach to science
communication): http://www.senseaboutscience.org.uk

. Science Media Centre: http://www.sciencemediacentre.org

. Evidence based medical resources – a list to books and journals on
healthcare from patient.co.uk: http://www.patient.co.uk/showdoc/22

. Free medical journals: http://www.freemedicaljournals.com
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a difficult position (Hall, 2005; Boynton, in press). The limited range of sex coverage
and the difficulty of trying to persuade journalists to look at sex in different ways can
frustrate sexologists. Box Two includes a list of resources relating to ethical practice.

The purpose of this paper

We wrote this paper after hosting training events for sex therapists, researchers,
educators, healthcare staff, and journalists. We represent both professions. W.C. is a
journalist and website editor, P.M.B. is a lecturer and sex researcher. In this paper we
draw upon our experiences from running media training courses for journalists and
sexologists. We do not analyse media coverage of sex since this has been successfully
completed elsewhere and we reference much of the research in this paper. It is
noteworthy that research critiques of media coverage of sex are virtually absent in the
literature on science communication and public understanding of science. Little
information is available on the training needs of journalists or sex and relationships
professionals.

Who should read this paper?

This paper is aimed at sex therapists, researchers, educators, counsellors, and sexual
health staff. For convenience we use the blanket term ‘sexologists’ to refer to these
different professionals. It is also for journalists working in broadcast media (television
and radio), tabloid and broadsheet newspapers, magazines (trade and consumer),
writers, and online publishers who seek to improve their sex reportage.

It is important to stress at this point that sexologists interested in working with the
media need to check the professional guidelines that underpin ethical media practice.
Equally important is that sexologists let their organisation or employer know of their
plans to work with the media, since some organisations already have designated
speakers and sexologists may need to train to fulfil such a post rather than work as an
individual. Other employers are agreeable for an individual sexologist to represent them
and may have a media contact list the employee can appear on, whilst others prefer
employees to work with the media without mentioning any links to their employer.

The paper highlights similarities and differences between the professions to
illustrate the different working practices and focuses on opportunities for closer

Box Two: Ethics and professional standards

. Association of Research Ethics Committees http://www.arec.org.uk

. Quackwatch (a list of resources and reviews on kosher and dodgy health
messages) http://www.quackwatch.org

. Corec (Central office for Research Ethics Committees)
http://www.corec.org.uk

. Health on the Net Foundation (a charity promoting good health coverage
online) http://www.hon.ch
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collaboration and better sex information for the public. Nobody has to work with
the press if he/she does not want to. However, increasingly research funding
bodies and professional organisations are advocating public communication of
science, so media contact is becoming more expected. A sexologist may decide to
work with the press occasionally (for example, to talk about a research paper, or
sex therapy). Or he/she may choose to become involved more actively with the
media, providing quotes, or perhaps contributing as a writer or broadcaster
(Boynton, in press).

Opportunities and problems in media coverage of sex

The media creates and disseminates sex information and offers a wide range of public
access and ensures public trust and/or dependence (Gunter, 2005). Regardless of
concerns about the quality of media coverage of sex (Boynton, 2004), audience
responses suggest that people appreciate sex features, partly because for many people
it is the only sex information available (Mistik et al., 2003).

Media campaigns have successfully targeted issues of sex crime, domestic
violence, sexually transmitted infections, maternal health, safer sex and sex
education (Agha & Van Rossem, 2002; Keller & Brown, 2002), teenage magazines,
radio and television soap operas, and public information films have attempted to
improve sexual health knowledge, increase condom use and decrease unsafe sexual
practices with varying degrees of success. Unfortunately the media rarely evaluates
itself, so it is assumed, not tested, that sex and relationships coverage leads to a
change in attitudes, behaviours or knowledge within a wider audience (Boynton, in
press).

However, the practicalities of an overburdened and under-funded sexual and
reproductive health service (Adler, 2003) mean practitioners do not have the time to
prioritise or even consider working with the media, particularly within developing
countries. Journalists in the developing world also lack training and resources for
critical reportage (Khanna, 2001).

Sex is traditionally a ‘Cinderella subject’, a neglected area of healthcare, (Adler,
2003) education and academia. Sexologists want to be taken seriously and may be
under pressure to publish. This combined with a fear of colleague reprisals if they
engage with the media prevents many from talking to journalists. Increased
pharmaceutical and commercial influence on sex, particularly around the areas of
sexual functioning (Haiken, 2000; Fishman, 2002) greatly affects media coverage
(Potts, 2002; Loe, 2004). Pharmaceutical companies consistently target the media
with stories about forthcoming sex products, many of which may not even have FDA
approval, in order to create a market (Moynihan, 2003; Vares et al., 2003; Loe, 2004).
Journalists interpret these stories as imminent innovations, and increasingly rely on
PR companies sending them ideas for stories rather than doing their own research
(Boynton et al., 2004).

Many PR firms also use sex as a theme to advertise client products. Recent ‘sex
studies’ from commercial companies ‘prove’ men who do carpentry are better in bed,
red wine makes people good lovers, and it is possible to judge a man’s sexual
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performance by his clothes (Boynton et al., 2004). Media outlets also create their own
‘surveys’, which have included claims such as childbirth being an aphrodisiac, men
faking orgasm and girls aged under 14 having multiple sex partners, despite these
findings running counter to robust sex research (Johnson et al., 2001).

Journalists are not always trained to critically evaluate such data, and believe the
‘newest’ and ‘largest’ survey is the ‘best’. Journalists who don’t understand science
have rejected non-commercial research, older robust data, or non-survey methods. A
lack of training and signposting to materials also means journalists rely heavily on
easily located data – such as the ‘Durex global sex survey’ (see http://www.durex.com/
cm/gss2005results.asp), even if it is based on volunteer samples with Internet access,
and is not quoted or endorsed by other academic sex research. Audiences are
therefore presented with a barrage of poor ‘research’ and misleading data that rarely
matches their sexual experiences and causes them concern.

It is difficult for journalists and the public to identify qualified sexologists and
those with extensive media experience (e.g. television shows, or books) are more
likely to be used as experts as they actively target journalists, are willing to provide
quotes journalists want to hear, and journalists may mistake being well known for
being qualified (Boynton, 2004, in press; Hall, 2005; Salerno, 2005). Journalists may
find it difficult or embarrassing to discuss sex and frequently use their own sexual or
relationship experiences to inform a story. Sexologists may also bring their own
experiences, problems, prejudices or lack of contemporary knowledge to interviews
with journalists; as a result, rather than conveying evidence, they may be sharing their
particular view and journalists may not be aware of this.

Journalists have to choose from a range of professionals including ‘sexperts’,
sexual health clinicians, therapists, researchers and so on. Due to a lack of knowledge
of these different careers journalists may muddle therapists, researchers and medics,
asking the wrong professional to comment on a story. It is also common for those
with no qualifications to still claim the title of ‘sex therapist’ (Boynton, 2004, in press;
Hall, 2005), or be given it within the media. Since there is no mandatory regulation
overseeing who can talk to the media, the problem of sham advisors giving sex advice
is difficult to manage (Salerno, 2005).

There are also a number of job titles that sound similar to sexologists: flirt coaches,
body language experts, sex life coaches; not to mention those who run sex stores,
classes, write books or host websites (Hall, 2005). It is not to say they cannot offer sex
advice (Boynton, in press), but not everyone with a self-created title is qualified, and
those with professional qualifications in sex therapy, sexual health or research report
feeling particularly aggrieved that journalists cannot tell the difference (Boynton,
2004) and that those who lack training, professional development or contemporary
views on sex occupy public spaces (Salerno, 2005).

Training and development needs of sexologists who want to work
with the media

As mentioned, it is vital to underpin sexual health, therapy and research with
evidence-based practice. There is an additional requirement to improve critical
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evaluation skills frequently absent from sexological courses. Those practising as
therapists, clinicians or researchers may have little understanding of the history of sex
or sexology (including research, treatment and therapy).

Without the ability to critically evaluate sex in terms of place, culture and
history, it is difficult for practitioners to reflect on their own skills and abilities.
Whilst therapists are trained to be self-aware, they may not have the critical skills
to evaluate evidence. The same applies to researchers, educators or healthcare
staff. Training may not encourage reflexive thinking on either the part of
sexologists or journalists. Journalists rarely think of sex as something socially
constructed, nor do they realise that they play a key role in that activity (Tiefer,
2004). Unless sexologists are given further training, they may also not question
their teaching, resulting in biased and misleading versions of sex being conveyed
to the wider public (Boynton, in press).

For sexologists interested in working with the media, we recommend attending a
media training course. Media training includes learning to be interviewed for
broadcast, print and online media; experiencing being filmed and audiotaped;
conveying complex messages simply; handling difficult questions; writing press
releases and understanding how the media works.

There are a number of problems with existing media training, however. These
include:

. A lack of specific training aimed specifically at sexologists that teaches people
to convey complex and sensitive ideas in a simple format without reducing
meaning or accuracy.

. Current training is aimed at discussing sexologists’ therapy or research
findings, but does not teach sexologists to provide more general quotes, which
is what journalists more frequently require.

. Training often does not tackle the fears sexologists have of journalists, or the
power they believe the media has.

. Some training courses imply that sexologists need always to be available to talk to
journalists,whereas it is possible to speak selectively on a speciality and there is no
obligation to waste time on stories that are not evidence-based or unethical.

If sexologists decide to work with the media, they may prefer to begin slowly and
build confidence. As they feel more confident, they can begin to give small quotes to
back up stories, before moving on to live interviews on television or radio. Media
resources for sexologists can be found in Box Three below.

We suggest that sexologists consider what sort of media they want to do. Below is
a list of possible media opportunities to consider:

. Providing journalists with ideas for stories or programmes

. Explaining research evidence, therapy or sexual healthcare/education

. Giving journalists quotes or information to back up their features

. Being a guest or presenter on a TV, radio show or podcast

. Contributing to a website or creating your own
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. Sharing research findings or outlining individual therapeutic approaches

. Being a consultant to a TV or film company or radio programme

. Helping journalists in developing countries create sex content

. Being a case study or interviewee

. Writing stories or columns: in print, online or in a blog

. Campaigning to improve media sex content.

We recommend sexologists familiarise themselves with print, broadcast and online
media before they work with journalists. Taking a critical approach to stories or
programmes is a start: which ideas are accurate, which are outdated or incorrect, how
is sex being constructed, and where could a sexologist fit in? Additional information
can be found in the media packs most broadcast outlets produce (available online
from magazine, radio or television company websites, or a copy can be obtained by
calling a newspaper, magazine, or broadcasting house).

Next, sexologists need to identify their speciality. For example, a therapist may
want to talk about successful relationships, relationship difficulties (e.g. cheating,
arguments, jealousy), communication skills, or psychosexual issues. A sex educator
or GU specialist might want to talk about sexual health, safer sex, and STIs;
whilst a sex researcher may wish to discuss or apply empirical data to a story.

Box Three: Media training resources for sexologists

The science media centre provides advice and training
http://www.sciencemediacentre.org
The British Association has fellowships for those seeking to learn more about
how the media works – to find out more contact
http://www.the-ba.net/mediafellows
Scientists and journalists can make links at SciTalk http://www.scitalk.org.uk

Books and research papers
. HOFFMAN, B. & McEWEN, D. (1982). Dos and don’ts of dealing with

the media. Canadian Medical Association Journal, 126(4), 408 – 411
. O’LOUGHLIN, V. (1997). Dealing with the media. Journal of Accident and

Emergency Medicine, 14(5), 344 – 345
. ROGERS, C.L. (2000). Making the audience a key participant in the

science communication process. Science and Engineering Ethics, 6(4),
553 – 557

. SHORTLAND, M. & GREGORY, J. (1991). Communicating science: a
handbook. London: Longman.

. STAUFFER, D. (1994). Mediasmart: How to handle a reporter by a reporter.
MinneApplePress.

. WHITE, S., EVANS, P., MIHILL, C. & TYSOE, M. (1993). Hitting the
headlines: a practical guide to the media. Leicester: BPS Books.

340 P. M. Boynton & W. Callaghan



Training and development needs of journalists who want
to create sex features

Whilst some journalists have a degree in journalism or membership of a professional
organisation, many have learned ‘on the job’. Indeed many excellent journalists have
no formal qualifications. However, there remains an issue that journalism is often
reluctant to embrace training and is suspicious of mandatory regulation or external
control (Aldridge & Evetts, 2003; Picard, 2005).

Training is often offered within organisations, but tends to focus more around
managing media technologies, new innovations, or practical skills such as interviewing
or reporting. Sex within the media is described colloquially by journalists as a ‘lite’
topic, one which is not as important as other issues. Some journalists have told us that
since everybody has sex, everyone can be an expert (Boynton, in press; Deuze, 2005).

As a result, particularly within men’s media, journalists anecdotally report that sex
features are something they feel they ‘get lumbered with’. At editorial meetings,
journalists report that the sex story is usually the least important feature. Perhaps
unsurprisingly sex coverage is gendered, with the majority of sex features and
programmes written and researched by female staff (often freelancers). Within
magazines resident ‘sex gurus’ or ‘sexperts’ are female journalists: the ‘office
secretary’, ‘girl next door’ or ‘girls in the office’ are used to sexualise sex coverage and
reinforce its lightweight status (Deuze, 2005).

There are few incentives to research or critique sex stories in depth. Add to this
tight deadlines and poor coverage of sex elsewhere in the media, and journalists are
left with few examples of quality sex reportage to imitate.

Improving relationships between sexologists and journalists

Our workshops with journalists and sexologists have generated a number of solutions
to communication problems including:

1. Journalists or editors/producers should consult with sexologists when
planning a story or programme to enable stories to be more accurate.

2. Where editors/producers are responsible for story content they may need
further training in sexual issues.

3. Journalism training should also cover how to locate, understand and evaluate
evidence from medical or social science sex research.

4. Journalists and sexologists would welcome journalists being more informed of
sex through sex education and additional professional training.

Resources for finding sexologists can be found in Box Four below.

The role of professional bodies

Our workshops with journalists and sexologists have frequently indicated a
disappointment with both employers and wider professional organisations. Space
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and protected time for further training are often not available, or courses are not
specifically aimed at improving media coverage of sex. We would advocate training
that is evidence-based and values critical thinking around key sex issues and media
skills to empower and build confidence of sexologists. Journalists may find training
improves their range of story ideas and ability to locate and use sexologists, which in
turn would lead to better programmes and features, and build their audience.

Professional bodies provide lists of sexologists willing to talk to the media (some
organisations already do this).This requiresmonitoring; for examplemembers can only
be on the list if they abide by professional ethical standards, and journalists are only
allowed access to the list if they create accurate sex coverage. Many professional bodies
appear currently unwilling to undertake this. Yet without it journalists and sexologists
who are consciously or unconsciously unprofessional are not held to account.

Training days could include both journalists and sexologists. Most current
training tends to be discipline specific, and yet events we have hosted that include a
mix of professionals have benefited from sharing ideas and generating solutions
(Valenti & Tavana, 2005). For some issues, such as MMR, GM crops or genetic
testing scientists and journalists have worked together to create wider public
understanding. This approach could also be used within sexology, not just for topics
such as STIs, sexual abuse, or relationship issues, but also for the ‘lite’ stories where
errors and biases are more likely to occur.

Finally, employers and professional sexological organisations need to decide
whether to support media involvement, and if so, commit to this course of action
(Prochaska & DiClemente, 1984). Currently if any support is offered, it tends to be
informal and for individual members to pursue, rather than encouraged, supported
and monitored by professional bodies. Sources for sex and relationship training and
professional organisations can be found in Box Five below.

Working together

We appreciate that not every journalist wants to work in the area of sex, and not every
sexologist wants to work with the media. However, for those who do we recommend
shared training and closer working links. At the time of writing a number of sexological
organisations are investigating ways to encourage greater reciprocity. Journalists would

Box Four: Where to find sexologists

Google’s list of universities
http://www.google.co.uk/intl/en/options/universities.html
Alphagalileo (European list of experts for science and the arts)
http://www.alphagalileo.org
List of UK universities (use these to trace experts via media office)
http://www.scit.wlv.ac.uk/ukinfo
Find me a . . . . Registers of therapists and healthcare professionals from
patient.co.uk http://www.patient.co.uk/find_me.asp#reg
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appreciate greater inclusion at sexological conferences as an opportunity to meet and
network with sexologists. Sexologists may be suspicious or nervous of this, so
professionalbodiesor conferenceorganisersneed tobe the initiatorsof greater inclusion.

Sexologists need to understand the media is motivated by what sells. A story that
attracts readers, or can achieve greater publicity for a media outlet increases the oppor-
tunity for selling advertising space and generating revenue. A story that could cause
controversy has the opposite effect. Providing information that can fit within these
boundaries could increase sex positive coverage. Sexologists are also able to take greater
control byproducing and creatingmedia. Fromwriting columns to blogging, producing

Box Five: Professional organisations and sources for sex and relationship training

. Warwick University runs a Postgraduate Award for Sexual Health:
http://www2.warwick.ac.uk/fac/med/primary_care/courses_intro/courses/
sexhealth

. Royal College of Nursing runs a distance learning course on ‘Sexual Health
Skills’: http://www.rcn.org.uk/resources/sexualhealth

. British Association for Sexual and Relationship Therapy (BASRT) offers
short courses in understanding psychosexual issues:
http://www.basrt.org.uk

. The Family Planning Association run courses on everything from
understanding sex, to communicating with patients: call 0207 923 5235/5232
or visit http://www.fpa.org.uk

. Doctors.net runs an online course for doctors to learn effective
communication skills and understand sexual diversity. For more information
contact the author of this paper.

. The British Association for Sexual Health and HIV also runs courses on
sexual functioning: http://www.bashh.org

. Medical Association for AIDS and sexual health:
http://www.medfash.org.uk

. American Associate of Sexuality Educators, Counselors and Therapists:
http://www.aasect.org

. The Kinsey Institute: http://www.indiana.edu/*kinsey

. World Association of Sexology:
http://www.worldsexology.org/english/index.html

. International Academy of Sex Research: http://www.iasr.org

. Society for Human Sexuality: http://www.sexuality.org

. Society for the Scientific Study of Sexuality: http://www.sexscience.org

. SIECUS (sexuality information and education for the United States):
http://www.siecus.org

. SIECCAN (sex information and education council of Canada):
http://www.sieccan.org

. Psychological and Sociological societies in the UK, Europe and the US all
host media training – contact your country’s branch for further information.
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podcasts or campaigning for greater sex positive coverage, there are opportunities to
own and control parts of the media that are currently underused. Since media coverage
of sex is poor, it is up to us to publicly challenge and rectify errors and biases.

As well as working with journalists, those in different sexological professions need
closer links. Without the knowledge of what a sex educator, researcher, therapist or
sexual health clinician does, it is difficult to refer journalists to useful alternative
sources. Sexologists need to know how other professionals work and where to find
them, but most training courses or professional bodies do not address this problem.
Networking has proven successful within other areas of healthcare, and it is
recommended across disciplines within sex, too (MedFash, 2005).

Finally, journalists need to make a far greater effort than currently to improve their
sex coverage. Without such effort, the quality of their sex features and programmes
will continue to be poor, and the ability to persuade sexologists to provide quotations
or contributions will reduce. Journalists who continue to disregard sexology
professionals may find they are left with the usual round of stories and ‘sexperts’
and a dwindling audience and advertising budget.

Conclusions

This paper has addressed some of the problems and opportunities in media coverage
of sex, explained the working practices of sexologists and journalists, and identified
training needs for both groups of professionals. We have aimed to highlight areas of
similarity, difference and opportunities for wider co-operation. In the absence of clear
standards for sex reporting and media training this paper can form the basis of a wider
discussion of the needs of sexologists and journalists to provide the public with high
quality sex advice, information and education.

We hope this paper has given you a better insight into different working practices,
practical pointers on working with journalists or sexologists, and will encourage you
either to get involved with contributing to or challenging media coverage of sex, or to
produce better sex coverage.
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Getting information out to the public
Meg Barker, Open University

Why publicly engage?
Many of us feel dismayed at the kind of sex advice which is dominant in 
mainstream media, for example in women's, men's and teen magazines, on TV 
documentaries, or online

One thing we can do is to get some alternative messages out there, rather than 
allowing such messages to go uncontested.

What are the options?
Various aspects to consider:

Scale of project
Working alone ---- working with colleagues ---- working for an organisation ---- 

setting up a group

Impact
Small scale independent pieces ----- recognised publications ----- your own 

book/website

Relation to what else is out there
Responding to something ----- putting forward an alternative ---- creating your 

own programme

Think about
• How much time and energy do I realistically have?
• What aspect of this do I really care about?
• What do I really know about? (a little knowledge can be a dangerous 

thing)
• Who else do I know who I could work with?
• Who else is out there who I could make contact with? (online search)
• What expertise/skills/knowledge do I really not have and how might I get 

it (or someone with it)?
• Can I make this part of my paid work/other projects in some way?
• What are my aims here? How will I know that I've met them?
• What are my fears here? How can I make sure they don't overwhelm me?

Example possibilities (from smallest to largest scale)
Individual engagements
• Keep an eye out in the media for anything relating to your topic (online 

possibilities to alert you to new keyword information): Write comments 
and response letters (based on model).

• Make your own blog (e.g. wordpress) where you write regularly your 
thoughts on these topics and/or interview others. Or (less personal) a 
tumblr site of links and images that you find on a topic. Publicise this via 



social networking sites.
• Write your own leaflets to place in relevant spaces and/or online. Have 

stalls at relevant events.
• Write articles for professional journals, newspapers, magazines, etc. and 

submit these.
• Make yourself known as an expert on X to relevant media people.
• Conduct your own small-scale research and write about that.
• Create your own website and promote that (with links, articles, 

information, etc.)
• Write and publish your own book (see 'Writers' and Artists' Yearbook' and 

its 'Guide to Publishing', 'How to Sell, then write your nonfiction book').

Engagements with others
• Support relevant charities/groups.
• Join relevant activist groups and offer your time and skills.
• Find organisations doing related work and offer your skills to them 

(training, information for them to put on their websites, becoming a 
trustee, etc.).

• Create your own networks of people who are passionate about the topic.
• Collectively apply for funding for larger scale research and/or public 

engagement activities.
• Develop your own groups and events to get these ideas out there more 

widely (e.g. 'In the pub' events and discussions, flashmobs, group 
websites, books, conferences, etc.)

• Form your own organisation or charity.

Blocks to overcome
• Your own confidence/anxiety ('who am I to say/do this?' - who is 

anybody? Collaboration helps).
• Worries about exposure of self and others (media training is useful, a 

group can minimise personal exposure).
• Lack of skills/knowledge (training and/or focus on skills/knowledge you 

do have).
• Burnout (self-care, support – think about this in advance).

Tips and suggestions
• Put out invitations and see which doors open: focus on pushing the open 

doors rather than the closed ones.
• Think about what would engage you and those around you.
• Start small and work up (stretch zone, gradual exposure).
• Consider whether you want to change minds, or engage those already on 

side.
• Cultivate empathy and conflict management skills (e.g. Non-violent 

communication).

Examples:
• Responses: via backlash - www.backlash-uk.org.uk/barker.html

http://www.backlash-uk.org.uk/barker.html
http://www.backlash-uk.org.uk/barker.html


• My own blog: http://tinyurl.com/6htv84t (megbarkerpsych on twitter)
• Bog entries for my organisation: www8.open.ac.uk/platform/blogs/

society-matters
• Offering material to a charity: Stonewall on bisexuality - 

www.stonewall.org.uk/at_home/sexual_orientation_faqs/2696.asp
• Working for an organisation: COSRT website/training - www.cosrt.org.uk
• Writing for a magazine: BCN - http://bicommunitynews.co.uk
• Getting involved in a group/network: Onscenity -  www.onscenity.org
• Creating own group/network (research, events, website): BiUK - 

www.biuk.org
• Putting on a regular event: Psychology in the Pub – www.pubpsych.co.uk
• Self-help book: Rewriting the Rules

http://tinyurl.com/6htv84t
http://tinyurl.com/6htv84t
http://www8.open.ac.uk/platform/blogs/society-matters
http://www8.open.ac.uk/platform/blogs/society-matters
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http://www.cosrt.org.uk/
http://www.cosrt.org.uk/
http://bicommunitynews.co.uk/
http://bicommunitynews.co.uk/
http://www.onscenity.org/
http://www.onscenity.org/
http://www.biuk.org/
http://www.biuk.org/
http://www.pubpsych.co.uk/
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From Sex Disasters (And How to Survive Them)
Charles Moser

I can't get this cock ring off!
 
BEFORE we solve your   immediate problem, let's talk to people who aren’t in 
this situation (yet) .
 
       First: What is a cock ring, and why would anyone want to wear one? It's a 
small strap or ring, usually made of leather, rubber or metal. You wear it, not 
around your cock, but around the base of your cock and balls. Some men find 
that it helps them to maintain an erection (see p. 140). Others simply like the 
way it feels and looks. The leather ones make cute bracelets, too - you and 
your fella can go out in public as a "matched set" and nobody's the wiser. For 
those who are new to cock ring play, allow us to suggest that you work your 
way up - start with simple leather straps that fasten with snaps or Velcro, which 
can be removed with a simple tug. Then, once you know what size works for 
you, graduate to the rubber O-ring kind, which you could still cut off (carefully) 
if you had to. Only when you've got the hang of the rubber ones should you try 
the steel kind.
 
      But let's suppose that you've done all that, and that whatever you're doing 
was just so much fun that you've sustained this fabulous erection which is now 
reluctant to relinquish its pretty steel necklace.
 
         You'd probably rather not have to go to the emergency room right now 
(although if the erection is that impressive, it might do wonders for your social 
life). Instead, you want to try to figure out ways to reduce the erection yourself. 
Reading your calculus textbook, or thinking about what your boss must look 
like naked, may or may not work.
 
     If it doesn't, try greasing yourself up with mineral oil, and don't be stingy. Or 
hop in the shower and turn the water on ice-cold, which will probably make Mr. 
Happy a little bit sadder. Lather up with plenty of soap - not too 
enthusiastically, or you'll make the problem worse - and with any luck at all, 
you'll be able to slide the ring right off.
 
           If you're still stuck, head for the emergency room. The doctor might do 
nasty things with needles that you don't want to think about right now. (Or 
maybe you do - we have no illusions about who might read this book.) Actually, 
she'll probably withdraw some blood from your cock with a syringe, and inject 
a type of Neo-Synephrine™, which will reduce your erection enough to remove 
the ring. Maybe you'd like to try that cold shower again.
 
           An erection, cock-ring-induced or not, that lasts more than four hours 
requires an immediate emergency room visit. If the blood clots inside your 
cock, for whatever reason, you will not enjoy the results.
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Using and Evaluating Research
Petra Boynton, Division of Medical Education, University College London

Email p.boynton@ucl.ac.uk
Website: www.drpetra.co.uk
Twitter: @drpetra
Tel: 07967 212925

It’s important to stay up to speed around what’s happening in research. Quite 
often as practitioners or academics we don’t refresh our knowledge about 
current evidence, nor think critically about the particular evidence base that 
should be informing our practice. So it helps to carry out regular, systematic 
literature searches in the areas you are working in and thinking critically 
about the papers you are reading.

You can use these engines to find papers:
Scholar www.scholar.google.com
PubMed http://www.ncbi.nlm.nih.gov/pubmed
Web of Knowledge http://wok.mimas.ac.uk
Cochrane Collaboration http://www.cochrane.org 
(A wide list of academic search engines and lists can be found at
http://en.wikipedia.org/wiki/List_of_academic_databases_and_search_engines) 

If you don’t have access to a library email the authors of the papers you’re 
interested in who should be able to send you a copy. Alternatively work 
collaboratively with colleagues who can help you identify core papers – and 
perhaps set up informal research groups to talk over papers you have found 
and the implications they may have for your practice. Remember not to just 
find papers that stack up a particular angle (something the media often 
expects) or your own beliefs/prejudices. Instead you need to be looking at 
literature across disciplines that may not necessarily support your view (for 
example you may be anti pornography and only look for papers that show the 
‘harms’ of pornography, not research that captures more critical stances on 
porn ‘use’). It’s also important to keep a focus on the region where you are 
working but not overlook papers from other countries on topics relating to your 
subject area. Sadly research from developing countries/the global South is 
often ignored by Western academics, meaning examples of good practice can 
be lost.  All of this will help when you do media work as you can share a wide 
range of evidence rather than being drawn into false debate situations.  

If you’re not confident in searching and have links with an academic institution 
a library can help with teaching core skills, or use this free tutorial from 
PubMed which helps with setting up search terms etc http://www.nlm.nih.gov/
bsd/disted/pubmed.html

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.
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This table helps with common search worries http://www.psypress.com/
boynton/tables/table21.php, or read Chris Hart’s Doing A Literature Review, 
Sage, 1998.

Having found the research you’ll be drawing upon to inform your own teaching/
research/therapy/practice (including media work) it’s time to critically appraise 
it. This is a skill some practitioners worry about as they find it complicated and 
time consuming, but with practice it becomes very easy and quick to perform 
(and always easier if shared among colleagues). Critical Appraisal simply 
means looking through research to assess its quality and usefulness. A great 
resource to help you do this is Trisha Greenhalgh’s book How to read a paper 
(Blackwell, 2010) which covers a diverse range of methodologies/approaches 
in a stepwise way. You can also use the following checklist ‘Questions to ask 
when reading an academic paper’ to guide you. Don’t forget to include reports, 
policy documents and books within your searches – not just academic papers 
(and particularly not just quantitative/trials based research).

Other useful materials for Literature Searching and Critical Appraisal include:
The Centre for Evidence Based Medicine has a slew of free tools to help you 
understand evidence and carry out research: http://www.cebm.net/
index.aspx?o=1023 

The National Collaborating Centre for Methods and Tools has an equally helpful 
stepwise guide to the process of collating and interpreting evidence that might 
improve/inform practice (includes some great links to tools to help with all 
areas of appraisal): http://www.nccmt.ca/pubs/
2008_07_IntroEIPH_compendiumENG.pdf 

For a more reflective account on the whole process of understanding evidence, 
how we do it, and why it’s important I’d recommend reading ‘Just the Facts 
Ma’am’, courtesy of Canada’s National Coordinating Group on Health Care 
Reform and Women, which is written from a women’s health perspective but 
covers in lay terms the kind of questions you ought to be asking about 
research: http://www.womenandhealthcarereform.ca/publications/
evidenceen.pdf 

There is also low cost training available in these skills and other evaluative 
techniques (mainly from a health perspective) via The People’s Uni http://
peoples-uni.org 

Although the above are mainly from a health perspective the skills outlined/
principles applied work equally in social science, education and social care.

After checking the literature and critically appraised the papers/reports you’ve 
retrieved, it’s worth synthesising key messages so you can summarise what 
are the main issues, new ideas, particular trends or dominant (and absent) 
discourses in the areas where you are specialising.  It can help you feel 

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.
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confident when presenting arguments to the public that you are covering all the 
bases in an up-to-date way. It also avoids the common media trap that there is 
one core message or a black and white debate framework around most sex/
relationships issues. You can show that things are a bit more complicated than 
that, and also increase the range of people you’re speaking to by showing an 
awareness of what is and isn’t covered in the evidence base in your particular 
area.  

You may also find this gives you ideas to apply to your practice. For example 
you might work with adults around psychosexual issues and have been telling 
clients or trainees that men are simple, women are complex when it comes to 
sexual response. Yet by reading the literature on psychosexual issues and 
medicalisation more closely you may realise this is inaccurate and begin 
challenging this viewpoint, suggesting to clients both women and men may 
experience sex in simple or complex ways.

Reflection exercise: The report for the Scottish Parliament by David 
Buckingham and colleagues on Sexualised Goods
http://www.scottish.parl iament.uk/s3/committees/equal/reports-10/
eor10-02.htm is a very clear example of how evidence can be searched, 
appraised and synthesised into a report that then directs a research activity 
and underpins clear recommendations. Use it as a template to guide your own 
thinking/writing about media/sex/relationships issues. 

Throughout this process it’s worth checking your baggage and being 
reflexive. It’s tempting in this area to only find research that supports our world 
view, or perhaps ignore papers that don’t fit our comfort zone (for example 
avoiding statistical reports). Working collaboratively with colleagues to appraise 
and discuss research in relation to our own experiences can help put our ideas 
and actions into context. It can also help broaden the topics you can think 
about and help share workload if you are particularly busy.  You may find blogs 
that critique sex research (such as Cory Silverberg’s www.sexuality.about.com) 
helpful in expanding your awareness of critical thinking on research.

It’s also worth thinking carefully about what being ‘evidence based’ means. It’s 
a throwaway term that’s often overused without really considering what it 
means or if we’re actually doing it. This might include discussions about what 
forms of evidence are prioritised within your particular area of interest, what 
‘evidence’ the media values/uses (often this can be very different from an 
academic context), how politicians understand and use evidence, and how this 
may also impact on policy making (or not).  

Reflection exercise: Trisha Greenhalgh and Jill Russell’s paper Reframing 
Evidence Synthesis as Rhetorical Action in the Policy Making Drama, 2005 
discusses how evidence is constructed and used within healthcare. Although 
not specifically about sex/relationships issues you may want to use this paper 
as a template for thinking about what is seen as ‘evidence’ in your area of 

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.

http://www.scottish.parliament.uk/s3/committees/equal/reports-10/eor10-02.htm
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http://www.sexuality.about.com
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practice and how it is (or isn’t used).  For media work it also helps you think 
about what core messages are shared, and how often dominant discourses 
about sex, gender, sexual behaviour etc are not founded in research but based 
more on popular opinion. That might help you think of some ways you could 
challenge or subvert this practice using other media avenues.

How can I assess my media practice?

There are several ways you can assess what you’re doing. Aside from finding 
out if people are paying attention to you (for example via audience figures if 
available) you may want to implement some more formal measures of your 
activity. This may be particularly relevant if you are doing a long term media 
project, perhaps as part of a wider piece of social or health research, for an 
NGO or similar. If you’ve been working on a media based activity which you 
feel needs sharing with a wider audience you may want to consider publishing 
your work in a peer reviewed journal.

Questionnaires, focus groups, realist review, service evaluation or action 
research may all be ways to find out how people are responding to your key 
media messages. Some of these methods are easier to learn than others, and 
it’s worth getting training in/reading up on them or working collaboratively with 
colleagues who’re experienced in using these methods.  It’s worth learning 
more about social research methods too as the media love to use them within 
reporting. The mainstream media relies heavily on ‘statistics’ (really what they 
mean is percentages) to stack up stories and rarely differentiate between a 
survey promoting a commercial product that uses sex to get media pickup and 
product placement and quality research.  

Journalists can also lack basic research skills to interrogate different methods 
nor understand our sexual behaviour is not always based on how much we do 
things, but how we experience, interpret and engage with the world around us. 
Knowing what methods can be used to capture what information about sex/
relationships helps you improve your general work, as well as alert the media 
to a wider range of studies they can use to underpin their stories. Or you may 
offer to train up journalists locally or nationally around how to understand 
different research methods, or offer to help them appraise papers they are 
sent.

Reflection exercise: the report Using Theatre in Education to deliver Sex and 
Relationships Education (Health Development Agency) highlights the different 
techniques you can use in practice to evaluate interventions, this is used here 
to discuss theatre but can equally apply to other areas of the media

Knowing about research can also be useful as media companies (particularly 
radio and television) like to create their own ‘surveys’ to promote and 
sometimes inform particular programmes they are making about sex and 
relationships. An awareness of method, ethics and process can help you work 

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.
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collaboratively with journalists to ensure if such research is undertaken it is 
accurate, focused and useful. It also means if you are undertaking a longer 
term media project the inclusion of audits, reports, interviews or feedback 
sheets can show where you may (or may not) have made an impact. For those 
working on long term programmes this might be of particular importance to 
your funders or for transparent public practice.

You	  are	  welcome	  to	  share	  this	  document	  but	  please	  do	  so	  with	  acknowledgement.	  Petra	  Boynton,	  May	  2011.



l The primary purpose of the NHS is ‘… to secure through
the resources available the greatest possible improvement
to the physical and mental health of the nation’.1 To
achieve this, decisions about the delivery and provision of
healthcare are increasingly being driven by evidence of clinical
and cost-effectiveness as well as systematic assessment of actual
health outcomes. 

l Evidence-based medicine (EBM) is the process of
systematically reviewing, appraising and using clinical research
findings to aid the delivery of optimum clinical care to patients.2

l Increasingly, purchasers are looking to the strength and
weight of scientific evidence on clinical practice and cost-
effectiveness when allocating resources. They are using this
information to encourage healthcare professionals and NHS
trusts to use treatments that have been proven to be both
clinically and cost-effective, while disinvesting from practice
that does not meet these objectives. 

l EBM forms part of the multifaceted process of assuring
clinical effectiveness, the main elements of which are:

ll Production of evidence through research and scientific 
review

ll Production and dissemination of evidence-based clinical 
guidelines

ll Implementation of evidence-based, cost-effective practice 
through education and management of change

ll Evaluation of compliance with agreed practice guidance 
through clinical audit and outcomes-focused incentives.

1
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The history of EBM
Although the formal assessment of medical
interventions using controlled trials was
already becoming established in the 1940s,3,4

it was not until 1972 that Professor Archie
Cochrane, director of the Medical Research
Council Epidemiology Research Unit in
Cardiff, expressed what later came to be
known as evidence-based medicine (EBM) in
his book Effectiveness and Efficiency: Random
Reflections on Health Services.5 These concepts
were developed into a practical methodology
by groups working at Duke University in
North Carolina (David Eddy) and McMaster
University in Toronto (Gordon Guyatt and
David Sackett) in the late 1980s and early
1990s.6–8

In 1992, the UK government funded the
establishment of the Cochrane Centre in
Oxford under Iain Chalmers, with the
objective to facilitate the preparation of
systematic reviews of randomised controlled
trials of healthcare. The following year it
expanded into an international collaboration
of centres, of which there are now thirteen,
whose role is to co-ordinate the activities of
11,500 researchers. The establishment of the
Cochrane Collaboration should be considered
as one of the critical factors in spreading the
concept of EBM worldwide.

The impact of EBM
The basic principle of EBM – that we should
treat where there is evidence of benefit and
not treat where there is evidence of no benefit
(or harm) – is of relevance at all levels of the
NHS.
l Strategically: Bodies such as the National

Institute for Health and Clinical Excellence
(NICE), the Scottish Medicines
Consortium and the All Wales Medicines
Strategy Group use the principles of EBM,
coupled with health economic analysis, in
directly commissioned health technology
assessments (HTAs) that inform guidance
as to which treatments should be available
within the NHS (see What is health

technology assessment?9 for further
discussion of HTAs).

l Tactically: Primary care organisations and
hospital trusts formulate and implement
formularies, care pathways and guidelines
based on HTAs and other assessments
issued by EBM-focused organisations.

l Individually: An understanding of the
evidence base allows the clinician to tailor
treatment to the circumstances and
risk–benefit profile of the individual
patient.

The logic behind EBM
To make EBM more acceptable to clinicians
and to encourage its use, it is best to turn a
specified problem into answerable questions
by examining:
l The person or population in question
l The intervention given
l The comparison (if appropriate)
l The outcomes considered.

Next, it is necessary to refine the problem
into explicit questions and then check to see
whether the evidence exists. But where can
we find the information to help us make
better decisions?

Common sources include:
l Personal experience – for example, a bad

drug reaction
l Reasoning and intuition
l Colleagues
l Published evidence.

It is only by educating healthcare
professionals and making them aware of the
strength of published evidence in contrast to
more traditional – and less rigorous – sources
of information, that the use of ineffective,
costly or potentially hazardous interventions
can be reduced.

Accessing information
There are many sources of information to
inform clinical practice. The following
website – Netting the Evidence – includes a

What is evidence-based medicine?
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comprehensive listing of internet resources
for the clinician, in addition to a virtual
library and tools to assist with critical
appraisal and evidence implementation:
www.shef.ac.uk/scharr/ir/netting

Probably the most valuable single access
point is The Cochrane Library. This is
accessible free of charge from any UK-based
computer at: www.thecochranelibrary.com

The Cochrane Library contains high-quality,
independent evidence to inform healthcare
decision-making. It includes the databases
shown in Box 1, all of which can be searched
simultaneously from a single user interface.

Analysing information
In using the evidence it is necessary to:
l Search for and locate it
l Appraise it
l Interpret it in context

l Implement it
l Store and retrieve it
l Ensure it is updated
l Communicate it.

Every clinician strives to provide the best
possible care for patients. However, given the
multitude of research information available, it
is not always possible to keep abreast of
current developments or to translate them
into clinical practice. One must also rely on
published papers, which are not always
tailored to meet the clinician’s needs.

Levels of evidence 
Evidence is presented in many forms, and it is
important to understand the basis on which it
is stated. The value of evidence can be ranked
according to its potential for bias. Box 2 shows
the classification used by the Scottish
Intercollegiate Guidelines Network when

Date of preparation: May 2009 NPR09/1110

Box 1. Databases included in The Cochrane Library

The Cochrane Database of Systematic Reviews
Full-text systematic reviews and meta-analyses carried out to a common protocol and quality

standard by Cochrane Collaboration researchers throughout the world. There are currently 3,625

completed reviews on the database (November 2008), with a further 1,921 protocols for works

in process.

The Database of Abstracts of Reviews of Effects (DARE)
This database contains 9,025 quality-appraised abstracts of systematic reviews carried out by

other researchers. Protocols and quality standards may vary but this provides a useful starting

point if no appropriate Cochrane review has been carried out.

The Cochrane Central Register of Controlled Trials
All Cochrane reviews start with a comprehensive review of the literature. This database provides

abstracts of all controlled studies identified by the research groups, as well as further results trawled

from electronic databases. There are currently around 550,000 studies included in the register.

The Health Technology Assessment Database
Produced by the Centre for Reviews and Dissemination (CRD) at York University, this database

brings together details of 7,528 health technology assessments from around the world. These

reviews tend to focus on efficient use of healthcare resources and often include epidemiological

and economic assessments.

The NHS Economic Evaluation Database
This also originates from the CRD and focuses purely on those reviews that evaluate the

economics of healthcare interventions. It currently contains details on 24,451 such appraisals.



grading evidence for its clinical guidelines.10

(See What is a systematic review?11 for further
discussion.)

Although classification of this type
provides a useful focus when reading clinical
trial data, it is important to recognise that
accurate grading requires a clear
understanding of what predisposes a study to
bias (Table 1).12 This is the process of critical
appraisal.

Critical appraisal
For any clinician, the real key to assessing the
usefulness of a clinical study and interpreting
the results to an area of work is through the
process of critical appraisal. This is a
method of assessing and interpreting the
evidence by systematically considering its
validity, results and relevance to the area
of work considered.

The Cochrane Collaboration, which co-
ordinates an international network of
researchers involved in systematic review, has
evolved a generic approach to appraising a
clinical trial, allowing the reader to make an
objective assessment of study quality and
potential for bias. Table 1 shows the issues
assessed when appraising a randomised
controlled trial (RCT). More detail and
detailed examples are available on the
Cochrane website.12

Systematic review and
meta-analysis
Sometimes an RCT may fail to give a clear
result, or results from multiple studies may
yield different estimates of treatment effect.
However, by identifying all published
information in a given clinical area
(systematic review) and pooling the results
in a statistically valid fashion (meta-
analysis) it is possible to arrive at a more
precise estimate of treatment effect (see What
is a systematic review?11 and What is meta-
analysis?13 for a more detailed discussion).

This approach is very attractive, as it allows
all evidence in the field of interest to be taken
into account. However, the danger exists that
a poorly executed systematic review and meta-
analysis may give deceptive results. It is
therefore important to critically appraise the
paper in just the same way as one would an
RCT. The following are critical issues to be
aware of.14,15

l There should be a focused clinical question
agreed prior to examination of the
literature.

l Search strategies should include multiple
sources, to reduce the risk of publication
bias, and should not be subject to artificial
limitations (for example, English language
only).

l Each individual study needs to be quality
appraised, to limit the chance of biased
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Box 2. SIGN classification for grading evidence10

1++ High-quality meta-analyses, systematic reviews of RCTs, or RCTs with a very low risk of bias

1+ Well-conducted meta-analyses, systematic reviews, or RCTs with a low risk of bias

1– Meta-analyses, systematic reviews, or RCTs with a high risk of bias

2++ High-quality systematic reviews of case-control or cohort studies
High-quality case-control or cohort studies with a very low risk of confounding or bias and 
a high probability that the relationship is causal

2+ Well-conducted case-control or cohort studies with a low risk of confounding or bias and 
a moderate probability that the relationship is causal

2– Case-control or cohort studies with a high risk of confounding or bias and a significant risk 
that the relationship is not causal

3 Non-analytic studies; for example, case reports, case series

4 Expert opinion

RCT: randomised controlled trial; SIGN: Scottish Intercollegiate Guidelines Network



results being entered into the analysis.
l If patient populations, interventions,

comparisons or outcomes vary
significantly, it may be inappropriate to
pool study results.

l Equally, even if studies appear similar, if
there is significant heterogeneity in the
results, this may also raise the question of
whether it is reasonable to carry out a
statistic aggregation. Where heterogeneity
exists, use of an appropriate pooling
method (for example, random-effects
pooling, meta-regression analysis) may
help mitigate the risk of reaching a biased
conclusion.

l Finally, the results need to be presented in a
meaningful fashion that enables clinical
decisions to be taken.

Practical examples of EBM
EBM is not a purely academic or financial
exercise, however – its implementation has
major clinical implications.

1. Single studies: Management of fever in
children (evidence level 1+)
Fever is common in the under-fives and,
although usually benign, may occasionally
cause convulsions. This risk, combined with
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Domain Description Review authors’ 
judgement

Sequence Describe the method used to generate the allocation sequence in Was the allocation
generation sufficient detail to allow an assessment of whether it should sequence adequately

produce comparable groups generated?

Allocation Describe the method used to conceal the allocation sequence in Was allocation
concealment sufficient detail to determine whether intervention allocations could adequately concealed?

have been foreseen in advance of, or during, enrolment

Blinding of Describe all measures used, if any, to blind study participants and Was knowledge of the
participants, personnel from knowledge of which intervention a participant received. allocated intervention
personnel and Provide any information relating to whether the intended blinding  adequately prevented
outcome assessors was effective during the study?
Assessments 
should be made 
for each main 
outcome 
(or class of 
outcomes)

Incomplete Describe the completeness of outcome data for each main outcome, Were incomplete
outcome data including attrition and exclusions from the analysis. State whether outcome data 
Assessments attrition and exclusions were reported, the numbers in each adequately 
should be made intervention group (compared with total randomised participants), addressed?
for each main reasons for attrition/exclusions where reported, and any 
outcome re-inclusions in analyses performed by the review authors
(or class of 
outcomes)

Selective State how the possibility of selective outcome reporting was examined Are reports of the
outcome by the review authors, and what was found study free of 
reporting suggestion of selective 

outcome reporting?

Other sources State any important concerns about bias not addressed in the other Was the study 
of bias domains in the tool apparently free of 

If particular questions/entries were prespecified in the review’s other problems that
protocol, responses should be provided for each question/entry could put it at a high 

risk of bias?

Table 1. The Cochrane Collaboration’s tool for assessing risk of bias12
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the desire to alleviate symptoms in infants,
has led to widespread use of paracetamol or
ibuprofen as antipyretics. Current NICE
guidelines state that either approach is
effective.16 However, many parents will also
use a combination of both agents, in the
belief that this will enhance speed of
resolution. Is this belief based in reality?

A UK primary care-based study randomised
156 children aged between six months and six
years to receive either paracetamol alone,
ibuprofen alone or a combination, as
treatment for pyrexia (37.8–41.0 °C) in the
presence of otitis media managed at home.
Treatment was given for the first 24 hours to
all patients and for the subsequent 24 hours if
symptoms demanded. Randomisation was by
automated system and blinding was
maintained using a double-dummy
approach.17

The primary outcome was a comparison of
the mean time without fever in the first four
hours. Children taking paracetamol alone had
significantly less time free of fever than those
on combination therapy (116.2 versus 171.1
minutes; p<0.001). There was no significant
difference between those taking ibuprofen
alone and those on combination therapy
(156.0 versus 171.1 minutes; p=0.2).17

Secondary outcomes included 24- and 48-
hour assessments, as well as mean
temperature, time to first temperature relief
and a range of patient-related outcomes.
These all showed the same qualitative trend,
with combination therapy being significantly
better than paracetamol alone, but generally
showing non-significant benefits versus
ibuprofen alone. Ibuprofen alone was also
significantly better than paracetamol alone
for both the primary outcome and most
secondary outcomes.17

This study gives practical information for
primary care – suggesting that combination
therapy offers advantages over paracetamol
alone, although probably not over ibuprofen.

2. Systematic reviews: Heparin in
venous thromboembolic disease
(evidence level 1++)
Deep vein thrombosis (DVT) and pulmonary
embolism (PE) are major causes of death and
disability. Overall, clinically recognised DVT
and/or PE occurs in about 0.5 persons per

1,000 each year, although rates in the elderly
are approximately four times this figure.18

Exposure to specific risk factors such as
immobilisation, lower limb injury, surgery
and acute severe infection results in a
dramatic increase in risk.19

The use of heparin underlies both
prevention and treatment of DVT/PE, with
treatment protocols having been examined in
a bewilderingly large range of RCTs. However,
study quality is variable and makes the
identification of the optimum treatment
something of a challenge. This is an ideal field
for the use of systematic review and meta-
analysis, provided that these have been carried
out to high standards – the ideal source for this
level of data is the Cochrane Collaboration,
which applies a consistent valid protocol to all
the reviews published under its auspices.

There are many Cochrane reviews in the
field of thromboembolic disease, each
addressing a single explicit clinical question.
Areas addressed include:
l What is the best strategy for preventing

DVT in high-risk situations?
l What is the best treatment for established

thromboembolic disease?
l Is treatment best given in a hospital or

home environment?
All the reviews give details on protocol,

search strategy, included and excluded studies
and quality appraisal narratives for all studies.
Comprehensive results are given for both
individual studies and the pooled results of
the meta-analyses, to inform the decision-
making process (Figure 1).20

By working through the various reviews,
we can ascertain that:
l Prophylactic treatment with heparin

reduces occurrence of DVT in high-risk
patients20–23

l Use of low molecular weight heparin
(LMWH) in patients with established
thromboembolic disease is associated with
fewer thrombotic complications, lower
mortality and a lower risk of
haemorrhage24

l Use of LMWH at home is associated with
better outcomes and fewer serious adverse
effects than either unfractionated heparin
or LMWH used in hospital25

l Twice-daily dosage is preferable to once-
daily.26

What is
evidence-based medicine?
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This approach exemplifies how complex
questions that are not amenable to single-
study answers can be addressed using well-
designed systematic reviews utilising a
standardised methodology.

3. Non-randomised studies:
Influenza vaccination in over-65s
(evidence level 2++)
Current UK guidance mandates routine
influenza vaccination for all patients aged 65
and over, in addition to those younger
patients with diabetes, immunosuppression
or various forms of chronic pulmonary,
cardiovascular, renal and liver disease.27

Although the majority of those aged over 65
are vaccinated (74.1% in England in 2008)
achievement of adequate vaccination in
younger at-risk patients is substantially lower
– 47.1% in 2008.28

The evidence that improving vaccine
coverage is worthwhile is mixed. In the
Netherlands, where an intensive national
strategy achieved vaccination rates of 80% in
the 1990s, a 20% reduction in influenza-
related mortality in the elderly was seen.29 In

the USA, however, no such benefit has been
detected in retrospective studies.30

The problem when assessing the benefit of
any vaccination strategy is that RCTs are
difficult to carry out in this context.31

l Mortality is rare, even among high-risk
groups, so very large sample sizes are
required.

l Demonstration of benefit depends on the
circulating virus matching that contained
in the vaccination, a requirement that
cannot be relied on in advance.

l The administration of a placebo to at-risk
patients may well be considered unethical.
For this reason, we must depend on the

results of case-control studies or cohort
analyses, study types that are inherently more
prone to bias because of the presence of
confounding clinical features. A systematic
review of studies assessing vaccine
effectiveness showed that the presence of
confounders resulted in anything between a
220% underestimate to a 21% overestimate of
influenza vaccine effectiveness.32 Any
assessment of vaccine benefit must, therefore,
take very careful account of these factors.

What is
evidence-based medicine?
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Figure 1. Typical results of a Cochrane review20

Analysis 1.1
Comparison 1. Low molecular weight heparin versus no prophylaxis/placebo 
Outcome 1. DVT: irrespective of type of plaster, whether operated or not

Review: Low molecular weight heparin for prevention of venous thromboembolism in patients with lower leg 
immobilisation

Comparison 1: Low molecular weight heparin versus no prophylaxis/placebo

Outcome 1: DVT: irrespective of type of plaster, whether operated or not

Study or subgroup LMWH Placebo Odds ratio Weight Odds ratio 
n/N n/N M–H, random, 95% CI M–H, random, 95% CI

Jorgensen 2002 10/99 18/106 16.5% 0.55 [0.24; 1.26]

Kock 1995 0/176 7/163 1.7% 0.06 [0.00; 1.04]

Kujath 1993 6/126 21/127 13.3% 0.25 [0.10; 0.65]

Lapidus 2007a 18/49 19/47 16.6% 0.86 [0.38; 1.95]

Lapidus 2007b 24/117 34/109 26.4% 0.57 [0.31; 1.04]

Lassen 2002 17/183 35/188 25.5% 0.45 [0.24; 0.83]

Total (95% CI) 750 740 100% 0.49 [0.34; 0.72]

Total events: 75 (LMWH), 134 (Placebo)
Heterogeneity: Tau2 = 0.04; Chi2 = 6.22; df = 5 (p=0.29); I2 = 20%
Test for overall effect: Z = 3.71 (p=0.00020)

CI: confidence interval; DVT: deep vein thrombosis; LMWH: low molecular weight heparin; M–H: Mantel–Haenszel test
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A retrospective cohort study from the USA
reviewed the impact of influenza vaccination
in those aged over 65 in five US states.33 A
total of 713,872 patient-years were available
for analysis, with an overall vaccination rate
of around 58%. Common confounders such
as age, gender, co-existing medical conditions
and prior use of healthcare facilities were
taken into account when calculating the
results: vaccination appeared to reduce the
risk of hospitalisation for influenza or
pneumonia by 27% (95% confidence interval
[CI]: 23–32%) and the seasonal all-cause
mortality rate by 48% (95% CI: 45–50%). A
particular strength of this analysis is that the
authors then went on to explore what the
impact on these results would have been if
there had been an unsuspected confounder
(Table 2).33 The results show that even if a
powerful confounder had been present,
resulting in a threefold increase in risk and
present in 60% of patients, substantial
mortality benefit would remain.33

This study exemplifies how, in the absence
of RCTs, careful use and interpretation of

non-randomised studies can nonetheless
yield results of clinical significance.

Conclusion
In the 15 years since EBM first emerged as a
coherent approach to assessing treatment
options, we have seen its adoption, alongside
health economics, as the gold standard tool
for commissioning and provision of health
services, both in the UK and around the
world. It is being applied not only to
pharmaceutical treatments but also
increasingly to surgical interventions,
diagnostic tests and medical devices.
Additionally, improved access to resources
and integration with medical IT systems
means that clinicians are now, more than
ever, in a position to implement evidence at
the point of contact with individual patients,
ensuring that evidence is translated into
practice.

Perhaps the area where work remains to be
done is in the effective communication of the
EBM message to patients. There is still a
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Increase in Prevalence of
the risk of confounder (%)
outcome on 
account of Vaccine Adjusted Vaccine Adjusted odds
the confounder effectiveness odds ratio effectiveness ratio 

(%) (95% CI) (%) (95% CI)

– 0 27 0.73 48 0.52
(0.68, 0.77) (0.50, 0.55)

Doubled 20 20 0.80 43 0.57
(0.75, 0.85) (0.55, 0.60)

Doubled 40 15 0.85 40 0.60
(0.80, 0.90) (0.58, 0.63)

Doubled 60 14 0.86 39 0.61
(0.81, 0.92) (0.59, 0.65)

Tripled 20 14 0.86 38 0.62
(0.81, 0.92) (0.59, 0.64)

Tripled 40 9 0.91 35 0.65
(0.86, 0.97) (0.63, 0.69)

Tripled 60 7 0.93 33 0.67
(0.87, 0.99) (0.64, 0.70)

CI: confidence interval

Table 2. Example of how confounder effect can be factored into the results of non-
randomised studies33

Hospitalisation for Death
pneumonia or influenza
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perception – often fuelled by an ill-informed
media34 – that decisions to restrict NHS
treatments are always purely financial in
nature. While this may well be the case in
some circumstances, the removal of
ineffective or potentially harmful treatments
from the NHS should serve to enhance the
quality of healthcare: communicating this
perspective will represent the next challenge
for EBM.
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Abstract
This paper presents a novel conceptualization of policy making as social drama. The 
selection and presentation of evidence for policy making, including the choice of 
which questions to ask, which evidence to compile in a synthesis and which synthe-
ses to bring to the policy making table, should be considered as moves in a rhetorical 
argumentation game and not as the harvesting of objective facts to be fed into a logical 
decision-making sequence. Viewing policy making as argument does not mean it is 
beyond rationality – merely that we must redefine rationality to include not only logi-
cal inference and probabilistic reasoning, but also the consideration of plausibility by a 
reasonable audience. We need better evidence, but we also urgently need better aware-
ness by policy makers of the language games on which their work depends.
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Recadrer la synthèse des preuves comme 
une mesure de pure forme dans le drame de 

l’élaboration de politiques

Résumé
Cet article présente une nouvelle conceptualisation de l’élaboration de politiques en 
tant que drame social. La sélection et la présentation des preuves servant de base 
à l’élaboration de politiques, y compris le choix des questions à poser, des données 
à compiler dans une synthèse et des synthèses à amener à la table d’élaboration de 
politiques devraient être considérées comme faisant partie d’un jeu d’arguments rhé-
toriques et non comme une collecte de faits objectifs qui iront alimenter un processus 
logique de prise de décisions. Le fait d’envisager l’élaboration de politiques comme 
un argument ne signifie pas qu’elle est dénuée de rationalité, mais simplement que 
nous devons redéfinir la rationalité pour y inclure non seulement l’inférence logique 
et le raisonnement probabiliste, mais également la plausibilité aux yeux d’un auditoire 
raisonnable. Nous avons besoin de meilleures preuves, mais il existe aussi un besoin 
urgent de sensibiliser les décideurs aux jeux de langue dont dépend leur travail 

T

THE COCHRANE COLLABORATION WAS BUILT ON A MYTH – THAT THE 
judgments required for evidence synthesis are fundamentally technical ones, 
achieved through the skilled application of tools of the trade such as pro-

tocols, data extraction sheets, methodological checklists and evidence hierarchies. 
Quality in Cochrane reviews is assured by the robustness of the protocol, the exhaus-
tiveness of the data extraction and the ruthlessness with which “methodologically infe-
rior” studies were rejected. 

In the evaluation of simple clinical interventions (such as drug therapies), this 
myth approximates reality so closely that it is entirely appropriate to operate as if the 
world were actually thus. But the world of policy making is not one of transferable 
and enduring scientific truths, nor is it exclusively (or even predominantly) concerned 
with “what works,” and the systematic review movement must adapt accordingly 
(Lomas 2005; Lavis et al. 2005a). In this paper, we argue that the first step in this 
process is to change the way we conceptualize the policy making process. 

Policy making – which might be defined as the authoritative exposition of values 
– is about defining and pursuing the right course of action in a particular context, at 
a particular time, for a particular group of people and with a particular allocation of 
resources. Policy making is about making and implementing collective ethical judg-
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ments. Most of us are painfully aware that “evidence,” as the evidence-based medicine 
movement would define it, fits obliquely and sometimes very marginally into this 
process. But if evidence is marginal, what is central?

Sociologist Judith Green (2000) undertook a detailed ethnographic study of the 
work of multi-professional Accident Alliances in the United Kingdom. Her fieldwork 
demonstrated that in establishing credibility for a proposed course of action in acci-
dent prevention policy, advocates drew judiciously (and often very eloquently) upon a 
variety of sources, including professional expertise, local knowledge, appeals to com-
mon sense and personal experience. Research evidence on “what works” was rarely cru-
cial to the case. For example, while randomized trial evidence unequivocally supports 
the efficacy and cost-effectiveness of hip protectors worn by frail elderly people in the 
prevention of fall-related injury, the policy making decision turned on the argument 
that “padded knickers” were seen as unpopular and even comical by patients and staff 
in nursing homes. 

This example – in which a randomized trial reported in the language of risk pre-
vention (“hip protectors”) was displaced from its perch atop the evidence hierarchy by 
a rhetorical trope (“padded knickers”) designed to draw the audience’s attention away 
from issues of risk and towards those of individual dignity and self-determination – 
vividly illustrates that the “evidence”  for policy making is not sitting in journals ready 
to be harvested by assiduous systematic reviewers. Rather, it is dynamically created 
through the human interaction around the policy making table – and, probably more 
significantly, the lobbying, campaigning and interpersonal influencing going on in the 
back rooms and corridors leading up to official policy making meetings. 

Before we set any rules about what sort of systematic review policy makers need, 
we must understand in more detail what policy making is. Policy making is not a 
series of decision nodes into which evidence, however robust, can be “fed,” but the 
messy unfolding of collective action, achieved mostly through dialogue, argument, 
influence and conflict and retrospectively made sense of through the telling of stories 
(formally in the minutes of meetings and informally in personal accounts of who said 
what and how, and how people reacted) (Birch 1997; Czarniawska 2004; Fischer and 
Forester 1993; Majone 1989; Stone 1997; Young et al. 2002). 

We propose that the selection, compilation, presentation, negotiation, contesta-
tion and reframing of evidence as part of the “stuff happening” of policy making can 
usefully be construed as social drama – that is, as a real, enacted story in which all 
concerned, whether they want to or not, become actors (Turner 1980). Furthermore, 
the policy making stage is a slippery one, fraught with ambiguity, unpredictability 
and multiple interpretations. Playing one’s part in it can be a frustrating experience 
– one that lobbyists and the media understand far better than the humble systematic 
reviewer. 

On this stage, the protocols, checklists and hierarchies that are set so securely in 
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stone in the Cochrane Handbook can crumble to dust or be distorted at will by the 
skilled or passionate orator. In social drama, personal testimony (“anecdotal evidence”) 
is a uniquely authentic and powerful force. In a recent high-profile litigation in the 
United States against Dow Chemical, falsely blamed for a link between silicon breast 
implants and connective tissue disorders, one witness successfully refuted a library of 
epidemiological evidence by pointing to her own evident rheumatological disorder and 
proclaiming “I am the evidence” (Angell 1996). 

The concept of evidence as rhetorically constructed on the social stage so as to 
achieve particular ends for particular people raises an important question (to which 
we have for too long assumed the answer to be “yes”): to what extent should policy 
making be driven by evidence? (Sanderson 2003). The very expression “evidence-based 
policy making” suggests that there are technical solutions to what are essentially politi-
cal problems – an assumption that, some have argued, devalues democratic debate 
and plays down the ethical, moral and political ambiguities and dilemmas inherent 
in the lived reality of planning, implementing and evaluating in social-political life 
(Hammersley 2001; Schwandt 1997, 2000). 

The normative goals of evidence-based practice (finding out what works and then 
implementing it) are closely aligned with those of the new public management (defin-
ing explicit performance outputs and promoting efficiency and cost-effectiveness) 
(Webb 2001; Hammersley, 2001). Critics of this approach argue that what matters 
is not merely “what works” but what is appropriate in the circumstances and what is 
agreed to be the overall desirable goal (Sanderson 2003; Dobrow et al. 2004). 

Here’s a provocative question: is the “methodological fetishism” of which the 
Cochrane Collaboration has been accused an extreme example of the politicization of 
science by the new managerialists? MacLure (2005) has argued that systematic review

assumes that evidence can be extracted intact from the texts in which it is 
embedded, and “synthesised” in a form that is impervious to ambiguities of 
context, readers’ interpretations of writers’ arguments (i.e. bias). Most sig-
nificantly of all, systematic review systematically degrades the central acts of 
reviewing: namely, reading and writing, and the unreliable intellectual acts that 
these support, such as interpretation, argument, and analysis. By replacing 
reading and writing with an alternate lexicon of scanning, screening, mapping, 
data extraction, and synthesis, systematic review tries to transform reading 
and writing into accountable acts. It tries to force their clandestine opera-
tions – the bits that happen inside people’s heads – or in the incorporeal gaps 
between decoding and comprehension, thought and expression – up into 
plain view, where they can be observed, quality-controlled and stripped of 
interpretation or rhetoric.
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Perhaps, then, clarity, transparency, explicitness, reproducibility and other virtues 
held dear by the Cochrane community have more to do with the discourse of account-
ability than with the essential quality of the judgments they are assumed to underpin. 
Deborah Stone (1997) believes that much of the policy process involves debates about 
values masquerading as debates about facts and data: “The essence of policy making in 
political communities [is] the struggle over ideas. Ideas are at the centre of all political 
conflict. … Each idea is an argument, or more accurately, a collection of arguments in 
favour of different ways of seeing the world.”

Stone’s work, and other critiques of the evidence-into-policy model, shift the chal-
lenge of “synthesizing evidence for policy making” from a scientific-rationalist frame 
(ensuring that “objective” evidence is available in an easily assimilable format and in 
a timely manner to policy makers) to a rhetorical-interpretive frame (acknowledg-
ing that all evidence is, and must remain, value-laden and will be rhetorically and 
judiciously brought to bear in the contact sport of policy development) (Fischer and 
Forester 1993; Majone 1989; Stone 1997). In this latter perspective, there is no “view 
from nowhere,” so systematic reviewers might as well give up looking for it:

As politicians know only too well but social scientists too often forget, pub-
lic policy is made of language. Whether in written or oral form, argument is 
central in all stages of the policy process. … Argumentation is the key proc-
ess through which citizens and policymakers arrive at moral judgments and 
policy choices. … Each participant [in policy debates] is encouraged to adjust 
his view of reality, and even to change his values, as a result of the process of 
reciprocal persuasion. (Majone 1989)

Whereas the technical model of policy making (“evidence into practice”) sees 
group decision-making as a sequence of logical moves to weigh evidence and reach a 
single, “rational” course of action, the argumentation model proposes (a) that someone 
presenting evidence to others tailors the presentation to what he or she believes the 
audience will find persuasive and (b) that what we will accept as evidence depends 
on what we have already agreed (what has been established or accepted among the 
team so far) and what we consider to be an acceptable link between the two states 
(Crawshay-Williams 1957; Toulmin 1958; Perelman and Olbrechts-Tyteca 1971; van 
Eemeren et al. 1996).

The roots of argumentation theory lie in Aristotle’s philosophical treatises on ana-
lytic (logical argument using premises based on certain knowledge), dialectic (debating 
moves to argue for and against a standpoint) and rhetoric (influencing by reference 
to laws, documents, etc. or by appeal to emotions, authority or previously acceded 
premises). Most modern-day scientists (including those in the evidence-based medi-
cine movement) hold that “rationality” is restricted to analytic argument. But for the 
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ancient Greeks, all three dimensions of argumentation were seen as rational, and a 
respectable scholar was expected to achieve competence in all of them. As the “padded 
knickers” example illustrates, it is neither “unscientific” nor “biased” to employ rhetori-
cal techniques to get an audience to frame a problem in a new light.

In analytic logic, “evidence” might be thought of as that which is provably true (as 
in, “Socrates is a man; all men are mortals; therefore, Socrates is mortal”) or probably 
true (in the sense of Bayesian notions such as odds ratios, effect estimates and confi-
dence intervals). But in rhetorical argument, the bounds of rationality extend to what 
is plausibly true – that is, “evidence” is whatever will convince a reasonable audience. 

In their polemical work, The New Rhetoric, Perelman and Olbrechts-Tyteca 
(1971: 45) showed that rhetorical argumentation techniques persuade by increasing 
the “intensity of adherence among those who hear it in such a way as to set in motion 
the intended action.” There are, of course, implicit agreements within particular audi-
ences, expressed by their shared language (e.g., jargon, professional practices) and the 
initiation required to join such a group. There are also “preferable premises” – that is, 
values, value hierarchies and loci (preferences of one abstraction over another, which 
are the basis of value hierarchies). All these form what are known as the audience’s 
points of departure.

Taking account of points of departure, the arguer uses rhetorical schemes, such 
as association or dissociation. Association brings together through metaphor or anal-
ogy elements that were seen as separate (“we value the input of independent experts; 
X is an independent expert”). Dissociation does the opposite; it separates elements 
previously assumed to be part of a whole (as in “that ‘peer reviewed journal’ was actu-
ally published by the pharmaceutical industry”). Argumentation can be viewed as 
a performance of “regulated disputation” held according to agreed rules of engage-
ment. Fallacies (that is, things an audience rejects in an argument) are seen as the 
non-adherence to these agreed rules (van Eemeren et al. 1996). Any argument can be 
systematically deconstructed to expose the use of rhetorical devices such as association 
and dissociation, and to expose the (unwritten) rules that the audience uses to accept 
(as rational) or reject (as fallacious) the conclusions and recommendations made by 
different players.

Applying these concepts to policy making, Schon and Rein (1990) have suggested 
that difficult policy making tasks should be faced by acknowledging that controversy 
is inherent in such work. The way to deal with this inherent and irreducible messiness 
is not to produce more rigorous, more relevant, less ambiguous, more timely or more 
appealingly presented evidence but for policy makers to develop a better awareness of 
their own behaviour as players in the argumentation game.

Reflection on the underlying differences that lead to frustrations and conflicts 
– differences of backgrounds, values, norms and on what constitutes evidence (the 
points of departure) and therefore what follows as acceptable conclusions or actions 
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(rules of engagement) – is a critical step for managers and policy makers in moving 
towards a new rationality of policy making (that is, one in which a linear link between 
evidence and policy is explicitly rejected, and in which the skills of argumentation are 
acknowledged, promoted and reflected upon rather than dismissed as underhand, 
biased or “anecdotal”). 

Jeremy Grimshaw, who heads the Cochrane Collaboration’s Effective Practice and 
Organization of Care Group, has recently lamented that despite 30 years’ research, 
we still lack a generalizable evidence base to inform management and policy making 
(Grimshaw et al. 2004), but his proposed solution – that we should do more of the 
same research, only bigger and better – is naive. There never will be a “generalizable evi-
dence base” on which managers and policy makers will be able to draw unambiguously 
and to universal agreement, and however hard we strive for methodological rigour in 
systematic review, there never can be a policy that is unambiguously “evidence based.”

Where does this leave us? The “new systematic review methodology” – prag-
matic, pluralistic, context-sensitive and cutting its cloth according to local resources, 
needs, contexts and timescales – is an important epistemological breakthrough. 
Disseminating its principles, and raising awareness of the growing range of tools and 
techniques available to the methodologically discerning reviewer (Dixon-Woods et al. 
2005; Lavis et al. 2005b; Pawson et al. 2005; Greenhalgh et al. 2005; Lomas 2005), is 
a high priority. But equally important is the task of disabusing the healthcare commu-
nity of the misconception that policy making is, or ever could be, “evidence-based” in 
the way this term is conventionally construed. 

A more fruitful, and certainly more original, use of research funding would be to 
promote and evaluate the training of policy making teams in the art of rhetoric, and 
particularly in what Schon (1990) has called “frame reflective awareness,” designed to 
ensure that the players in the policy making drama acknowledge and take account of 
their respective points of departure. Making explicit the values and premises on which 
each side has built its case will not only highlight “evidence gaps” more systematically 
but will also generate light rather than heat at the policy making table. 
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This guide aims to support the
implementation of the national Teenage
Pregnancy Strategy. It draws together
promising practice and evidence to support
the effective use of Theatre in Education 
(TIE) as a method of delivering sex and
relationship education (SRE) in schools and
community settings. It is intended for use by
health and social care commissioners, theatre
companies, teachers, youth workers, teenage
pregnancy coordinators, and all those
interested in knowing more about how best
to use TIE to enhance SRE.

Theatre in Education approaches are
increasingly being seen as a dynamic,
sensitive and interactive way of delivering
and supporting SRE for young people. The
use of TIE is encouraged specifically by the
Department for Education and Employment
in its guidance on SRE; by Ofsted as a good
way to provide curriculum enrichment; and
by the Sex Education Forum.

What is TIE?

Theatre in Education began in the 1960s. 
It is an umbrella term describing the use of a
scripted, live piece of theatre which is linked
to an interactive workshop designed to
explore issues further. Drama-based teaching
methods including role playing, forum
theatre and hot-seating may be used within
the performance and workshop.

Theatre in Education is designed to enable
young people to raise questions and discuss
sensitive issues that they may otherwise

avoid; to practise communication,
negotiation and decision-making skills; and
to consider issues relating to self-esteem,
peer pressure, stereotypes and sexuality.

Characteristics of good practice

There is general consensus in the literature
about the characteristics of good practice. 
A TIE project appears to work best and most
effectively when:

• The programme is an integrated part of a
wider SRE curriculum (either formal or
informal) and consolidates learning
acquired through previous work

• Staff (eg teachers, youth workers, project
workers) are aware of, and committed 
to, the considerable planning and
organisation required, and ensure close
liaison with the theatre company through
an identified member of staff with good
management skills

• There is a long lead-in time (up to a year is
suggested in several studies), and planning
and implementation take place within the
same academic year

• Staff involved attend a preview performance
– this is an important way of ensuring staff
are fully aware of what is going to happen,
and can prepare young people in advance,
undertake follow-up work, and ensure the
work is built into the wider SRE curriculum

• The theatre company provides a
teaching/resource pack that outlines

Summary
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preparatory and follow-up activities for
teachers or youth workers, and staff are
given training in how to use it

• A discussion-based workshop is offered
after the TIE performance, with groups no
bigger than class size, run by appropriately
trained facilitators who may or may not 
be actors

• The actors are credible, use language
young people relate to, have a similar
accent and include some reference to local
places and current issues; actors who
reflect a range of ethnicity, sexuality,
gender and appearance may also increase
credibility

• The actors or workshop facilitators are
trained and supported in sexual health
and educational issues such as behaviour
management and child protection
procedures

• Careful consideration is given to the role
of staff members during the workshops,
and this role is agreed in advance with the
theatre company

• The programme targets messages or
information that address specific
misconceptions held by the audience

• The programme is evaluated as part of the
wider curriculum of SRE work

• Information about local health services is
provided to ensure follow-up, and
confidential support is available to young
people.

Commissioning and developing 
TIE projects

TIE productions can be either bought ‘off the
shelf’ (pre-existing plays) or developed from
scratch. Developing a project from the 
start will be more time-consuming and
resource-intensive, but allows for greater
engagement of young people in planning
and implementation, and enables the
development of a piece that meets specific
needs.

To maximise the educational opportunities of
any TIE project, forward planning with a
realistic lead-in time is essential. Issues such
as sustainability and multi-agency partnership
working also need to be considered from the
beginning of the project.

The most effective way of deciding if a
theatre company is right for your project is to
preview performances they have already
produced, request copies of evaluation
packs, and talk to other commissioners or
youth projects they have worked with. An
initial meeting will give an idea of their levels
of knowledge and experience. It is also
important to take up references and establish
whether the actors manage both the
performance and workshop element well.

When a new piece is being developed, the
following issues should be considered:

• Clear parameters are needed regarding
style, tone and expected outcomes, and to
identify the educational processes required
to achieve them

• Be realistic about the timescale and allow
plenty of time for each stage of the
process – identifying possible theatre
companies and partner agencies, viewing
their work, negotiating the project,
consulting young people and other
partners, developing the script, recruiting
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actors, piloting, organising preview
sessions, rehearsing, planning a
performance schedule, planning an
evaluation, and agreeing a clear focus for
the follow-up workshop

• Shorter, snappier pieces are often more
effective – they are easier to produce and
can address specific issues, allowing more
time for post-play discussions.

And when commissioning an off-the-shelf
performance:

• Note any changes or amendments for
your particular situation, eg minor
modifications of the script or characters,
use of language, slang etc.

• Establish whether the same actors will be
available or if the company needs to
recruit new actors, eg to reflect the
diversity of the local population

• Localise the piece in relation to place
names, football teams etc., and ensure
links are made to local services.

Commissioners’ responsibilities

Once you have considered all the questions
above and chosen a theatre company to
work with, you will need to address the
following additional responsibilities to ensure
a high quality project.

Agreements and contracts
It is necessary to ensure clearly written and
signed agreements and contracts are in place
with the theatre company and writers, and
with all other agencies involved. 

Value base
It is important to establish that the theatre
company shares the same value base for the
work, to ensure the messages and content 
fit in with an overall SRE curriculum and do
not promote conflicting messages to young
people.

Timetable
Commissioners need to provide a clear
timeline for implementation of the project,
including deadlines for key aspects such as
the production of teaching packs; to ensure
time for preview; and alteration by key
partners if needed.

Policy and procedures
Commissioners, schools and youth centres
need to ensure TIE companies are fully
appraised of local child protection procedures
and relevant SRE and PSHE policies of schools,
youth services or social services, including
relevant guidelines regarding visitors, and that
they understand the implications for their
work. They will also need to ensure legal
requirements are met, eg insurance, public
liability, health and safety.

Finally, commissioners need to consider from
the beginning how the project might be
evaluated.

Involving young people

Involving young people in all stages of a TIE
performance is likely to lead to a more
successful project that is meaningful and
relevant to their needs. To achieve this:

• Involve young people from schools, youth
settings and care settings in a review of their
current SRE and discuss with them the
potential use of TIE – this will generate ideas
about key issues to explore, the local
context, and potential sites for performances

• If you are developing a new project,
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ensure young people are involved in the
steering group or planning stages

• If possible, ask some young people to
preview a range of productions and give
feedback – many TIE companies have
produced videos of their plays, so this may
not be expensive

• Find out if there is a local youth theatre
company or students from drama courses in
your area that you may be able to work with

• Always pilot a new production with a
group of young people

• Ensure the workshop and any follow-up
work are interactive, and allow for discussion
and exploration of the issues raised

• Think about how young people can be
involved in the evaluation process

• Consult up-to-date resources about youth
and participation work to improve youth
involvement.

Implementing and managing TIE
projects

Schools, youth clubs and other settings 
have a responsibility to ensure a safe and
supportive environment is provided so that
TIE is a positive experience for young people.

To get the best from the performance and
workshop:

• Ensure all staff working with young
people and attending the performance
have been fully briefed

• Ensure the TIE company has been briefed
about the SRE policy underpinning the work

• Make sure the TIE company and attending
staff are all clear about, and work within,

agreed boundaries for the work (eg
confidentiality), and have agreed who will
take responsibility for managing behaviour
and discipline and leading workshop
discussions

• Ensure other local practitioners (eg school
nurses, social work staff, part-time youth
workers) have been invited to the
production – this will help to enable
informed follow-up work

• Make sure copies of local services
information are available for distribution –
check whether the theatre company is
bringing this information or whether the
lead contact at each venue is responsible
for ordering it in advance

• Agree the optimum audience size for both
performance and workshops

• Check that your performance space is
large enough for young people to sit
comfortably and meets health and safety
requirements

• Write a short pack with specific activities
for teachers or youth workers to use that
relates to the play and situations that have
arisen – this ensures continuity of the
work, and reinforces learning and
exploration of issues raised in the play.

Exploring and challenging
stereotypes

An important issue in using TIE is how to
challenge, rather than reinforce, stereotypes –
an explicit exploration and discussion of these
issues as part of the process can develop
young people’s skills to challenge stereotypes
related to image, sexual behaviour and
sexuality. TIE and drama techniques are
considered particularly effective ways of
engaging boys and young men.
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Working with the wider community

A good TIE project will be talked about at
home and with friends – rolling out TIE
projects into community settings can help
raise awareness of key issues in the wider
community and with partner agencies. This
may also provide greater opportunities for
joint funding of projects and links to
neighbourhood renewal.

Working with young people with
special needs

Most theatre companies aim to ensure their
plays are accessible to young people of
varying needs and learning abilities. TIE can
be adapted to suit the needs of different
groups – it may be appropriate for the
performance to be broken down into smaller
pieces, or to stop the action by freeze-
framing to allow for review.

Evaluating TIE projects

Every piece of work is unique and needs its
own evaluation to discover whether the
project has achieved its objectives. Three main
kinds of evaluation can be undertaken: process
evaluation, an ongoing evaluation that focuses
on the delivery or process of a piece of work;
impact evaluation, which identifies immediate
achievements, particularly in relation to the
objectives of a piece of work; and outcome
evaluation, which concentrates on identifying
the longer-term outcomes.

Planning an evaluation
Given the importance of evaluating not only
the end result of a piece of work, but also the
process that got you to that point, it is crucial
that the evaluation is planned at the outset and
not left until the project has finished. Issues to

consider when planning an evaluation include:

• What are you trying to find out by
evaluating the project?

• What information will give you the
answers to your evaluation questions?

• What tools will you use to collect the
information?

• Who do you want to collect the
information from?

• How big do you want the evaluation to
be, and have enough time and resources
been built in to achieve this?

• What will you do with the findings?

There is considerable value attached to involving
young people in the evaluation process – they
are likely to know the best way to access the
views of other young people. Sufficient support
must be provided, as well as a commitment to
acting on the findings. The theatre company can
also play a part in evaluation – companies will
often carry out a user satisfaction questionnaire
at the end of a project, and it is possible to agree
a more comprehensive evaluation role for the
company when agreeing the project terms.
There is also scope for working with external
researchers on an evaluation – the additional
skills and resources this provides are especially
useful if an assessment of outcomes is required.

While undertaking an evaluation of your TIE
programme may seem like an additional piece
of work, it is good practice and, if well
planned and executed, is an effective way of
ensuring both current and future work is
based on a real understanding of what works.
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This guide was commissioned by the Health
Development Agency (HDA) to support the
implementation of the national Teenage
Pregnancy Strategy. It aims to draw together
current promising practice and support the
effective use of Theatre in Education (TIE) as
a method of delivering sex and relationship
education (SRE).

The national Teenage Pregnancy Strategy
aims to reduce the number of under-18
conceptions by half by 2010, and to set a
firmly established downward trend in
conceptions among under-16s. The Social
Exclusion Unit’s report Teenage Pregnancy
(SEU, 1999) places special emphasis on
improving the quality and range of SRE. It
highlights, in particular, research into young
people’s experiences that suggests ignorance
is still a key risk factor for teenage pregnancy.
A recent review of research into the
effectiveness of interventions to reduce
teenage conceptions (HDA, 2003) indicates
that there is good evidence that school-based
sex education is effective at reducing
conception rates. It can be especially effective
when linked to contraceptive services.

TIE approaches are increasingly being seen as
a dynamic, sensitive and interactive way of
delivering and supporting SRE for young
people. The use of TIE is encouraged
specifically by the Department for Education
and Employment in its guidance on SRE (DfEE,
2000); by Ofsted as a good way to provide
curriculum enrichment (Ofsted, 2002); and by
the Sex Education Forum (2000). There is a
wealth of information available about
effective SRE delivery, and TIE should be seen

as a method of enhancing provision as part of
an ongoing programme of SRE both in school,
and in out-of-school settings such as youth
clubs and community theatres. TIE is also used
as a method to support the delivery of other
personal, social and health education (PSHE)
and citizenship curriculum topics, and readers
may find it useful to refer to other recent
guides, for example on the use of TIE for drug
education (Drugscope, 2003).

Aims

This guide provides information for health
and social care commissioners, theatre
companies, teachers, youth workers, and
those interested in knowing more about how
best to use TIE to enhance SRE. It is intended
either to be read as a whole, or dipped into
to support specific stages in the planning
and delivery of TIE projects. The guide is
structured as follows:

• Why use TIE? (page 15) presents an 
overview of the evidence base and 
research related to the use of TIE 

• Commissioning and developing TIE
projects (page 21)

• Implementing and managing 
TIE projects (page 29)

• Evaluating TIE projects (page 35).

The guide includes case studies of promising
practice which were identified via a rapid
mapping exercise. The case studies were
specifically selected as meeting a majority of
the characteristics of good practice, as outlined
on page 19. These characteristics are based on

Introduction
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the available evidence identified in the
literature review. The case studies are also
included to illustrate the range of different
approaches and settings in which TIE is
developed. However, case studies can only give
a snapshot of the overall project, and contact
details are provided for those wanting further
information. Evaluation reports are also
available. The appendixes provide additional
background information, and materials and
proformas that may be photocopied.

How this guide was developed

The guide was developed following:

• A review of published and unpublished
literature

• A rapid mapping exercise based on a
questionnaire sent out to all healthy
schools and teenage pregnancy
coordinators in England, which identified
50 TIE projects

• Telephone interviews with TIE project
commissioners and theatre companies

• Identification of 10 promising practice
case studies and follow-up visits with
commissioners, theatre companies and
young people

• Interviews with groups of young people
who had been involved in watching or
developing TIE performances.

The views, experiences and participation of
young people were proactively sought to
inform this work. It is essential that all
agencies involved in the delivery of SRE
continue to seek young people’s views on
their sexual health needs and their
experiences of SRE. It is also important to act
on the needs identified by young people, 
and the growing evidence base on effective

SRE delivery that emphasises a need to
explore attitudes, feelings and skills alongside
biological facts. It is time to move on from
approaches that are still seen by many as
being too little, too late, and too biological. 
In particular, there is a need to appreciate that
using enjoyable, interactive and fun activities
is an effective way of engaging young people
in exploring a wide range of relevant issues.

What is TIE?

TIE is usually recognised to have begun 
in the 1960s at the Belgrade Theatre in
Coventry. Using ‘the techniques and
imaginative potency of theatre in the service
of education’ (Jackson, 1993), TIE has been
used over the years to engage young people
in issues relating to their lives in an
absorbing and stimulating way.

Theatre in Health Education (THE) is a later
term, used to describe TIE’s use specifically 
in supporting work in the PSHE curriculum 
of schools and other educational
establishments. In the 1980s and 1990s, 
TIE was further developed to meet the
challenges of HIV and AIDS education, which
contributed significantly to the educational
agenda and enabled both companies and
commissioners to go on and develop
challenging new work. It is clear from the
research and the questionnaires returned to
inform production of this guide that there are
many different views of what constitutes TIE.
Theatre in Education is an umbrella term
describing the use of a scripted, live piece of
theatre which does not stand alone, but
which is linked to an interactive workshop
designed to raise and explore issues further.
This performance-based work – usually
including workshops to reinforce learning, as
well as drama-based teaching techniques
such as role playing, forum theatre and hot-
seating – has increasingly taken its place in
the PSHE and SRE curricula in schools. In

‘It got the point across

that if you have a child

early then it’s not just all

fun, it’s hard work ... but

they didn’t do it in a

serious totally boring way,

they made it fun as well,

so they really got their

point across – they didn’t

make it so we were all sat

there falling asleep, it was

interesting and to the

point’
(young woman)

‘The potential of drama to

educate and act as an

agent of change has been

acknowledged throughout

history, but only in the

twentieth century has that

potential been fully

developed’
(Wright, 1993)
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many cases the audience’s role is extended so
that they have some responsibility for the
play’s development, or the chance to engage
with characters after the initial presentation,
using a variety of drama techniques. Some of
the most popular techniques are listed below.

Forum theatre
This is a popular type of workshop/
performance, and is a sequencing technique
with stop-start action. The play is performed
once without interruption, with the
characters facing a number of dilemmas and
choices. The young people are encouraged to
step into the characters’ shoes and think
about how they might have handled things
differently. Scenes from the play are repeated,
and the young people are invited to stop 
the action and intervene. They can improvise
with the actors, or direct them, trying out
alternatives and examining consequences.
The forum is facilitated by someone who
questions, encourages and summarises,
ensuring that everyone’s voice can be heard.

Monologues
These are also popular, and there is a cost
advantage as they do not require a large cast
or complex scenery. However, to be most
effective, monologues should be based on
clear, strong messages. Monologues are
usually followed by hot-seating, which allows
the actor to answer questions in role. As in all
types of TIE, this requires skilled facilitation.

Truth-seating and hot-seating
Hot-seating and truth-seating use similar
techniques of questioning actors in role.
When in the truth seat, the character must
speak the truth; this is particularly useful
when dealing with feelings. At any time the
audience can tap a character on the shoulder
and freeze-frame the action. The character
must then tell the truth about what they are
feeling at that moment. While this is similar
to hot-seating, it differs in the truth aspect.
In hot-seating, the actor or actress stays in

character and answers questions in role –
which may include responding according to
the situation they are in, but not necessarily
telling the ‘truth’.

Freeze-framing
The action is stopped at any given point by a
facilitator or audience in order to ask questions,
for discussion, or to explore alternatives.

Workshops
Post-performance workshops include a 
focus on developing young people’s skills or
exploring attitudes, and are usually run by the
actors involved in a production, or someone
with a facilitation role from the TIE company.

Key points

Most young people and adults see TIE as a
highly enjoyable experience. It can offer a
supportive environment, and a fresh experience
away from the norm. It uses a variety of
interactive drama techniques, and should be
seen as enriching SRE rather than replacing an
ongoing programme of work. TIE is particularly
designed to enable young people to:

• Raise questions and discuss sensitive issues
that they might otherwise avoid

• Participate through small-group work and
role play

• Practise communication, negotiation and
decision-making skills

• Have the opportunity to consider issues
relating to self-esteem, peer pressure,
stereotypes and sexuality.

‘Don’t dismiss

monologues, they can be

very powerful. It’s not easy

to ignore someone live 

in front of you with a 

story to tell’
(commissioner)

‘I thought the play was

very entertaining, I

especially liked the part

where we asked people in

character questions‘
(pupil)

‘It is the workshop

element that is often the

driver in commissioning, as

it can be very powerful 

in extending and

consolidating learning‘
(commissioner)
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‘I think it was quite good

how it looked at the father

... now you know how it

would be for the father,

normally you get the

woman and how to deal

with, like, a pregnancy and

when you’ve had a baby,

and what she gets up to

but you’re never shown

how the guys are feeling,

like not being able to go

out and things like that‘
(young man)

Since the summer of 2000 the forum theatre

production Sex FM – a partnership between

Enfield and Haringey Teenage Pregnancy Team,

theatre companies (Art Start and Chameleon

Arts) and the local education authorities – has

been successfully touring schools across Enfield

and Haringey as part of an SRE programme

within the PSHE framework. It is designed to

build confidence and teach life skills. It is an

exciting and interactive performance which

places year 9 and 10 pupils at the heart of the

action and encourages them to take part in

discussions about teenage pregnancy and

sexually transmitted infections.

The performance uses two short stories. One

revolves around the pressures facing a young

couple who have been in a relationship for six

months, their decision to have sex for the first

time, and the young woman subsequently

finding out that she has chlamydia. The second

story focuses on a young woman who is the

main carer for her family at home, who gets

drunk at a party and is pressured into having

sex. The boy involved, who is a virgin, is also

responding to peer pressure. After an

unsuccessful attempt to obtain emergency

contraception, the young woman ends up

facing an unwanted pregnancy. The stories are

enacted once in their entirety, then replayed as

forum theatre with young people stepping in

to stop the action at different points,

suggesting different outcomes or decisions to

be made by the actors. This enables them to

take the lead in trying out different options

and exploring consequences, with the aim of

finding ways to achieve more positive

outcomes.

Each year, teachers and school nurses are

invited to in-school teacher training (INSET

sessions) to prepare them for the play. Due to

low attendance at a centrally based training

venue, it was decided that the training should

be organised at each school. A teaching pack

and pre- and post-performance sessions are

also provided. Despite the extra costs involved,

this has been highly effective in engaging

teachers and improving communication

between schools and the theatre companies.

Sex FM Forum Theatre
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The value of TIE

Research shows that to be effective in
meeting public health objectives and to
ensure young people’s interest and
involvement, SRE needs to be taught using
active and experiential learning. Among the
benefits of active learning methods are:

• They can be successfully used with groups
of all ages and abilities

• Children, young people and adults find
them enjoyable

• Pupils have to respond to the content 
as well as to the values, feelings and
opinions of others

• Different life experiences are
acknowledged and explored.

The use of TIE in particular is cited in
government guidance as a way to help
young people ‘discuss sensitive issues and
develop their decision-making skills in a safe
environment’ – it is a distancing technique
that can help depersonalise discussion and
protect pupils’ privacy (DfEE, 2000).

The indicators for good TIE to a large extent
mirror good practice and guidance on the
delivery of effective SRE (HDA, 2001).
Guidance states that effective SRE should:

• Empower children and young people

• Offer a positive and open view of sex and
sexuality, and support sexual self-
acceptance

• Be well linked to local contraceptive
services

• Be sustained by working within a
theoretical framework

• Meet local needs

• Ensure the entitlement of all children to
SRE, and undertake specific work to meet
the needs of vulnerable and marginalised
children and young people

• Be provided early, before puberty

• Reinforce value messages

• Focus on risk reduction

• Use active learning and participatory
messages

• Ensure that children and young people
have a critical awareness of the messages
that are portrayed in the media.

TIE approaches have the flexibility to address
all these challenges when developed
according to the following good practice
guidance, which is based on a growing
evidence base.

‘People can be

embarrassed to ask

questions, but the way

they did answer made you

less embarrassed‘
(pupil)

Why use TIE?
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Evidence to support TIE

A number of research and evaluation studies
have been carried out exploring the
effectiveness of TIE as a tool for teaching SRE
and other personal, social and health-related
issues. These studies range from formal
academic research papers to a large number
of unpublished, smaller scale, internal
evaluation reports. A review of this literature
has been undertaken to assess the impact
and outcomes of the technique.

Many studies have sought to measure the
impact of TIE on sexual and relationship
knowledge, attitudes and behaviour of young
people through pre- and post-intervention
testing (Probart, 1989; McEwan et al., 1991;
Wright, 1993; Kerr and MacDonald, 1997;
Poulsen and Fouts, 2001; Starkey and Orme,
2001), in some cases comparing change to
those observed in a control group that
received no intervention or a more traditional
form of SRE (Whiteman and Nielsen, 1990;
Denman et al., 1995; Elliott et al., 1996;
Hecht et al., 1993; Evans et al., 1998; Harvey
et al., 2000). Others are more qualitative in
their approach, seeking to gain an insight
into the processes of the TIE approach (Blakey
and Pullen, 1991; Taylor, 2000). 

There are also examples of more creative
attempts to evaluate projects using
participatory games and activities (Douglas et
al., 2000). Some commentators highlight the
complexity of the TIE approach, and argue
that its success should be judged not 
purely on outcomes relating to knowledge,
attitudes and behaviour (Denman et al.,
1995), but also on issues such as its ability to
create effective dialogue about sensitive issues
and to engage appropriately with young
people. Some suggest that considerable work
still needs to be done to develop appropriate
tools for measuring the effectiveness of TIE
(Wright, 1993; Dunne, 1994).
The papers reviewed for this guide included

a wide sample of studies, with the criteria for
inclusion focusing on clarity of aim, relevance
of the study, and whether a systematic
method was employed. A problem
associated with reviewing the evidence is 
the difficulty of generalising findings, due 
to the complex and diverse nature of TIE
programmes. Studies tend to focus on the
impact of a TIE intervention in isolation, not
in the wider context of the school’s SRE
curriculum. Finally, studies tend to measure
very short-term, immediate impact, and there
are few that undertake longer-term or
follow-up studies.

Potential outcomes of TIE

Despite the above difficulties associated with
evaluating TIE interventions, there are some
key points about its general effectiveness
and outcomes that can be drawn from a
study of the available literature.

An innovative learning tool
There is overwhelming agreement that
students find TIE to be an engaging,
interesting and enjoyable medium for
learning (Evans et al., 1998; Anon., 1999;
Salmon, 2000; Taylor, 2000; Department of
Sociology and Social Policy, 2001). Studies
have shown that students appreciate the
participatory nature of the work (Denman et
al., 1995), and that it is an effective medium
for generating discussion about sensitive
issues (Blakey and Pullen, 1991).

Many studies have also examined 
the teacher’s perspective, and have
demonstrated that teachers also feel TIE is 
an extremely effective learning tool and a
valuable aid in delivering the SRE programme
(Orme and Starkey, 1998; Salmon, 2000;
Department of Sociology and Social Policy,
2001). A theme that runs throughout the
literature is that there is rarely any concern
expressed by parents over the use of TIE to



A GOOD PRACTICE GUIDE

|17

explore SRE issues. During initiatives that
have actually involved parents, there is some
evidence that it stimulated discussion
between parents and their children about the
issues (Orme and Starkey, 1998).

Increasing knowledge
Agreement does not exist among studies,
however, regarding the impact of TIE on the
knowledge levels of participants. There are
studies that have demonstrated an increase
in knowledge (Denman et al., 1995; Orme
and Starkey, 1998; Harvey et al., 2000;
Starkey and Orme, 2001), although
improvement was often only slight. Other
studies conclude that TIE has no impact at all
on knowledge levels (Probart, 1989; McEwan
et al., 1991; Elliott et al., 1996; Firmstone
and Jenkins, 1999). There is a suggestion
that, where knowledge levels have improved,
it is because specific misconceptions have
been identified among this group and those
knowledge gaps have been targeted by the
TIE work. In these cases, pre-existing
misconceptions have been rectified (Denman
et al., 1995). There is also some evidence
that a TIE performance without an
accompanying workshop providing an
opportunity to process and consolidate
learning is far less effective (Hecht et al.,
1993). It is also important to note that, in
many studies, pupils already had relatively
high levels of knowledge of HIV and sexual
health-related issues.

Influencing attitudes
There is some evidence that TIE can be
effective in influencing attitudes in a positive
way (Denman et al., 1995; Harvey et al.,
2000; Starkey and Orme, 2001), and that it
is a potentially useful tool for influencing
emotive issues such as empathy and anxiety.
Again, there is not complete agreement
regarding the degree to which this can
happen, but several studies show that TIE is
more powerful in influencing emotions and
feelings than in factual learning (McEwan et

al., 1991; Firmstone and Jenkins, 1999).

Influencing behaviour
There is very little conclusive evidence
available on the impact of TIE on behaviour.
This is, in part, due to the difficulty of
measuring behaviour change in short-term
studies. There is a small amount of research
that shows improvements in intended rather
than actual behaviour, or that strategies
provided during the intervention to deal 
with situations have been used after the
performance (Hecht et al., 1993; Evans et al.,
1998; Harvey et al., 2000; Salmon, 2000).

Cost effectiveness
There are no rigorous studies on the cost
effectiveness of TIE, although one study did
look at the cost implications and concluded
that TIE is an expensive medium when
compared to other health promotion
interventions (Elliott et al., 1996).

Experiences of TIE

The quotes in the margin were gathered during
the research for this resource, and highlight
some of the typical views and experiences of
people who have used this approach.

A variety of viewpoints are illustrated in the
quotes, highlighting the need to ensure 
TIE projects are carefully thought out and
planned. Issues such as the inappropriateness
of scripts, plays not reflecting the diversity of
issues, and not presenting issues in a balanced
way can be tackled in the very early stages,
particularly if a play is being commissioned
from scratch. These issues are explored in
more detail in the next section. Careful
planning and preview of plays being bought
off the shelf should also ensure the
production chosen meets the needs in a
particular area, and is relevant to young
people in that area.

‘It opened my eyes’
(young person)

‘Drama allows issues to be

tackled imaginatively and

interestingly by outside

parties who are more

detached than teachers‘
(teacher)

‘It’s representing what

happens in society ... but

because it was funny, the

people who would like

normally make fun of

things like that, they just

laughed, and joined in and

listened, ... not just saying

I ain’t listening to this, I’m

just too great for this’
(young man)

‘I do not intend to use TIE.

It’s difficult to sustain; it’s

usually good drama but

educationally unsound.

Schools do not have the

resources to include it as

part of the curriculum. 

It makes SRE an

afterthought, and there

often isn’t the capacity to

follow up‘
(healthy schools

coordinator)
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The difficulty of sustaining TIE also needs to
be considered early in the planning stages.
Project commissioners, schools and other
youth services need to discuss whether it is
useful to have a one-off performance or TIE
tour in a particular year or for a particular
group, which it may not be possible to
continue in the future. This approach can still
have value in the short term, particularly if it
is tackling an issue for which there are not
many other good resources, or as enrichment
of a planned and ongoing programme of
SRE work.

Many evaluations of TIE initiatives have
focused on the processes of project
development and implementation, and we
can learn a great deal from these studies
about the conditions that need to be in place
for objectives to be met. An effective TIE
project can be defined as one that meets 
the objectives it has set out to achieve, and
these will vary for different projects and
approaches. There appears to be general
consensus in the literature about the
characteristics of good practice, as outlined
in Checklist 1.

‘... you don’t have to

listen to them say all this

stuff that you didn’t really

want to know cos it’s 

not that important, but 

it said most of the

important points without

boring you to death‘
(young man)

‘No (we don’t normally

get this at school) that’s

why I thought there was

something different and

distinct about it ... yeah ...

it showed emotions of

people and you don’t

usually get that ... how

people are feeling from

the normal ... normally

they show videos‘
(pupil)

‘Perhaps the most

significant impact of the

TIE programme is the

extent to which the

planning and delivery

teams have succeeded in

changing the culture and

attitude to SRE in the

schools‘
(independent evaluation 

of a TIE project)
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‘TIE is an excellent way of

exploring SRE issues. Pupils

look at the issues via the

characters, thus reducing

the difficulties of the work

becoming personal. Pupils

who are sexually active

make the connections

themselves but those who

are not will use the

characters to explore the

issues. This technique also

helps adults overcome

some of their fears‘
(commissioner)

‘Much of the TIE I have

viewed has only shown 

a negative view of

pregnancy – the drama

needs to be balanced‘
(teacher)

‘SRE is best taught by

teachers (who are trained)

and using a couple of good

resources. The cost of a TIE

performance can go a long

way in providing this‘
(healthy schools

coordinator)

A TIE project appears to work best and be most

effective when:

• The programme is an integrated part of a

wider SRE curriculum (either formal or

informal) and consolidates learning acquired

through previous work

• Staff (eg teachers, youth workers, project

workers) are aware of, and committed to,

the considerable planning and organisation

required, and ensure close liaison with the

theatre company through an identified

member of staff with good management

skills

• There is a long lead-in time (up to a year is

suggested in several studies), and planning

and implementation take place within the

same academic year

• Staff involved attend a preview performance

– this is an important way of ensuring staff

are fully aware of what is going to happen,

and can prepare young people in advance,

undertake follow-up work and ensure the

work is built into the wider SRE curriculum.

If only one staff member can attend a

preview performance, there should be a

mechanism for feeding back and sharing key

issues to other staff who will be involved

• The theatre company provides a

teaching/resource pack that outlines

preparatory and follow-up activities for

teachers or youth workers, and staff are

given training in how to use it

• A discussion-based workshop is offered after

the TIE performance, with groups no bigger

than class size – these workshops should be

facilitated by appropriately trained facilitators,

who may or may not be the actors themselves

• The actors are credible, use language the

young people relate to, have a similar accent

and include some reference to local places

and current issues; actors who reflect a

range of ethnicity, sexuality, gender and

appearance may also increase credibility

• The actors or workshop facilitators are

trained and supported in sexual health issues

and educational issues, such as behaviour

management and child protection

procedures

• Careful consideration is given to the role of

the teacher, youth worker or other staff

members during the workshops, and this

role is agreed in advance with the theatre

company

• The programme targets messages or

information that address specific

misconceptions held by the audience

• The programme is evaluated as part of the

wider SRE curriculum

• Information about local health services 

is provided to ensure follow-up, and

confidential support is available to young

people.

Checklist 1 – characteristics of good practice
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This section outlines key issues to consider in
developing and commissioning TIE projects.
TIE productions can either be bought ‘off
the shelf’ (pre-existing plays), making use of
one-off or short-term funding opportunities,
or can be developed from scratch as longer-
term projects based on local need. This
section explores issues of relevance to both
approaches. To maximise the educational
opportunities of any TIE project, forward
planning with a realistic lead-in time is
essential. Lead-in times for the case studies
presented here were up to a year or more in
many cases. They have also considered from
the beginning issues of sustainability and of
multi-agency partnership working. It is
important to identify partners and allies in
the project, even before looking for a
theatre company.

Choosing a TIE company and project

There are a very large number of TIE
companies currently operating in the UK,
ranging from small companies offering
occasional set pieces, to established
companies that tour nationally. The key to
successful TIE commissioning lies initially in
the planning and contracting of a company.

A database of TIE companies and projects
identified in researching this guide can be
found on the Teenage Pregnancy Unit’s
website (www.teenagepregnancyunit.gov.uk),
alongside a copy of this guide, although 
this is not an exhaustive list and does not
constitute a recommendation. The former
Theatre in Health Education Trust’s

information on productions and projects is
also now available through the National
Network for the Arts in Health
(www.nnah.org.uk), and additional useful
contacts are listed on pages 40-42.

Most commissioners start by looking for a
recommendation, then preview an
established piece at a live performance.
Others may be looking to develop very
specific pieces, or pieces for particular groups
of young people, and will commission from
scratch. Developing a project from scratch is
likely to be more time-consuming and
resource-intensive, although it allows for
stronger engagement of local young people
in the planning and implementation process,
and enables the development of a piece 
that meets specifically identified needs.
Developing a new piece can involve working
with an established TIE company, local youth
theatres or small drama companies.

The most effective way of deciding if a theatre
company is the right one for your project is 
to preview performances they have already
produced, request copies of evaluation packs,
and talk to other commissioners or youth
projects they have worked with. An initial
meeting will give an idea of their levels of
knowledge and experience. It is also
important to take up references and establish
whether the actors manage both the
performance and workshop element well.

Larger and more established companies will
tend to have more experience and better
publicity materials, but smaller local theatre
groups are often more aware of the local

‘Our project does not

stand entirely alone; we

are proud to have been a

small part of a huge team

of professionals within the

health, education and

youth services, among

others, who work

continuously to educate,

re-educate and facilitate

the self-expression of

young people across the

borough‘
(TIE company)

Commissioning and developing 
TIE projects
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Buying an off-the-shelf performance

• Note down anything you feel might 
need to be changed or amended for 
your particular situation, eg minor
modifications to the script or characters,
use of language, slang.

issues, and are often able to work creatively
around budgets and timescales. Larger
companies may be able to support smaller
local companies in producing their plays.

There are additional specific issues to
consider, depending on whether you are
looking for an off-the-shelf production or
developing a piece from scratch.

Developing a new piece

• Don’t rule out companies working in other
parts of the country – some are more than
willing to travel.

• When commissioning a new piece it is
necessary to set clear parameters on style
and tone – it is also important to be clear
about expected outcomes and to identify
the educational processes required to
achieve them.

• Be realistic about the timescale and allow
plenty of time for each stage of the
process – this will include identifying
possible theatre companies and partner
agencies, viewing their work, negotiating
the project, consulting young people and
other partners, developing a script,
recruiting actors, piloting, organising
preview sessions, rehearsing, planning a
performance schedule, planning an
evaluation, agreeing a clear focus for the
follow-up workshop.

• Length of the play – shorter, sharper,
snappier pieces are often more effective
than long, complicated productions. They
are easier to produce and can address
specific issues, allowing more time for
adequate post-play discussions.

‘Don’t be afraid of

commissioning yourself,

you are more likely to get

exactly what you want,

when you want it. You can

make it relevant to your

local situation and 

use local actors. With 

some of the well known

companies, although they

are good, you just have to

fit in with their touring

schedules and that’s that‘
(commissioner)

‘The preview sessions are

essential. Unless teachers

are really confident, they

tend to shy away from

many of the issues, and

there’s a lot of lost

potential. I would say

almost all of them benefit

from the preview sessions‘
(commissioner)

‘We did invite proposals

from a range of theatre

groups. What we really

wanted was a group who

would work with us and

young people to produce a

play which represented

real young peoples’

experiences, and who

were based locally so 

we could put on several

week-long blocks of

performances a year. Some

of the national companies

could only come one week

a year, and wanted to

provide an already written

play from several years

ago. Obviously it had to fit

into our budget‘
(commissioner)

Sefton LEA has developed a set of criteria for

assessing TIE. Their guidelines suggest the

following questions should be considered:

• Is it conceptually relevant to the audience,

taking account of their age, abilities,

understandings, experiences and lifestyle?

• Does it open up debate, allowing for

sharing of opinions and acceptance of

difference?

• Will it integrate into the wider context of

your programme of SRE and PSHE?

• Does it glamorise or sensationalise issues

inappropriately?

• Does it challenge stereotypes and simplistic

messages?

• Does it attempt to use manipulative

techniques to make the audience believe

the message, and if so, are pupils able to

identify and challenge these?

• Is the experience positive and enhancing,

enabling and supporting young people in

the development of skills and a sense of

self-worth?

• Is it value for money?

Criteria for assessing 
TIE performance
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‘They produced a good

script, but too many

characters suffered dire

consequences as a result of

choices they made, and

one died. I realised that we

hadn’t really discussed

choices and consequences‘
(teacher)

‘It was really short as well

– such a wicked play so

much information can be

given in such a short time.

Quick and fast, so the

message gets into your

brain really quickly‘
(young woman)

‘It was spot on; 

they spoke just like the

lads down the street 

and wore exactly the 

right clothes‘
(young man)

This TIE project in Wigan was developed and

implemented by a multi-disciplinary team

with the vision of creating an integrated and

evaluated package of education, information

and support around young people’s sexual

health and the key determinants of teenage

pregnancy, for young people (particularly

those at risk); their parents; and those who

work with them. The aim was primarily to

stimulate debate and discussion within the

school community. Young people were

consulted at each stage of the process to

develop a piece of TIE that explored young

people’s experiences of sexuality, sensuality,

sexual health, and gender and power issues.

The play was developed with the Up Front

theatre company and piloted in five secondary

schools, including two special educational

needs settings. It focuses on exploring

influences and choices: the key characters, two

female and two male pupils, are followed

through a series of situations raising a range of

sexual health issues. The action focuses on

their interactions with peers, parents, teachers

and health staff, with follow-up workshops

looking at how these people influenced their

choices and decisions. Pupils are encouraged to

explore and discuss how to access appropriate

support services, and how to make sense of

the information provided by different

characters in the play in real-life situations.

A programme of seven complementary

workshops was developed as a curriculum

package for teachers, with two delivered

before the TIE visit. Advance previews and 

in-school training sessions were provided to

improve the knowledge and skills of workers

from a range of disciplines, including parents

and governors, to enable them to support the

young people with follow-up work. An

independent external evaluation has been

undertaken, and a report is available.

How Did It Happen?

In Rochdale a multi-agency group of pupils,

teachers and youth workers, led by the

Teenage Pregnancy Strategy Manager, has

developed a strong working partnership with

the M6 Theatre Company over the past 10

years. The aim of the partnership is to provide

a planned and rolling programme of relevant

TIE to support SRE and the local teenage

pregnancy strategy in schools and youth

settings. Core funding is provided for the

theatre company to ensure sustainability and

avoid the need to develop new commissioning

arrangements for each performance.

Each new performance is developed from

scratch to address current priority areas in

local health strategies, and is given as much

lead-in time as possible. Young people,

teachers and youth workers are always

consulted as an integral part of their

development, are invited to a preview, and

are expected to evaluate the performances

throughout the tour. Evaluation is seen as

critical, and links have been made with

Manchester University to evaluate the TIE

projects. The actors are given training in

health issues and each performance provides

young people with locally relevant

information. A resource pack is always

provided to the school or youth setting and it

is expected that there will be three or four

follow-up sessions based on specific issues

identified in the performance.

M6 Theatre Company
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• Establish whether the same actors will be
available, or if the company needs to
recruit new actors, eg to reflect the
diversity of your local population.

• Look to ‘localise’ the piece if necessary –
linking it to local services is essential.

Commissioners’ responsibilities

If, as a commissioner, you have considered
and answered all the questions in Checklist 1
(page 19) and chosen a theatre company to
work with, you will need to address the
additional responsibilities outlined below to
ensure a good quality project.

Agreements and contracts
It is necessary to ensure clearly written and
signed agreements and contracts are in place
with the theatre company and writers, and all
other agencies involved. These should contain
the agreed shared objectives; a detailed
specification of the project; what happens in
the event of cancelled performances; and
issues about the copyright of any materials
produced. An example of a service level
agreement is included in Appendix 1. 
Theatre companies often find primary care
trusts, education and social services, youth
services, the police and other agencies to be
highly complex organisations – ‘different
worlds, different jargon’ – and often find the
process of contracting daunting. Working in
partnership from the beginning to develop a
shared understanding of the project will help
avoid complications.

Value base
It is also important to establish whether the
theatre company shares the same value base
for the work, to ensure the messages and
content fit in with an overall SRE curriculum,
and do not promote conflicting messages to
young people.

‘We always do a bit of

research ourselves about

the local area, local slang,

football teams, place

names – it’s amazing how

little commissioners and

teachers know about their

young people‘
(TIE company)

‘I loved discussing the

issues – no-one ever talks

properly to us about sex

and teenage pregnancy‘
(year 9 pupil)

‘Excellent working

relations can be built up

over time. Naturally these

involve trust and reliability,

but also a mutual

understanding and

agreement as to what TIE

and, indeed, SRE actually

mean in practice. This is

particularly important in

setting an initial brief when

commissioning new pieces‘
(commissioner)

Virtual Baby was the result of a project to

provide an interesting and informative way of

discussing SRE in schools. The objective was to

find out young people’s attitudes and

knowledge about teenage conceptions,

pregnancy and parenthood, and to develop

these into a drama that challenged attitudes,

increased knowledge, and assisted young

people in years 9 and 10 to make informed

choices about these issues.

The drama group attended an assembly in

each school to explain the project, and held

workshops with a total of over 1,000 year 9

and year 11 students in Merton to explore

their attitudes to, and knowledge of, the

above issues. A group of 25 young people was

then recruited (via assemblies) to join a series

of more intensive workshops outside the

school setting. The drama company assisted

this group to devise scenarios and explore

characters, with a focus on developing

possible plot lines and characters to include in

a final production. The workshops were also

videoed to help writers develop the play. Two

professional writers developed a script from

the ideas and images created by the young

people. The resulting play, Virtual Baby, was

then performed to the same participating

schools by a team of young professional

actors. Many young people who saw the

production were able to recognise their own

input into the process, which increased their

sense of ownership and achievement. Post-

play workshops were facilitated, with hot-

seating of characters and links made to local

services.

Virtual Baby
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Timetable
Commissioners need to provide a clear
timeline for implementation of the project,
including deadlines for key aspects such as
the production of teaching packs, to ensure
time for preview and alteration by key
partners if needed.

Policy and procedures
Commissioners, schools and youth centres
need to ensure TIE companies are fully
appraised of local child protection procedures
and relevant SRE and PSHE policies of schools,
youth services or social services, including
relevant guidelines regarding visitors, and that
they understand the implications for their
work. This issue is of primary importance in
schools – the DfEE SRE guidance (DfEE, 2000)
states that ‘in line with best practice guidance
(visitors) will seek to protect privacy and
prevent inappropriate personal disclosures in a
classroom setting’. Many other youth settings
will also have their own guidance relating to
visitors. They will also need to ensure any legal
requirements are met in the implementation
of the project, eg insurance, public liability,
health and safety.

Finally, commissioners need to consider from
the beginning how the project might be
evaluated (see page 35).

Funding streams

Theatre in Education can be a relatively
expensive medium compared to other ways
of delivering SRE, which reinforces the need
to plan for sustainable or lasting outcomes
that will add value to existing work, rather
than being seen as just a one-off ‘quick fix’.
It is difficult to compare exactly the costs of
different TIE projects or productions as they
vary so much in style and methodology.
Information about costs is not provided for
the case studies presented here, as they are
not directly comparable, but can be obtained

from the contacts provided. It is useful to
explore whether neighbouring primary care
trusts or local authorities are planning similar
work, as commissioning across borough or
regional levels can improve overall cost
effectiveness.

The case studies included here involved a
number of commissioners and partnerships,
and have been funded and staffed from a
number of sources, including:

• Teenage Pregnancy local implementation
grants

• Sure Start

• The Children’s Fund

• Health promotion and public health
departments

• Primary care trusts

• Local education authorities

• Healthy school schemes

• Local arts funding

• Voluntary sector agencies

• Theatre companies (large and small)

• Independent drama practitioners

• Individual schools
• Youth services

• Social services (Quality Protects)

• Private partnerships (eg sponsorship from
local companies).

Some commissioners have also produced
videos of the productions with teaching
packs, to ensure availability after the actual

‘It is often the case that

commissioners want a very

quick end product,

underestimating the time

required for scripting,

recruitment of actors,

rehearsals. One

commissioner was

concerned that there was

too much drama and not

enough health in the play.

They sometimes have no

idea at all about active

learning, they just want to

see that you have all the

facts in the script ...

sometimes they just send

you a script!‘
(theatre company)
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production has stopped touring. These can
be of variable quality, with some showing
the performance and not the workshop, and
their use should be considered carefully
alongside other potential video resources. 
It is important to be clear why a video of a
production should be used, as opposed to
another type of educational video, as much
of the value of TIE is in the actual experience
of seeing a live performance and
participating in the workshop.

Involving young people

Involving young people in all the stages of a
TIE performance is likely to lead to a more
successful project that is meaningful and
relevant to their needs. Many of the case
studies presented here provide examples of
how young people can be involved in
shaping a production from the beginning.
Checklist 2 presents some ideas for involving
young people.

‘After an initial roll-out to

schools, the play is now

available for schools and

youth groups on an

ongoing basis. We

particularly wanted it to

cost less than £500 per

production so that people

who wanted the play to

come to their venue 

(eg youth centres) could

apply to the Teenage

Pregnancy Community

Chest (which gives up to

£500 to community

groups) when the initial

money to run the play 

ran out. This way it is 

more sustainable‘
(commissioner of It’ll Be

Different; page 27)

• Involve young people in schools, youth

settings and care settings in a review of

their current SRE, and discuss with them

the potential use of TIE – this will generate

ideas about key issues to explore, the 

local context, and potential sites for

performances

• If you are developing a new project, ensure

young people are involved in the steering

group or the planning stages

• If possible, get some young people to

preview a range of productions and give

feedback – as many TIE companies have

produced videos of their plays, this may not

be as costly as it sounds

• Find out if there is a local youth theatre

company or students from drama courses 

in your area that you may be able to 

work with

• Always pilot a new production with a

group of young people

• Ensure the workshop and any follow-up

work are interactive and allow for

discussion and exploration of the 

issues raised

• Think about how young people can be

involved in the evaluation process

• Consult up-to-date, generic resources about

youth and participation work to improve

youth involvement.

Checklist 2 – involving young 
people in TIE
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It’ll Be Different is a short, focused

performance which was commissioned to

support the delivery of effective SRE in schools

and other youth settings across Hull and East

Riding. Drama was chosen as a method of

catching the attention of young people aged

from 14 years old, delivering clear messages

and dispelling myths about sexual health and

teenage pregnancy in a creative way, especially

for young people with low literacy skills.

The research stage of the project included

visiting a range of local youth and young

parents’ groups (mothers and fathers), as well as

talking to health professionals to explore the

issues. This ensured that the play reflected local

reality. Once the drama had been written, young

actors were recruited from a local youth theatre

project and became involved in developing their

own ‘handle’ on their characters. Before going

on tour, they met with a group of teenage

mothers who provided feedback and

suggestions so that the play and language were

more realistic. The play focuses on the issues of

young teenage sexual activity and pregnancy. 

The story revolves around a girl in her late teens

looking back on her earlier teenage years and

the circumstances that led to her becoming

pregnant. Through narration, she reflects on

how it changed her life and affected those

around her, and this is interspersed with the

young father’s views.

The play was piloted for those involved in the

consultation so they could be first to see the

final product. It was initially rolled out to

schools, but now can be purchased on an

ongoing basis, which has led to it being

performed in more community youth venues.

It is also available on video. A teaching pack

provides an outline workshop and 12 related

session plans, using situations from the play to

focus on issues including peer pressure,

decision making, responsibilities, being a

young parent, and communication skills.

It’ll Be Different





A GOOD PRACTICE GUIDE

|29

Preparation is the key to effective TIE. This
section looks in more detail at some of the
main issues to consider in implementing and
managing TIE projects.

Providing a safe, stimulating
environment

Schools, youth clubs and other settings 
have a responsibility to ensure a safe and
supportive environment is provided so that
TIE is a positive experience for young people.
Theatre companies interviewed for this
resource reported that difficulties arose when
those hosting a performance:

• Failed to brief young people and staff
adequately, or at all

• Did not provide adequate space as
requested

• Staff contributed highly personal views to
the discussion

• Staff appeared to disengage from the
process (eg marking or reading)

• The recommended audience size was
exceeded.

Checklist 3, for venues and TIE companies,
will help to ensure problems are avoided
from the start of a project.

Exploring and challenging

‘She just sat there

marking, head down for

the whole session, it was

disrespectful, hardly a

good role model for the

young people‘
(TIE company)

‘It was really difficult, the

teacher kept interjecting

with such strong personal

opinions, eventually the

students gave up

participating‘
(TIE company)

• Ensure all staff working with young people

and attending the performance have been

fully briefed

• Ensure the TIE company has been briefed

about the SRE policy underpinning the work

• Make sure the TIE company and attending

staff are all clear about, and work within,

agreed boundaries for the work (eg

confidentiality), and have agreed who will

take responsibility for behaviour and

discipline and leading workshop discussions

• Ensure other local practitioners (eg school

nurses, social services staff, part-time 

youth workers) have been invited to the

production – this will help to enable

informed follow-up work

• Make sure copies of local services

information are available for distribution –

check whether the theatre company is

bringing this information or whether the

lead contact at each venue is responsible

for ordering it in advance

• Agree the optimum audience size for both

performance and workshops

• Check that the performance space is large

enough for young people to sit comfortably

and meets health and safety requirements

• Write a short pack with specific activities

for teachers or youth workers to use that

relates to the play and situations that have

arisen in the play – this ensures continuity

of the work, and reinforces learning and

exploration of issues raised in the play.

Checklist 3 – getting the best from the
performance and workshop

Implementing and managing 
TIE projects



A GOOD PRACTICE GUIDE |30

stereotypes

One of the important issues to explore in the
use of TIE is how to challenge, rather than
reinforce, stereotypes. Some productions
inadvertently appear to reinforce stereotypes
as they use overdramatised characters or
situations to get the point across. Young
people themselves may be quite cynical about
this, but it reinforces the need to facilitate
follow-up sessions with young people to
explore the learning and issues raised.

Equally, the issue of how actors appear to
young people is worth exploring. Several
young people interviewed for this resource
highlighted that they liked the plays, or
found them credible, because the
actors/actresses were good looking.

It is very rare with theatre companies, as with
traditional drama, TV and film media, to use
actors who are not physically attractive. 
This in itself may undermine the confidence,
realism and expectations of young people,
who may have physical impairments, or who
in other ways do not conform to the ‘ideal’
portrayed in the media.

Good practice would involve an explicit
exploration and discussion of these issues 
as part of the process, developing young
people’s skills to challenge stereotypes
related to image, sexual behaviour and
sexuality. Theatre in Education and drama
techniques are considered by many people to
be particularly effective ways of engaging
boys and young men (Cowan, 2002), with
the presentation of apparently stereotypical
behaviour being accompanied by an honest
discussion about pressures and feelings in a
hot-seating session or follow-up discussion.
Additional follow-up can be done through
the drama or PSHE curriculum after any
production.

Working with the wider community

There is some evidence to suggest that a good

‘The drama links into the

PSHE/SRE context as it also

has education packs for

Key Stages 3 and 4

attached which teachers

can use after the play has

visited the school. When

we consulted teachers they

often said plays came and

went, and it was days later

they were asked questions

and didn’t have time to

prepare work on all the

issues covered – so we

provided the packs to

ensure follow-up of 

the issues raised‘
(commissioner)

‘I think that was very

stereotypical, and I think it

was patronising to most

men because it could have

happened the other way

round, and it didn’t

express that much, it could

have happened that the

man took care of the baby

and the women just hiked

off on a bike ... It usually 

is that way though ... 

I know it happens that

way round in most cases

but it was very

stereotyped and I think 

it was very unfair 

on the lads‘
(young woman)

Loud Mouth Educational Theatre Company

was established in 1994 and tours a wide

range of SRE and other health-related

programmes nationally and internationally. 

All its programmes have been developed in

partnership with young people, and have a

strong research element to ensure that

productions reflect relevant issues. The

company’s performers are all actor/facilitators

who receive training not only in the issues

relevant to each performance, but also in a

range of active learning techniques and group

facilitation, thus they are skilled and respectful

when working with young people. Ongoing

qualitative evaluation of each performance is

built in to the development process, enabling

them to reflect the reality of young people’s

lives. Set design is minimalist, avoiding

distractions from the performance, and

enabling productions to take place in a variety

of settings without the need for a large hall.

Performance previews and/or training for local

providers are actively encouraged. Advice and

guidance documents are very clear, highlighting

the practicalities of the performance piece and

the company’s expectations regarding adult

involvement and the optimum conditions for

their workshops. Teaching packs/videos are

available to support each performance, and

audience size is restricted to a maximum of 35

(fewer for some special educational settings) to

facilitate interactive working and participation.

Loud Mouth Educational Theatre
Company
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Working with young people with

TIE project will be talked about at home and
with friends, possibly more than traditional SRE
would, due to the dramatic effect.

Rolling out TIE projects into community
settings can help raise awareness of key issues
in the wider community and with partner
agencies. This may also provide greater
opportunities for joint funding of projects, and
links to neighbourhood renewal, transforming
youth work and citizenship agendas. ‘Our parents were a

dream, they want this

education for their

children, they want a way

in to become involved‘
(commissioner)

‘I really didn’t want to go

in, I was scared I’d be

embarrassed but I wasn’t,

my mum saw the play too

and now we can talk

about sex and things‘
(young person)

‘I will talk about it at

home, because my little

sister will be interested ...

I’ll tell her how good it

was and stuff‘
(young woman)

Mashed is an ongoing two-year peer

education drama project focusing on SRE. 

An experienced drama worker was recruited

to manage the project and liaised with local

youth services to recruit a core group of

mainly disadvantaged young people to

develop a drama exploring SRE issues. The

group met on a weekly basis for five months

to develop the drama, which was intended to

be relevant to pupils in local middle schools.

Much of the initial drama-based group work

focused on developing the trust, skills and

confidence of the young people. They also

visited health centres and interviewed (as a

panel) local GPs and practice nurses about key

issues such as confidentiality. This increased their

knowledge of local health services and how to

access them, and provided factual information

for inclusion in the drama workshops. The

drama features two characters who are

homeless and retraces their history, focusing on

issues such as family, rights, responsibilities and

sexual relationships, and looks at the impact of

various decisions and actions on their lives.

Initial pilot sessions of the drama workshops

exploring issues of rights and responsibilities

have been held with pupils in middle schools. It

is hoped that the drama will be performed to

youth groups outside the school setting,

alongside roll-out to middle schools in the area.

Mashed

Walsall Health Authority was concerned that

Asian young people were under-represented

in accessing sexual health services, and

wished to raise sexual health awareness and

encourage better use of the services among

these young people and their families. Focus

groups were run by the 1 Nation Cultural

Arts Connector Theatre Company with young

people and their families, and involved

questions such as ‘Have you ever visited a

clinic?’ The information obtained was used to

create a play in Bollywood style called Baad

Mein Kya (What Next?) about a young Asian

girl who becomes pregnant and is thrown

out by her father. The play, in English with

Hindi, was shown in community settings,

with post-play discussions between the actors

in role and the audience, and was seen by

around 500 young people and their families.

It was then developed further and taken 

into schools, and has now been bought in 

by other areas. The project’s coordinator 

felt the play had contributed a lot to the

different generations now being better able

to talk about sexual matters. One of the

commissioners felt its strength to be the

involvement of Asian young people from the

start, and that a real understanding of the

issues had been reached because of this.

Baad Mein Kya
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• Allow sufficient time for planning,

special needs

Most theatre companies aim to ensure their
plays are accessible to young people of
varying needs and learning abilities. Usually
expert communicators, most drama providers
aim to use language that is clear, concise and
easily understandable. As with any resource,
TIE can be adapted to suit the needs of many
groups – it may be appropriate for the
performance to be broken down into smaller
pieces, or to stop the action by freeze-
framing to allow for review. Few examples 
of SRE TIE work with young people who
have special educational needs or learning
difficulties were identified during the
research for this guide, but drama, arts and
play-based methodologies can be particularly
successful methods for engaging young
people with special needs. 

Art Start Theatre company is one group of
disabled and non-disabled performers 
who produce theatre that is accessible to
people with physical, sensory and learning
impairment. The Sex FM case study (page 13)
outlines one of this company’s projects. 
The initial pilot roll-out of this performance
included work in a special educational needs
setting and with young people taught
outside school settings. Group sizes were
very small, the performance was adapted to
meet their needs, and different methods
were used to engage the young people. 
The programme was also rolled out to a
pupil referral unit, including additional
sessions facilitated by a specialist male
worker. The production Hello Craig (this
page) was also originally commissioned for
young people with special educational needs.

Key points

The following list of tips was gathered from
commissioners of the case studies outlined in
this resource:

The Health Promotion Service in Avon

developed the Hello Craig project in

collaboration with the Bristol Old Vic

Education Department in 1997, as a direct

response to a special school identifying

inappropriate touch as an issue. This project

has required a close working relationship,

built up over time between the commissioner

and the theatre group, to develop a project

that schools and teachers consider to be

‘reflective and carefully thought out’. They

also found it an innovative way of introducing

a difficult subject sensitively and effectively.

The project includes a play and workshop 

in which the children develop knowledge 

and skills in responding to situations of

appropriate and inappropriate touch. The play

is a series of snapshots in the life of Craig,

which include being tickled in the playground,

playing about in the boys’ toilets, and being

kissed inappropriately. He has a guardian

angel, Fairy Bowbells, who can freeze the

action and who talks to Craig about what he

can do. The workshop involves the children

recalling various scenes in the play,

understanding the meaning of the various

behaviours and practising strategies to cope

with problems. This is followed up by a session

four weeks later using photographs, which

aims to reinforce the play’s main messages.

As well as touring special schools, the project

has been developed to target Key Stage 1

pupils (5-8 year olds) in mainstream schools.

Hello Craig
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building a team and development

• Start with your own aims and objectives
and, where possible, commission your
own pieces to ensure you get a piece that
fits in with your local needs

• Set a very clear contract with the theatre
company, especially on the script – it has
to be more than just drama, it needs to
raise issues and dilemmas for young
people

• Ensure the workshop is as creative as
possible so that young people have the
opportunity to participate

• Get partners to help implement the
programme – don’t just do it for one or
two schools

• Consider specifically how to make any 
TIE project inclusive – avoid reinforcing
stereotypical images and behaviour, and
use techniques that include young people
with a range of abilities.

Teachers, youth workers and other staff have
a responsibility to:

• Stay for the whole performance to
facilitate follow-up work

• Prepare other staff and young people as
appropriate

• Ensure a suitable learning environment

• Take responsibility for discipline, unless
otherwise agreed

• Share ground rules

• Allow adequate time for preparation,
follow-up and consolidation.

Visiting theatre companies have
responsibilities to:

• Work within the limits of teacher
confidentiality

• Follow the school’s child protection
procedures

• Share ground rules

• Agree parameters of responsibility for
discipline

• Agree the extent of adult involvement

• Avoid working in one-to-one situations.
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What is evaluation?

There are various definitions of evaluation –
essentially it is a process designed to
investigate:

• How far the aims and objectives of a
project have been met

• How and why those results have been
achieved.

Why evaluate?

While there is already some evidence
available to tell us how effective TIE is as a
model of SRE, every piece of work is unique
and needs its own evaluation. Without an
evaluation, it is not really possible to be sure
that you have achieved what you set out to
do. An evaluation offers a number of things:

• Evaluation carried out throughout the life
of a project means it is possible to assess
how things are going and make
appropriate changes to the work

• If evaluation demonstrates that a project
was successful and had positive outcomes,
it provides a stronger case for funding and
continuation of this model of work in the
future

• Evaluation enables the identification of
problems or areas for improvement so that
similar projects can be implemented more
effectively in the future

• Evaluation may show that a piece of work

does not achieve what was planned, and
ensures valuable funds are not spent on
similar work in the future.

A glossary of terms used in evaluation is
given in Appendix 2.

What kind of evaluation is needed?

There are different kinds of evaluation that
can be undertaken:

• Process evaluation is an ongoing
evaluation that focuses on the delivery 
or process of a piece of work. This kind 
of evaluation provides a greater
understanding of how a project operates
and how the process may have
contributed to the achievement of
objectives

• Impact evaluation identifies the immediate
achievements of an intervention,
particularly in relation to the objectives of
a piece of work

• Outcome evaluation concentrates on
identifying the longer-term outcomes.
These are harder to measure; it is not
always possible to demonstrate a direct
relation to the initial intervention; and
they are usually more expensive to do
well. Some projects have been able to link
to academic institutions for larger-scale
evaluations, and this is worth considering
if possible.

Planning an evaluation

Evaluating Theatre in Education projects
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The primary school drug drama project

developed by the Health Promotion Service in

Avon and a local theatre provides a good

example of where process and impact

evaluation have been undertaken (Starkey

and Orme, 2001). The evaluation consisted of

consultation with pupils, teachers, parents,

actors and health promotion staff, as well as

an impact evaluation investigating changes in

children’s knowledge, attitudes and decision-

making skills. Pre- and post-project ‘testing’

was undertaken in order to measure change

using a draw-and-write exercise and a

problem-solving exercise. The draw-and-write

exercise involved pupils either drawing or

writing responses to a series of questions

designed to explore their knowledge and

attitudes. The problem-solving exercise was

designed to assess children’s decision-making

skills, and consisted of four problem

situations. Pupils were asked to identify as

many solutions as they could, as well as what

they would do themselves. By doing these

exercises both immediately before and four

weeks after the project, the authors

attempted to measure change. 

Primary school drug drama 
project, Avon
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Given the importance of evaluating not only
the end result of a piece of work, but also
the process undertaken, it is crucial that the
evaluation is planned at the very outset and
not left until the project has finished.
Important considerations when planning an
evaluation are outlined in Checklist 4.

Who should do the evaluation?

A thorough evaluation takes time. It is worth
thinking about getting different people on
board to take responsibility for different
aspects of the evaluation. In particular, there
is considerable value attached to involving
young people in the evaluation process. 
They are likely to know the best way to
access the views of other young people.

Involvement also has the added benefit of

• What are you trying to find out by

evaluating the project? This may include

whether the objectives have been achieved;

whether teachers found it a useful addition

to their teaching; whether young people

engaged with the process.

• What information will give you the answers

to your evaluation questions? You might

want to know, for example, if the project

achieved the objective of increasing

knowledge of local sexual health services.

One way to measure this might be to ask

students to list, during a preparatory class,

all the places they know of where they

could get condoms. If the same question is

asked after the programme, any positive

change could be seen as an indicator that

this objective was achieved.

• What tools will you use to collect the

information? There are many techniques

for gathering information, and each has its

own advantages and disadvantages. It is

the evaluator’s job to decide which is the

most appropriate tool (examples of tools

that can be used are provided later in this

section).

• Who do you want to collect the

information from? An evaluation should

ideally ensure a view from all angles, eg

young people, staff, the theatre company,

parents, other professionals involved.

Everyone can provide a different insight,

and they all need to be pulled together to

get the whole picture.

• How big do you want the evaluation to 

be, and have enough time and resources

been built in to achieve this? People often

underestimate the amount of time required

to carry out a thorough evaluation. Plan it

in from the start and, if possible, identify

separate funds for the evaluation.

• What will you do with the findings? Once

all the information has been collected, it

needs to be pulled together and the key

themes identified. It is likely that it will

come together in a final report, but

findings can also be portrayed visually.

Whatever the format, it is important that

the final evaluation should not end up

sitting on a shelf, but that the learning is

shared as widely as possible. Findings need

to be fed back to all those involved in the

project and, more importantly, should

inform future practice.

Several useful publications provide additional

help and information (Warwick et al., 1998;

Kirby, 1999; HDA, 2002; McKie et al., 2002).

Checklist 4 – issues to consider when planning an evaluation
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creating a sense of ownership over the
project while developing new skills of inquiry.
If this approach is pursued, sufficient support
must also be provided, as well as a
commitment to acting on the findings.

The theatre company can also play a part in
evaluation. Companies will often carry out a
user satisfaction questionnaire at the end of
a project. While this may provide useful
information about how pupils reacted to the
project, it is unlikely to provide the answers
to all your evaluation questions. It is,
however, possible to agree a more
comprehensive evaluation role for the
company when agreeing the project terms.

There is also scope for working with external
researchers on an evaluation. The additional
skills and resources this provides would be
especially useful if an assessment of
outcomes was required. Advice on people
who might be able to work with you could
be gained from the local teenage pregnancy
coordinator, the local public health
department, or local academic bodies. The
M6 Theatre Company (page 23) has
developed strong links with Manchester
University to evaluate their TIE projects; and
the Hello Craig project (page 32) has been
evaluated by the Faculty of Health and Social
Care at the University of the West of England
in Bristol.

The National Network for Arts in Health may
be able to suggest experienced independent
evaluators. It is estimated that 5-10% of
project costs should be allocated if an
external evaluation is wanted.

Evaluation tools

There are a number of different methods of
collecting data for evaluation purposes, as
outlined in the table opposite.

The Vital Youth Theatre Project (Douglas et

al., 2000) involved young people in a series of

workshops, culminating in a performance. 

A three-hour follow-up evaluation workshop

was facilitated in order to explore the

experiences of participants in the project. 

The workshop used participatory games and

exercises to gather information, including

brainstorms and round-robin exercises. 

A ‘film star’ exercise was also used:

participants in pairs played the roles of an

interviewer and a film star being asked about

their experiences and feelings about the

project.

Vital Youth Theatre Project
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Evaluation tools

Evaluation tool Things to consider

User satisfaction sheets
Feedback sheets usually given out
at the end of a performance

Can be useful ways of gauging an audience’s
immediate reaction to a performance,
particularly focusing on whether or not the
audience enjoyed it

Questionnaires
Questionnaires seek to answer
more specific evaluation questions
– eg they may ask young people to
identify three things they learnt
from the performance

Can provide an anonymous way of finding out
information from a large number of people.
They can also produce a lot of data that needs to
be collated and analysed. Questions need to be
carefully considered and piloted in order to
obtain the information required. See Appendixes
3 and 4 for an example

Graffiti boards
Charts on walls, on which young
people are encouraged to write
their views and thoughts on the
performance

Need to be carefully introduced and managed.
Do not offer any confidentiality, and some 
may write comments to get a reaction. Work
particularly well in an informal youth setting
where young people can come back throughout
an evening and add comments. Can be used to
promote further discussion

Photographs Can be an effective way of capturing immediate
reactions to a performance and illustrating
different moments throughout the project

Interviews Can be a useful way of finding out people’s views
and experiences of the project, and may be
undertaken with teachers, youth workers and
young people. Can provide a more in-depth
account than questionnaires, but time-consuming

Drama workshop
A follow-up workshop which gives
young people the opportunity to
represent dramatically what they
have learnt or strategies they
would use in given situations

Can give an interesting insight into young
people’s perceived learning, while giving them
an opportunity to further discuss the issues and
develop their dramatic and communication skills

Observation
Involves somebody observing the
performance or workshop, then
describing and interpreting what
happened

Observers must be clear that they are not there
just to recount the event, but to assess – eg 
how the young people reacted, how well they
engaged with the process, whether everybody
participated or just certain groups, etc.

Discussion group Can be a useful opportunity to discuss what the
young people thought the key messages were,
and what they liked/disliked about the project. 
A planned discussion can be structured to include
specific evaluation questions
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Key points

While undertaking an evaluation of your TIE
programme may seem like an additional
piece of work, it is good practice and, when
well planned and executed, can be an
effective way of ensuring both current and
future work is based on a real understanding
of what works. The evaluation could form
one part of a wider evaluation of the whole
SRE curriculum.

It is essential to plan from the beginning:

• What exactly are you going to evaluate?

• What methods will you use?

• Who will lead the work?

• Are sufficient time and resources allocated
to the evaluation?

Useful contacts

Health Development Agency
Holborn Gate
330 High Holborn
London WC1V 7BA
Tel: 020 7430 0850
Website: www.hda.nhs.uk

Independent Theatre Council
12 The Leathermarket
Weston Street
London SE1 3ER
Tel: 020 7403 1727
Website: www.itc-arts.org
The Independent Theatre Council is the
management association for smaller
performing arts companies.

National Network for the Arts in Health
123 Westminster Bridge Road
London SE1 7HR
Tel: 020 7261 1317
Website: www.nnah.org.uk
The National Network for the Arts in Health
now holds the information database of the
former Theatre in Health Education Trust.

Sex Education Forum
National Children’s Bureau
8 Wakely Street
London EC1V 7QE
Tel: 020 7843 1901
Website: www.ncb.org.uk

Teenage Pregnancy Unit
Department of Health
5th Floor, Skipton House
80 London Road
London SE1 6LH
Tel: 020 7972 5098 
Web: www.teenagepregnancyunit.gov.uk
Includes background to the national teenage
pregnancy strategy, details of all local teenage
pregnancy coordinators, research papers, and
good practice guides on a range of topics.
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Case study contacts

Cragrats ReACT Ltd
Lindsay Campbell
Cragrats Mill
Dunford Road
Holmfirth
West Yorkshire HD9 2AR
Tel: 01484 686 451
www.cragratsreact.com

Hello Craig
Dali Sidebottom
Young People’s Health Coordinator
North Somerset Primary Care Trust
Waverley House, Old Church Road
Clevedon BS21 6NN
Tel: 01275 546 741

Heather Williams
Director, Education Department
Bristol Old Vic Theatre Company
Tel: 0117 949 3993

How Did It Happen?
Sue Elliot
Strategic Manager PSHE & Citizenship
Wigan LEA
Prospect House, 52 Church Street
Leigh
Wigan
Tel: 01942 777720

Up Front Theatre Company
Tel: 01524 849756
Email: ceri&chris@upfronttheatre.freeserve.co.uk

It’ll Be Different
Gail Teasdale
Sure Start Plus and Teenage Pregnancy
Coordinator, Social Inclusion Unit
Kingston upon Hull City Council
Conifer House, 32–36 Prospect Street
Hull HU2 8PX
Tel: 01482 336380

Thom Strid
Author and Creative Director
Croft Creative
www.croft-creative.com

Richard Green
Artistic Director
Northern Theatre Company
Hull
www.northerntheatre.co.uk

Loud Mouth Educational Theatre
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Thanks to Loud Mouth Educational Theatre
Company and Walsall PCT for permission to
reproduce this service level agreement.

An agreement made this 3rd day of July 02
between Walsall PCT and Loud Mouth
Educational Theatre Company (hereinafter
known as the Company).

What the Company will provide

Aims and objectives

The Company agree to perform ‘Ben, Nat &
Baby Jack’, their Theatre in Health Education
Programme on the realities of being young
parents.

The aim of the programme is:
To provide young people with the
opportunity to explore and discuss issues
around being a young parent. It will give
pupils a space to discuss these issues in a
comfortable and non-judgemental
environment.

The objectives of the programme are to
provide a programme that:

• Explores reasons for and reactions to
unplanned pregnancies

• Explores issues around communication
and self-esteem within relationships

• Explores the realities of being a young
parent

• Explores the problems associated with

traditional roles of masculinity that can
make it difficult for young men to show
sensitivity or talk about feelings

• Provides a programme that is appropriate
to multi-cultural situations

• Helps individuals develop skills to manage
relationships

• Prepares pre- and post-production
materials that are written in the form of
Teachers’ Notes. These are written, printed
and distributed by the Company in such a
way that they can be sensitive to specific
gender issues for the target age group

• Cooperates with evaluation of the project.

The Company will constantly work towards
delivering these objectives.

Performances
The Company will provide 40 performances
of ‘Ben, Nat & Baby Jack’ to group sizes of
no more than 35. Each performance and
workshop will last at least 90 minutes. 
The educational establishments need to be
alerted by the Company of the necessity of:

• Having at least 90 minutes available for
the programme

• Having 30 minutes setting up time and 
15 minutes packing away time

• A room with a 13-amp socket
• A room large enough to accommodate

the class but not swamp them

Appendix 1: Sample service level
agreement
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• Enough chairs for one per pupil and
teacher plus five extra for the Company.
The chairs are to have no arms

• 2 x tables

These 40 performances will be delivered
between 30 September and 25 October
2002.

The Company will book the 40 performances
as they see appropriate in consultation with
Walsall PCT.

Workshops
All teacher/actors must have received training
in facilitation and workshop skills. They
should be aware as to what constitutes the
appropriate use of language and content for
each group they are working with. Their
approach to facilitation should take into
account the different cultural needs and
maturity levels of young people in Walsall.

The workshops should focus on skills and
attitudes rather than the exploration of
information and relate to the performance.

Administration
The Company will formalise their agreement
with each educational establishment with a
contract. This will include a checklist of
requirements (see Performances) for the
teachers.

The Company will then liaise directly with
the interested educational establishments
and will inform Walsall PCT at least two
weeks before the tour starts about the tour
schedule. The Company will endeavour to
keep Walsall PCT informed at all stages of
the booking process. The Company will need
four weeks notice for rescheduling or
cancellation of performances and are entitled
not to perform. However every effort will be
make to reschedule cancelled performances.

The Company will still be paid for a cancelled
performance if they have not been given an
adequate time period to reschedule.

Illness/cancellations
All 40 performances must be delivered.
Short-term illness or circumstances that
prevent the delivery of a performance (for
example car breakdown, adverse weather
conditions) of one to three days must be met
by building a safety net period at the end of
the tour. If educational establishments can
accommodate the cancelled performance 
at this time then it must take place. Any
performances that cannot be accommodated
during this time period are forfeited.

If the educational establishment cancels, the
Company will endeavour to offer alternative
dates within the tour period to that
educational establishment.

Illness lasting more than three days must be
covered by the Company’s own insurance
and a replacement must be found to ensure
the project can continue.

It is recognised that if the Company has to
replace a teacher/actor, the quality standards
relating to the performance and facilitation
of the workshop will not be expected to be
as the original team would have provided.

Sex education policies
The Company should have its own statement
of principles regarding its approach to sex
education. This statement will be discussed
with Walsall PCT so that it can endorse the
company’s statement. If the Company is
challenged it is able to justify its approach.
Therefore, this statement should be sanctioned
by Walsall PCT to add credence to it.
The Company should be familiar with the
broad principle of each educational
establishments’ sex education policy
statement. Walsall PCT and the individual
education establishment are responsible for
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alerting the company to the educational
establishment’s sex education statements and
any relevant clauses that could affect the
reaction to the theatre programme.

Evaluation and report
Photocopying of the Evaluation Forms will be
the responsibility of Walsall PCT.

The Company shall cooperate with the
evaluation of the project by:

• Distribution and collection of the
questionnaires will be the responsibility of
the Company

• The Company will carry out a quantitative
evaluation for each performance

• The Company will keep questionnaires for
a minimum of 1 year

Grievance procedure
If the situation arises in which one side is 
not happy with the work or conduct of the
other, then that complaint should initially be
addressed to that person/organisation and a
procedure for addressing the problem
negotiated.

The Theatre in Health Education Trust will act
as arbitrator between the two parties.

If a decision is not agreed upon, both parties
should seek legal advice in order to resolve
the dispute. Once this third stage has been
reached, the Theatre in Health Education
Trust will no longer take responsibility for
previous or future settlements.

Payment
The Company shall be paid for the delivery
of 40 performances plus one copy of the
accompanying Teachers’ Notes for every
educational establishment. This also includes
all administration. Payment will be made by
Walsall PCT upon receipt of an invoice from
the Company.

The payment will be due on 22 November
2002.

What Walsall PCT will provide

The programme of work that will support
the theatre project. The staff will provide
curriculum support to staff and resources
and offer appropriate training.

Ensure the prompt payment of the theatre
company.

If these terms and conditions are agreeable
to you, please sign and date both copies of
this contract and return one to Eleanor Vale,
Loud Mouth Educational Theatre Company,
The Friends’ Institute, 220 Moseley Road,
Highgate, Birmingham, B12 0DG.

Signed ................................................................................... 
(for Walsall PCT) 

Date ........................................................................................

Signed ...................................................................................
(for the Company) 

Date ........................................................................................
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Appendix 2: Terms associated with
evaluation

Table 2 – Evaluation Term Definitions

Evaluation term Definition

Aim Statement outlining the broad purpose of the
project

Objectives More specific, measurable goals that will contribute
to the achievement of the overall aim

Monitoring System of regularly and routinely collecting
information about the project – often relates to
numbers of young people involved, information
about those involved, etc.

Indicators Data that measure progress towards a particular
objective, eg the number of young people able to
identify three local services where they could get
condoms

Outcomes Describe the results of a piece of work, eg changes 
in behaviour. Often hard to measure – it is often
difficult to prove a link between what the project
did and what changes were seen (shorter-term
outcomes are sometimes called impacts)

Process evaluation Ongoing evaluation through the life of a project to
give a greater understanding of what happened,
and how the process may have contributed to the
achievement of objectives, eg exploring how well
the partnership between school and theatre
company was managed

Impact/outcome evaluation Focuses on the impact and outcomes seen as a result
of a project, and whether the aims and objectives
have been met

Qualitative data Information that provides detailed description and
in-depth understanding, and is non-numerical, eg
feedback on a workshop provided through a group
discussion

Quantitative data Information that can easily be represented
numerically, eg number of workshops run
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1. Name of school 

...............................................................................................................................................................................................................

2. Age: 13 [  ] 14 [  ] 15 [  ]

3. Gender: male [  ] female [  ]

4. Did you enjoy the play: yes [  ] no [  ]

What did you enjoy about it? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

5. Did you find the stories and characters in the play realistic (like real life)?
yes [  ] no [  ]

why / why not? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

which characters were realistic? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

6. Write down three things you learned from today’s play?

1. ....................................................................................................................................................................................................
2. ....................................................................................................................................................................................................
3. ....................................................................................................................................................................................................

please turn over

Appendix 3: Theatre in Education –
Sexfiles Pupil Evaluation (Haringey PCT)
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7. Has the play made you think differently about anything?
yes [  ] no [  ]

If yes, what? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

8. What will you remember most about the play? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

9. How did the play make you feel? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

10. Do you think other young people should see the play?
yes [  ] no [  ]

why / why not? 

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

11. How do you think the play could be improved?

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................

...............................................................................................................................................................................................................
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1. Name of school and year group

............................................................................................................................................................................................................... 

2. Was the performance appropriate for this year group?
yes [  ] no [  ]

Please comment 

............................................................................................................................................................................................................... 

............................................................................................................................................................................................................... 

3. Did you enjoy the performance?
yes [  ] no [  ]

Please comment

............................................................................................................................................................................................................... 

4. How did your pupils react to the performance? Please comment.

............................................................................................................................................................................................................... 

5. What do you think your pupils learnt from the performance?

............................................................................................................................................................................................................... 

............................................................................................................................................................................................................... 

6. How does today’s performance fit in with your PSHE curriculum (timing, content)?

............................................................................................................................................................................................................... 

............................................................................................................................................................................................................... 

............................................................................................................................................................................................................... 

please turn over

7. What contribution do you think the performance will make to your PSHE curriculum?

Appendix 4: Theatre in Education –
Sexfiles Teacher/Educator Evaluation
(Haringey PCT)
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............................................................................................................................................................................................................... 

8. Has today’s performance presented any educational opportunities to follow up with young
people? 

............................................................................................................................................................................................................... 

9. Did you find the teachers notes useful?
yes [  ] no [  ]

Please comment 

............................................................................................................................................................................................................... 

10. Would you like more support/guidance during the preparation and running of the
performance?

yes [  ] no [  ]

Please comment 

............................................................................................................................................................................................................... 

11. Would you like any support in the future as a result of issues arising from this
performance?

yes [  ] no [  ]

If yes, please describe 

............................................................................................................................................................................................................... 

12. What do you think is the value of Theatre in Education as a tool for teaching sexual
health education? 

............................................................................................................................................................................................................... 

13. Would you use Theatre in Education again as an educational tool?
yes [  ] no [  ]

Please comment 

............................................................................................................................................................................................................... 

14. Do you have any other comments about today’s performance or suggestions for
improvement? 

........................................................................................................................................................................................................
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Useful books and sites
Feona Attwood

Louisa Allen (2005) Sexual Subjects: young people, sexuality and education. 
Basingstoke, Hampshire: Palgrave Macmillan. 

Feona Attwood (ed.) (2010) porn.com. New York: Peter Lang. 

Feona Attwood (ed.) (2009) Mainstreaming Sex: The Sexualization of Western 
Culture. London: I.B. Tauris.

David Buckingham & Sara Bragg (2004) Young People, Sex and the Media: The 
Facts of Life? Basingstoke & New York: Palgrave Macmillan.

David Buckingham et al. (2010) Sexualised Goods Aimed at Children: a report 
to the Scottish Parliament Equal Opportunities Committee
http://oro.open.ac.uk/25843/2/sexualised_goods_report.pdf

Moira Carmody (2009) Sex and Ethics: young people and ethical sex. South 
Yarra, Victoria: Palgrave Macmillan.

Alan McKee, Kath Albury & Catherine Lumby (2008) The Porn Report. 
Melbourne: Melbourne University Press.

Brian McNair (2002) Striptease Culture. London: Routledge. 

Jane Juffer (1998) At Home With Pornography: Women, Sex and Everyday Life. 
New York & London: New York University Press.

Susanna Paasonen et al. (eds.) (2007) Pornification: Sex and Sexuality in Media 
Culture. Oxford: Berg. 

Annie Potts (2002) The science/fiction of Sex: Feminist Deconstruction and the 
Vocabularies of Heterosex. London: Routledge.

Leonore Tiefer (2004) Sex is Not a Natural act and Other Essays. Boulder, 
Colorado: Westview Press.

Useful sites

College of Sexual and Relationship Therapists http://www.cosrt.org.uk 

Medical Foundation for AIDS and Sexual Health http://www.medfash.org.uk 

http://www.cosrt.org.uk
http://www.cosrt.org.uk
http://www.medfash.org.uk
http://www.medfash.org.uk


British Association for Sexual Health and HIV http://www.bashh.org 

Society of Sexual Health Advisors http://www.ssha.info 

World Association for Sexual Health http://www.worldsexology.org 

The Kinsey Institute http://www.kinseyinstitute.org

ISIS http://www.isis-inc.org/

Critical Sexology Group http://www.criticalsexology.org.uk 

Onscenity Research Network http://onscenity.org

Scarleteen http://www.scarleteen.com/

Tiny Nibbles http://www.tinynibbles.com/

Marty Klein http://www.sexed.org/

Kinsey Confidential http://kinseyconfidential.org

The Naked Anthropologist http://www.lauraagustin.com

Sexuality.about http://sexuality.about.com 

The Pleasure Project http://www.thepleasureproject.org/

Sexonomics http://sexonomics-uk.blogspot.com

http://www.bashh.org
http://www.bashh.org
http://www.ssha.info
http://www.ssha.info
http://www.worldsexology.org
http://www.worldsexology.org
http://www.kinseyinstitute.org
http://www.kinseyinstitute.org
http://www.isis-inc.org
http://www.isis-inc.org
http://www.criticalsexology.org.uk
http://www.criticalsexology.org.uk
http://onscenity.org
http://onscenity.org
http://www.laura
http://www.laura
http://sexuality.about.com
http://sexuality.about.com
http://www.thepleasureproject.org
http://www.thepleasureproject.org
http://sexonomics-uk.blogspot.com
http://sexonomics-uk.blogspot.com


Some Major Online Sex Education Providers for Young People
Heather Corinna, Scarleteen

UK or International:

Scarleteen: http://www.scarleteen.com
Brook for Young People: http://www.brook.org.uk
Bish: http://bishuk.com/
The Site: http://www.thesite.org
B4udecide: http://www.b4udecide.ie
FPA: http://www.fpa.org.uk/

US:

Sex, Etc.: http://www.sexetc.org
Planned Parenthood Teen Talk: http://www.plannedparenthood.org/info-for-
teens/index.asp
Teen Source: http://www.teensource.org

AU: 

Like It Is: http://www.likeitis.org.au

Sorting the Good from Bad, the Useful from Limited-Use

• Does the site have an about page which gives thorough background on who 
organizes, manages and staffs it?  Can staff be contacted easily, and do 
they respond quickly and professionally?

• Is the information primarily fact-based, current and accurate?

• Is there a balance between address of negative outcomes like unwanted 
pregnancy and STIs with address of positive outcomes and experiences, like 
pleasure, personal exploration and bonding? Is sex presented positively?

• Does the staff seem to maintain healthy boundaries with users? Is the tone 
friendly and relaxed, but not salacious or flip? Is the language used neither 
too clinical nor too colloquial?

• Is the site inclusive? Does it contain information/language that includes 
lesbian, gay and other queer youth and gender-variant youth? How about 
youth in or outside serious relationships and youth with disability? Does the 
information seem relevant to a wide range of ethnicities and incomes?

• Are interactive areas of the site moderated and supervised by staff?

http://www.scarleteen.com
http://www.scarleteen.com
http://www.brook.org.uk
http://www.brook.org.uk
http://bishuk.com/
http://bishuk.com/
http://www.thesite.org
http://www.thesite.org
http://www.b4udecide.ie
http://www.b4udecide.ie
http://www.fpa.org.uk/
http://www.fpa.org.uk/
http://www.sexetc.org
http://www.sexetc.org
http://www.plannedparenthood.org/info-for-teens/index.asp
http://www.plannedparenthood.org/info-for-teens/index.asp
http://www.plannedparenthood.org/info-for-teens/index.asp
http://www.plannedparenthood.org/info-for-teens/index.asp
http://www.teensource.org
http://www.teensource.org
http://www.likeitis.org.au
http://www.likeitis.org.au


• Is the site frequently updated, including updates to existing information 
when facts change (such as policy changes with emergency contraception)?

• Does the site provide a number of links to outside sites or organizations, 
rather than only offering young people their own content? Do they often refer 
youth to needed in-person services?

• Is there a way for youth to give feedback or create/contribute their own 
voices to the site? 
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Executive Summary

1. Although levels of knowledge about STI are improving among young people in Australia, 
notifications for Chlamydia are rising in Queensland, for reasons that may include rates of 
unsafe sexual practices.

2. A plausible explanation for this disconnect between knowledge and practice is a lack of 
relevance of formal sexuality education to young people’s own experiences. Formal schooling 
provides largely ‘technical’ information (contraception, STIs, HIV/AIDS). Young people want  
‘practical’ information (how to have relationships, how to have pleasurable intimate 
encounters). Schooling tells them that sex is bad1, while their own experiences suggest that 
sexual exploration can be pleasurable.

3. The lack of fit between what is taught in formal education and their own experience leaves 
them without the necessary skills to apply safe sex knowledge in practice.

4. Because formal schooling fails to provide young people with all the ‘practical’ information 
they want, they use other sources to find it. Key informal sources are friends, parents and the 
media – including television, magazines, the Internet and pornography.

5. Friends are an important source of information because young people value practical 
experience over ‘book learning’, and because they can talk with each other about the issues 
that are important to them – relationships and pleasure. A lack of formal input into this 
process means each generation of young people is left to work things out for themselves with 
little build-up of knowledge over generations.

6. Parents are an important source of sexuality information, but are commonly uncomfortable 
with this role. They strongly support sexuality education in schools.

7. The media are an important source of information about relationships and pleasure − the kind 

that is not provided at school. Recent research suggests that young people seek out relevant 
information from the media for themselves when the time comes. If exposed to information 
that is too advanced for them it goes over their heads.

8. This research project will gather data from young people about where they currently find 
information, what they would like to know, and how they would like to find it.

9. We will then provide story ideas to producers of entertainment media which young people use 
to find out about sexuality (including soap operas and magazines) in order to help them reach 
this audience with information they want and need.

1 References for all claims can be found in the following pages of the full report.
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Introduction

Levels of notifications for Chlamydia infection in Queensland are increasing. They almost 

doubled in the years 2004-2007 from 8,668 to 15,700. 67% of these notifications are for 

young people aged 15-24. Among possible reasons for this increase (along with improved 

testing rates and more sensitive tests) is increased rates of unsafe sexual practices among 

young Australians generally (Smith et al. 2009, 1, 2).

At the same time, research shows that young Australians generally have high levels of 

knowledge about safe sexual practices. The 4th National Survey of Australian Secondary 

Students, HIV/AIDS and Sexual Health – a nationally representative survey of 2926 young 

people – found that:

The vast majority of students knew that HIV could be transmitted by sharing needles 

(96%), that a woman could get HIV from having sex with a man (97%), and conversely  

that a man could get HIV from having sex with a HIV positive woman (93%) (Smith et 

al. 2009, 13)

Rates of awareness about Chlamydia were not as high, but still the survey found that:

students’ knowledge of Chlamydia has improved markedly between 2002 and 2008 … 

Students surveyed in 2008 were significantly more likely to know that … the infection 

can lead to sterility for women (55% vs 36% ) (Smith et al. 2009, 19)

That is to say, levels of knowledge about Chlamydia are increasing, but this is not translating 

into behavioural change (see Smith et al. 2003, 15; Tacchi, Jewell and Donovan 1998, 12; 

Carmody 2004, 63).

In this context this briefing paper provides a literature review on sources of information that 

young Australians use to find out about sexuality and the ways in which they operationalise 

this information in their own lives. It is designed to give an overview of the existing research 

in the area for stakeholders with an interest in the NIRAP grant ‘Improved surveillance, 

treatment and control of chlamydial infections’, Program 5, ‘Education – developing 

improved sexual health education strategies’. Against this background the paper lays out the 

proposed research to be conducted for the Program.
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Knowledge-practice gap? Or relevance problem?
It is common knowledge in the discipline of health communication that knowledge does not 

automatically lead to changes in attitudes or behaviour (Vaughan et al. 2000, 81). This has 

traditionally been theorised as a ‘gap’ between knowledge and practice (Allen 2005, 61). The 

most common approach to this ‘gap’ has been an adversarial one. Target audiences are 

conceptualized as opponents, and their ‘resistance’ to messages must be ‘overcome’ (Moyer-

Guse and Nabi 2010). A number of psychological models have attempted to identify every 

possible intervening variable between knowledge and action in order to force populations to 

behave in the manner wanted by health communicators (Pedlow and Carey 2004; Kirby 

2007). Vaughan et al. (2000) synthesise the variables identified in a number of models – the 

health belief model, the theory of reasoned action, social cognitive theory, diffusion theory 

and social movement theory – and suggest the following intervening variables: ‘self-efficacy, 

interpersonal communication, efficacy beliefs about the behavior change and the belief in the 

personal threat from [the health danger]’ (Vaughan et al. 2000, 83). Unfortunately, there is 

little sense in the literature that the number of variables identified is yet exhaustive and we 

still have no convincing way to move consistently from knowledge to actions. 

However, an alternative approach has recently emerged in the form of ‘culture-centered’ 

health communication (Dutta 2008). Unlike the adversarial model a culture-centered 

approach starts by speaking to those members of the public whose health behaviours are at 

issue, and asking them for their point of view on the topic, thus ‘identifying problems and 

accompanying solutions from within the culture’ (Dutta 2008, 255).

Approaches which start by talking to young people and engaging them as peers in healthy 

sexual development are becoming increasingly common (Yu 2010, 194; Tacchi, Jewell and 

Donovan 1998, 5; Halstead and Reiss 2003, 31; Hirst 2008). They are also increasingly 

recognized by health authorities both in Australia (Sorenson and Brown 2007, 5) and 

internationally (Department for Education and Employment 2000, 7). Such approaches 

propose a different way to theorise the fact that knowledge does not automatically lead to 

behaviour change – not in terms of a gap to be overcome, but in terms of relevance of 

information to the lives of young people. 

Under this approach it is necessary first to understand how young people make sense of their 

own developing sexual identities and practices. It is only once this information is in place that 
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sexuality education programs can be developed. A number of research projects have recently 

been conducted in Australia and overseas which seek to understand how young people make 

sense of their own sexual development (Wunsch and Black 2010; Parks 2010; Quantum 

Market Research 2008; Alldred and David 2007). The results of this research – both 

quantitative (Parks 2010; Allen 2005) and qualitative (Carmody 2009; Sorenson and Brown 

2007; Halstead and Reiss 2003; Hirst 2008; Buckingham and Bragg 2004) – are strongly 

consistent. They show that there are two key areas of disconnect between young people’s 

experiences of sexuality and the formal sexuality education they receive in schools.

i) Content

The first area of disconnect is in the area of content – what young people are interested in. 

The research makes clear that there are two top priorities for young people at this time in 

their sexual development. 

The first priority for young people is understanding the emotional side of physical intimacy – 

how to start, manage and if necessary end relationships, and understand the place of love and 

physical intimacy in them (Parks 2010; Carmody 2009, 59; Allen 2008, 573; Halstead and 

Reiss 2003, 33, 120; Department for Education and Employment 2000, 11; Tacchi, Jewell 

and Donovan 1998, 12; Buckingham and Bragg 2004, 56).

The second priority for young people is an attention to pleasure – learning how to make 

physical intimacy more pleasurable for themselves and for their partners (Parks 2010; 

Carmody 2009, 59, 60; Allen 2008, 573; Sorenson and Brown 2007, 34; Fine and McLelland 

2006, 328; Allen 2005, 60; Halstead and Reiss 2003, 33, 194; Buckingham and Bragg 2004, 

56). 

These are the two key issues that young people want to understand about their own sexual 

development. But the research shows that this information is excluded from sexuality 

education as it is currently taught (Farrelly, O'Brien and Prain 2007; Spencer, Maxwell and 

Aggleton 2008). Current sexuality education in Australia, New Zealand and the UK focuses 

on ‘the physical aspects of reproduction’ (Halstead and Reiss 2003, 143), puberty, and 

scientific information about STIs and unwanted pregnancy (Carmody 2009, 43). As described 

by young people, sexuality education is currently about ‘mechanics’ (Carmody 2009, 42), 

‘plumbing’ (Carmody 2009, 59), or ‘puberty, procreation and penetration’ (Sorenson and 
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Brown 2007, 34) – ‘what Sears conceptualizes as the techno-rational approach to sexuality 

education’ (Allen 2008, 574; see also; Buckingham and Bragg 2004, 56).

ii) Attitudes towards sexuality

The second area of disconnect for young people relates to attitudes towards sexuality. 

Surveys show that for the vast majority of young people, sexual experimentation is 

pleasurable. In Allen’s survey, ‘92% of young women and 94% of young men agreed with the 

statement that “sexual activity is pleasurable”’ (Allen 2005, 125). The National Survey of 

Australian Secondary students found that: 

Generally students expressed positive feelings after their last sexual encounter. More 

than one third of sexually active students reported that they felt ‘extremely’ good 

(40%), happy, (42%), fantastic (38%) or loved (36%) after their last sexual encounter 

… Relatively small proportions of students reported feeling ‘extremely’ used (9%), 

regretful (7%) worried (7%), upset (4%) or guilty (3%) the last time they had sex 

(Smith et al. 2009, 39)

By contrast with this experience, current sexuality education presents sex as dangerous and 

risky, and ‘the overall impression received [by young people from formal sexuality 

education] was that sex was dangerous, either due to unwanted pregnancy or 

disease’ (Carmody 2009, 43). As one young person puts it: ‘a lot of teachers say “no, no, sex 

is bad, sex is very, very bad … never ever do it!”’ (Buckingham and Bragg 2004, 56).

This situation causes problems for young people. From a culture-centred approach to health 

communication, the reason that young people are not applying knowledge about safe sex to 

their own practices is not simply due to a ‘gap’ that can be ‘overcome’. The problem is more 

a lack of relevance of the information to their own lives (Smith et al. 2003, 29; Tacchi, Jewell 

and Donovan 1998, 14). Firstly, the information they are being provided with in the 

classroom is not linked to their own interests. Secondly, the version of sex they are told about 

does not match their experience of reality (Carmody 2009, 63). Sexuality education, as one 

young woman puts it, doesn’t tell you about ‘the actual thing’ (quoted in Allen 2005, 46).  

This matters because although it is possible to force young people to attend a classroom, and 

to sit quietly – and even perhaps to memorise certain pieces of information for a set amount 

of time – it is not possible to force students to learn or to change the way they think. Teaching 
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must ‘engage’ learners (Allen 2005, 60). It is thus a serious problem that sexuality education 

refuses young people’s experiences of the reality of sexuality:

When sexuality education fails to take young people’s content suggestions and 

perceptions of their own sexuality seriously it risks their disengagement from its 

messages. Content that does not address the questions and issues young people deem 

important may be dismissed as irrelevant and unhelpful. Ultimately this means that 

young people are unlikely to act on the knowledge and messages offered by sexuality 

education (Allen 2008, 589-590)

It is important to emphasise that this should in no way be read as a critique of individual 

teachers of sexuality education. The current situation in Australia, the UK and (especially) 

America is the result of an extensive system of forces and institutions which make it difficult 

to talk to young people about their sexual development. Perhaps most difficult is the 

confusion of childhood ‘innocence’ with childhood ‘ignorance’, despite the large differences 

between these terms. The idea that young people should be ‘protected’ from information 

about their changing bodies and developing sexuality has gained an increasingly strong 

presence in public debates (Faulkner 2010). And although over 75% of Australian parents 

support sexuality education at school (Quantum Market Research 2008), the small minority 

who oppose it are ‘highly vocal and persistent in promoting their point of view’ (Dyson 2010, 

7). Newspapers have also found that stories about the ‘sexualisation’ of young people are an 

effective selling tool, creating strong emotional reactions in readers. In this context, 

politicians are reluctant to follow evidence-based approaches to sexuality education. Finally, 

the ‘hidden curriculum’ in schools (Halstead and Reiss 2003) has a bias towards ignoring the 

emotional reality of young people’s experiences. This combination of forces makes it difficult 

for sexuality educators to address the topic in ways that would be relevant to young people. 

We can clearly see what this situation means in practice in the words of young people who 

have been interviewed by researchers. One seventeen year old speaking to Buckingham and 

Bragg described her response to the lack of fit between formal education about sexuality and 

her experience of the reality of it:  

You know if you’re saying ‘it’s bad, it’s bad, it’s bad’ … Then when they find out that it 

can be quite enjoyable, it’s like you’re just gonna go ‘Well why should I believe 

anything else you say?’ (Buckingham and Bragg 2004, 57; see also Hirst 2008, 402) 
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This may help to explain an apparent paradox: formal sexuality education is strongly focused 

on teaching young people (particularly girls) to reject unwanted sexual advances (Brugman, 

Caron and Rademakers, 2010: 35). Yet surveys still show unacceptable levels of unwanted 

sex for young women in Australia (increasing from 28% to 38% of young women between 

2002 and 2008 – Smith et al, 2009: 32). Moira Carmody, whose career has been devoted to 

sexual assault prevention, argues that this is because ‘abstinence-based programs … do not 

prevent sexual violence’ (Carmody, 2009: 5). She argues for the need to teach students:

a sexual ethics framework that values sexual pleasure … to support people in 

constructively achieving their goals in sexual contexts and to lessen the frequency of 

negative outcomes (Carmody, 2009: 7)

She argues that teaching which only focuses on saying no, and doesn’t teach negotiation of 

consent (with the possibility of saying yes) leaves young people without the skills to 

negotiate what they want from intimate encounters. Weaver et al, in their comparison of 

international trends in sexuality education, note that the situation in the Netherlands – where 

sex education programs aim ‘to non-judgementally equip students with the capacity to 

behave responsibly if they decide to have sex’ – correlates with the best sexual health 

indicators of any Western country (Weaver, Smith and Kippax 2005, 175).

At this point it is worth noting that although it is only recently that systematic research has 

begun to provide reliable evidence on these issues, the insights in themselves are not 

surprising. The suggestion that adolescents are interested in finding out more about how to 

have good sex is, in fact, common sense (Brugman, Cohen and Rademakers 2010, 32). 

Unfortunately as the system currently operates it is necessary to ignore this information. 

Louisa Allen reports this approach operating in practice:

Teachers’ reactions to the first place ranking of ‘how to make sexual activity more 

enjoyable for both partners’ conveyed their perceptions of student sexuality. A common 

response was ‘I’m sure they do want to know more about that’, in a tone implying this 

request could not be taken seriously (Allen 2008, 581)

It is an understandable moral position to say that what young people want from sexuality 

education is wrong, and they must be protected from themselves. But this is not a position 

that supports good teaching. In fact, it leads to the very distance between education and 
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practice that makes it unlikely that young people will be able to see the relevance of 

important information about safe sex to their own sexual experiences. 

Range of sources used by young people for sexuality information 
Young people rate education about sexuality as ‘one of their most important educational 

needs’ (Byers et al. 2003, 1). Given that they are not provided with the information that they 

want about sexual development in their formal schooling it is unsurprising that they seek it 

out from other sources. Research consistently finds that as well as formal schooling the 

sources of information used by young people are friends, parents, health professionals and the 

media (including the Internet, television, magazines and pornography) (Brugman, Cohen and 

Rademakers 2010, 39; Carmody 2009, 48; Quantum Market Research 2008, 8; Alldred and 

David 2007, 85; Sorenson and Brown 2007, 42; Halstead and Reiss 2003, 42).

Searching for reliable quantitative information about the relative importance of different 

sources of sexual information for young people presents an interesting methodological issue. 

There is little agreement across the data, as shown in the table on the next page.
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Parks (1000 
Australian 12-24 
year olds, 
surveyed in 2010)

Smith et al (2926 
Australian Year 10 
and Year 12 
students, surveyed 
in 2008)

Quantum Market 
Research (500 
Australian 13-18 
year olds, 
surveyed in 2008)

Allen (1180 New 
Zealand 16-19, 
surveyed in 2004)

Friends 43% 55% (female)/
34% (male)

68% 83%

Partner 33% NA 27% NA
School program 25% 49% NA 83% 
Teacher NA 29% 10% NA
Television NA 35% (‘media’) NA 64%
Formal sex ed 
publications

NA 44% 
(‘Pamphlets’)

13% (‘local 
library’)

55% 
(‘educational 
books’)

Family member 
(not parent)

NA 25% (excluding 
brother or sister)

37% 52%

Parents 25% 56% (mother)/ 
31% (father)

72% 51%

Doctors 33% 39% 49% NA
Women’s 
magazines

NA (may be included 
in 35% ‘media’)

25% (unspecified 
‘magazines’)

45%

Romantic novels NA (may be included 
in 35% ‘media’)

NA 19%

Pornography NA NA NA 22%
Websites 33% 36% 61% 8% 

(Parks 2010) (Smith et al. 
2009)

(Quantum 
Market Research 
2008)

(Allen 2005)

It can be seen that even in two Australian surveys conducted in a single year (2008) there is 

little agreement about the relative importance of sources of sexuality information. 

Obviously the lack of agreed terminology exacerbates this difficulty. Should ‘media’ be listed 

as a single category? Should educational materials be separated into ‘books’ and ‘pamphlets’? 

Should the categories of ‘friends’ or ‘parents’ be split by gender? Should pornography be 

mentioned as a distinct category? But even in those categories that remain stable across the 

surveys there are significant variations. The figures for ‘friends’ ranges from 55% to 83%; 

and for websites from 8% to 61%. The fact that the cohorts are not standardized in age may 

contribute to these variations. But the lack of a standardized research method also helps to 

explain the differences: the way in which the questions are worded guides respondents 
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towards certain answers. For instance, Quantum Market Research asks: ‘If you needed to find 

out more about sex or sexual health, which information sources would you use?’ (Quantum 

Market Research 2008, 28). By contrast, Smith et al. (2009) ask ‘Please mark all of the 

sources of information below that you have ever used for advice about sexual health’ (Smith 

et al. 2009, 86). The differences in tenses is notable – ‘which would you use’ invites 

respondents to choose their favourite sources of knowledge, while ‘which have you ever 

used’ will also pick up those sources which young people may have used once and then never 

returned to, having found them wanting. 

The difference between information on ‘sexual health’ and that on ‘sex or sexual health’ is 

also important. This distinction bears some discussion as it provides illumination on wider 

questions of what sources are used for what kinds of sexual information. Smith et al ask 

students what sources they have used for information about ‘sexual health’. In previous years, 

the National Survey of Australian Secondary Students explicitly asked students where they 

found their information about ‘HIV/AIDS, STIs, contraception and Hepatitis’ (Smith et al. 

2003, 82). In the 2008 survey discussed above, this was changed to ‘sources of information 

… for advice about sexual health’ (Smith et al. 2009, 86). Even without an explicit gloss that 

this means HIV/AIDS, STIs, contraception and Hepatitis, it will be apparent to students who 

have just completed a survey asking about those topics that this is what is meant by the 

question. By contrast, the Quantum Market Research survey asks students where they find 

information about ‘sex or sexual health’ (Quantum Market Research 2008, 28). This opens up 

the category widely, and in important ways.

In her focus groups and interviews with young people, Louisa Allen found that her 

respondents spoke about two quite distinct areas of sexual health information, which she 

names as the ‘official’ and the ‘erotic’ (Allen 2005, 44-45).  Schools provide ‘official’ 

information about sexuality – puberty, reproduction, STIs and HIV (the topics typically 

covered under the rubric of ‘sexual health’). But they provide little of the information that 

young people seek out which might be described as belonging to the ‘erotic’ domain – how to 

increase the sexual satisfaction for both partners in an intimate encounter. Young people use 

quite different sources of information for these different domains of sexual knowledge. A 

recent survey for Family Planning NSW (Parks 2010) broke down sexuality information into 
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discrete categories – ‘body stuff (puberty, body changes, etc)’, ‘sexual health’, 

‘contraception’, ‘relationships’ and ‘sexual activities’. For ‘sexual health’:

doctors were the most commonly used source of information, and were used by nearly 

50% of respondents … Parents and schools were likely to be used by nearly 25% of 

respondents (Parks 2010)

By contrast, when seeking information about ‘sexual activities’: 

Friends were the most commonly used source of information … used by nearly 50% of 

respondents … Doctors and parents were little used as sources of information for 

sexual activities (Parks 2010)

Across all sources of information, the basic rule was that formal sources of information were 

used for biological information, while informal sources provided erotic and relation 

information: 

young people would likely turn to doctors and parents [‘authority sources’] for the 

technical side of sexual health and friends and the internet when it comes to the 

emotional aspects of relationships (Parks 2010)

Although we cannot finally quantify the uses of each source of information, the data 

consistently shows that young people use a wide range of sources to find out about sexuality. 

This includes friends, parents, formal sources such as schooling, and the media. 

Uses of information sources
Research has given us an insight into how young people use these various sources of 

information.

Friends are consistently rated by young people as among the most important sources of 

information about sexuality (Parks 2010; Smith et al. 2009; Allen 2005). Unlike media, 

where it is possible to examine the content of information being received in a systematic way, 

the content of information received from friends will vary extensively from context to 

context. 

We do know from the work of Louise Allen that information from friends is valued for two 

reasons. Firstly, it addresses the issues in which young people are interested (how to manage 
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relationships and how to have sexual pleasure). Secondly it is seen to be gained experientially 

rather than from ‘book learning’, and is thus valued as being more authentic, because young 

people: ‘appeared to give greater weighting to knowledge gained from practical 

experience’ (Allen 2005, 41). Although it is important that young people can build supportive 

relationships with their peers, the lack of relevant input into this process by adults means that 

the information being traded between young people does not include a formal level of 

developed knowledge on questions of relationships and pleasure. Brugman et al. note that 

most young American women ‘recalled that their primary source of information was their 

(often uneducated friends)’ (Brugman, Cohen and Rademakers 2010, 39). They go on to 

quote a young woman who notes that: ‘It was kind of mostly through friends experimenting 

kind of thing’ (quoted in Brugman, Cohen and Rademakers 2010, 39). The use of the term 

‘experimenting’ here is important: by refusing to provide the kinds of knowledge sought by 

young people, we are condemning each generation of young people to work everything out 

for themselves, from scratch – ‘experimenting’. There is little knowledge being passed on 

formally from generation to generation in these areas. 

Parents ‘are – and ought to be – their children’s primary sexuality educators’ (SIECUS 2004, 

13; see also Sorenson and Brown 2007, 40). In countries where parents are comfortable 

talking to their children about sexuality this works well (Brugman, Cohen and Rademakers 

2010, 36), and we know that young people whose parents are open and comfortable in 

communicating with them about sexuality have the best sexual health outcomes (Dyson 2010, 

17). In the Netherlands, for example, ‘Dutch girls talk significantly more often with their 

parents about sexuality [than in the US]’ (Brugman, Cohen and Rademakers 2010, 36):

Dutch … mothers and fathers were described [by their daughters] as very open and 

involved in educating their daughters at a very young age about sexuality … most of 

them recalled reading books on sexuality with their parents when they were young (39)

Unfortunately in Australia ‘surveys … indicate that teenagers receive very little … sexuality 

education from their parents’ (Carmody 2009, 45) and that:

the family’s role in imparting sexuality education [is] primarily limited to basic 

biological information, some advice about looking after themselves (though not always 

clearly defined or elaborated) and some advice about contraception (45)
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Many parents in Australia, as well as the UK and America, do not feel comfortable doing this 

work (Brugman, Cohen and Rademakers 2010, 43; Dyson 2010, 10; Goldman 2010, 491; 

Department for Education and Employment 2000, 25; SIECUS 2004, 13; Buckingham and 

Bragg 2004). It is perhaps for this reason that such high percentages of parents support 

sexuality education in schools – 75% of Australian parents according to a recent survey 

(Quantum Market Research 2008). 

There are also clear differences between the work of mothers and fathers in sexuality 

education. Mothers tend to take more responsibility than fathers for providing information to 

both daughters and sons (Department for Education and Employment 2000, 25). Fathers tend 

to treat children differently based on their gender. They often refuse to acknowledge that their 

daughters are developing sexually – ‘the clichéd scenario where male partners refused to 

allow daughters to go out of the house “dressed like that”’ (Buckingham et al. 2009, np). By 

contrast, their sexual education of their sons is often reported as taking the form of 

‘teasing’ (Buckingham and Bragg 2004, 32) about sexually explicit materials: ‘“I had a look 

at it [a pornographic magazine] then gave it back to him and said don’t bring that in the house 

again”, reported one … father indulgently’ (Buckingham et al. 2009, np; see also 

Buckingham and Bragg 2004, 32, 199, 200). Indeed, this can be a source of tension between 

parents:

Mothers could not rely on fathers for support in challenging [pornography] … one 

recounted in relation to a ‘Rock Babes’ poster in her son’s room: ‘His comment back to 

me was our dad really liked that one and I thought “oh dear, right, OK”, and that also, I 

can understand they’re having a joke between each other’ (Buckingham et al. 2009, np)

It has been suggested that ‘parents need support’ (Department for Education and Employment 

2000, 25) and ‘encouragement’ (SIECUS 2004, 13) in their role as the primary sexuality 

educators for their children. 

Formal schooling, as discussed above, has tended to focus on technical information about 

reproduction, contraception, and STIs. The complex system involving public debates about 

‘innocence’, the vocal role of a small minority of hostile parents, the work of the media and 

politicians, and the hidden curriculum, makes it difficult to imagine treating students as 

agents with a developing sexuality who might have a useful contribution to make to 

discussions about sexuality. It is perhaps not surprising in this context that research has found 
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that although young people will seek out ‘erotic’ information, they are not keen to see it 

delivered by teachers. They want ‘people other than teachers to be responsible for 

teaching’ (Tacchi, Jewell and Donovan 1998, 14). Young people consistently state that it is 

difficult to talk openly to teachers about matters of sexuality (Halstead and Reiss 2003, 44). 

Specifically they state that they do not think it is appropriate to talk to teachers about 

emotional issues (Alldred and David 2007, 86):

the age and social differences between themselves and their teachers created a gulf that 

could make such discussions either difficult or less relevant than with peers (87) 

When asked specifically ‘Who do you want to learn it from?’, one girl said: ‘Somebody we 

don't know’ (88). This may explain why, when asked in one survey what were the most 

important topics for school-based sexuality education, young people placed ‘technical’ 

information such as STIs and birth control well above ‘sexual pleasure and 

enjoyment’ (Byers et al. 2003, 6). In this context, other sources of information about 

sexuality become more important.

The media – including television, magazines, pop music and the Internet − are important 

sources of sexuality information for young people according to recent surveys (Parks 2010; 

Smith et al. 2009; Allen 2005). Indeed, we would suggest that media are even more important  

than this research suggest because these surveys sometimes use a limited notion of ‘sexual 

health’, focusing more on the biological information which is primarily delivered in formal 

settings, whereas the media are more often used for information about relationships and 

sexual pleasure (Buckingham and Bragg 2004, 60).

In traditional psychological models such as social cognitive theory (Bandura 1994), 

cultivation theory (Gerbner et al. 2002), and priming theory (Roskos-Ewoldsen, Roskos-

Ewoldsen and Carpentier 2002) it was assumed that media consumption had an ‘effect’ on 

young people’s sexual development. For example, it was claimed that there was a causal 

relationship between young people being exposed to sexual content in the media and 

becoming sexually active (Escobar-Chaves et al. 2008, 304). However the recent emergence 

of more sophisticated theories such as the media practice model (Steele 1999) has changed 

how we think about this relationship. The media practice model points out that while there 

exists a correlation between the consumption of sexual content and the development of 
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sexual identities, there exists no evidence of causality. Do young people start to explore their 

sexuality because they have consumed sexual media content? Or is the opposite the case – 

that ‘young people who have initiated their sex lives may be attracted to sexual content in 

media because it resonates with their experience’ (Rich 2008, 330)? The media practice 

model suggests that the latter interpretation of the evidence is more convincing – that young 

people who are starting to develop sexually are more interested in sexual content in the 

media, and thus seek it out (Hawk et al. 2006, 352). This model has the advantage of 

recognizing the agency of young people, and it is supported by detailed qualitative evidence 

from young people. For example, Buckingham and Bragg’s extensive interviews with young 

people found that when they encounter sexual material that is beyond their developmental 

stage they don’t understand or engage with it. In discussing Britney Spears’ ‘I’m a Slave 4 

U’:

there was a sense that some of the younger children did not quite ‘get’ the potential 

sexual connotations here. Tina (10) for example, told us that the song was simply about 

‘her boyfriend being lazy and she’s doing everything for him’ (Buckingham and Bragg 

2004, 119)

Throughout their interviews, Buckingham and Bragg report similar instances (Buckingham 

and Bragg 2004, 108, 111, 158). Young people also gave instances of self-management of 

media consumption, where they found content too ‘old’ for them: 

Rollo and Mia (12), for instance, had bought Sugar but had stopped reading it on the 

grounds that it was for older readers: according to Rollo, ‘it’s more advanced, like “I’ve 

had sex with my boyfriend”’ (Buckingham and Bragg 2004, 143)

A final point emerging from Buckingham and Bragg’s extensive interviews with young 

people about sexuality and media consumption was their finding that entertainment media 

failed to communicate information about sexuality when it was didactic or 

‘preaching’ (Buckingham and Bragg 2004, 183). They found that the media texts which had 

made the most impact on young people were those like soap operas which did not offer a 

definitive answer on questions about sexual conduct, but rather set up ethical questions which 

young people could discuss for themselves – often with their parents (Buckingham and Bragg 

2004, 61).
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Gendered differences in sources of information

Qualitative research has begun to give us a sense of how young people interact with these 

various sources of sexuality information. One point that emerges throughout these studies is 

that there exists a stark gender difference in the preferred learning styles of young women 

and young men. Halstead and Reiss note that:

girls are more interested in the relationship-oriented sexual values of soap operas and 

teenage magazines, while the boys are more likely to take pride in having watched ... 

pornographic videos and magazines (Halstead and Reiss 2003, 42)

This points to a more general difference. Young women tend to prefer interacting with other 

people in order to gather their information (Sorenson and Brown 2007, 42) while young men 

tend to prefer modes of learning that are anonymous.

As noted above, higher numbers of young women (55%) than men (34%) list ‘friends’ as an 

important source of information about sexuality. Qualitative studies have found that even 

when talking about finding sexuality information from the media, young women would use 

the texts as ways to kick off discussion with friends. There has been considerable worry in 

public debate about young women receiving sexuality information from girls’ magazines 

(Standing Committee on Environment Communication and the Arts 2008, 48). But the 

research suggests that young women use these magazines provide a resource in order to start 

their own discussions and work out their own answers. Young women are ‘more interested in 

reading the problems than the answers’ (Buckingham and Bragg 2004, 142). As one young 

woman puts it, they ‘[t]urn to the problem pages together in a group … [and a]ll read’em 

together’ (Buckingham and Bragg 2004, 144).

By contrast, the pictures that emerges of young men’s search for sexuality information is 

more individualistic. Sorenson and Brown’s research found that young men: 

indicated more than young women did that the Internet was a source on sexual health. 

The ease of access to confidential and anonymous sexually explicit materials was 

described by many of the young men in the consultations as contributing greatly to their 

sexual health knowledge. The advantages of access to such anonymous and explicit 

materials were weighed against their skepticism about the accuracy of the information 

(Sorenson and Brown 2007, 42)
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As Buckingham and Bragg have shown, aspects of traditional gender roles can help to 

explain this reliance on anonymous information:

Some boys’ affective investment in traditional forms of masculinity … that 

aggressively insist on invulnerability, individualism and ‘knowing it all’, do not serve 

them well. In discussing a ‘guide to kissing’ in a girls’ magazines, for example, Wesley 

(12) insisted that such teaching should not be necessary for boys. ‘It’s a boy!’, he 

exclaimed ‘He should already know how to turn a girl on’ … When asked why there 

were no problem pages in boys’ magazines, both boys and girls asserted that this would 

be unnecessary: as Izzie (12) put it ‘boys don’t really need a problem page, because 

they just don’t usually have any big problems and things like girls have’… Joshua and 

Matthew (14) … suggested … that if a boys’ magazine had a problem page – ‘the 

magazine would take the mickey out of ’em’ or merely feature boys ‘boasting that they 

have had sex’ (Buckingham and Bragg 2004, 83, 145)

In such a context it is perhaps not surprising that, as noted above, pornography serves as an 

important source of sexual information for young men:

a gender analysis of the questionnaire findings reveal that after ‘friends’ and ‘sexuality 

education’, pornographic magazines and television are ranked equally as the next most 

useful source by young men. There was a highly significant gender difference between 

young women and men who found pornographic magazines ‘very useful’, with only 3 

per cent of young women reporting this. Almost three quarters of young women had 

never consulted pornographic magazines, while almost three quarters of young men had 

… young men frequently (while young women rarely) cited pornography as a source of 

sex education (Buckingham and Bragg 2004, 103; see also Allen 2005, 55-56)

This is an important gap in current research. As I noted in the discussion of quantitative 

research, there is no agreement about which categories of culture should be surveyed when 

finding out where young people get their information about sexuality. Only one of the 

surveys separates out pornography as a separate category, and this is typical of work in the 

area. In general, there has been little research done that listens to young people on their use of 

sexually explicit materials as a source of information about sexuality. What research has been 

done on the relationship between young people and pornography tends to come from outside 

a culture-centred paradigm and does not listen to young people’s voices on the issue (see for 
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example Flood and Hamilton 2003). Researchers often take a heteronormative and patriarchal 

approach which celebrates ‘normal’ sexuality and condemn acts such as ‘sodomy’ for leading 

to ‘cynical attitudes towards love and marriage’ (Kanuga and Rosenfeld 2004, 120). A 

culture-centred approach to this topic would try to find out what part pornography is 

currently playing in the sexuality education of young people. 

Research project
We know, then, that young people use varied sources to find sexuality information −  

including friends, parents, formal schooling, doctors, and a variety of media (television, 

magazines, the Internet and pornography). No standard categories exist for measuring the 

relative importance of these sources for different kinds of information.

We also know that there is a lack of connection between the ‘official’ information (on 

contraception, STIs, HIV/AIDS) and ‘erotic’ information (how to manage relationships and 

have pleasurable sexual experiences), that these forms of information are largely found from 

different sources, and that this lack of connection is limiting the effectiveness of ‘official’ 

sexuality education. 

It is in this context that we position the NIRAP program ‘Developing improved sexual health 

education strategies’. The project aims to intervene in the range of information sources 

available to young people. It is proposed that the key intervention will be an entertainment 

education project building partnerships with entertainment producers who create important 

sources of sexuality information for young people (including magazines and soap operas). 

The intervention will be informed by discussions with young people themselves about where 

they currently find information about sexuality, what information they would like, and how 

they would like to access it. 

The information will be gathered from young people through a series of discussion groups 

divided by gender (six with males and six with females) of between six to eight year 10 

students around Queensland. The discussion groups will be recruited from twelve schools 

around Queensland, chosen for diversity of geographical location and socio-economic 

advantage within a mainstream sample. 
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In the first instance, researchers will speak about the project at a school assembly and invite 

interests students to partake. Interested students will be given an information and consent 

form for themselves and their parents allowing them to participate in the study. They will be 

asked to form groups of peers with whom they feel comfortable talking about sexuality. The 

focus groups will be run by young researchers with training in group facilitation and appropriate 

police clearance. Each group will run for approximately one hour. They will be video-

recorded for ease of analysis but all students will be guaranteed anonymity.

The facilitators will open the groups by insisting that there are no ‘right’ or ‘wrong’ answers, 

and that students shouldn’t say what they think teachers or parents would like to hear – rather 

they should say what they really think. They will explain about the confidentiality of group 

discussions. They will open the groups with a brainstorming exercise where students will be 

invited to shout out all the words they know related to sex. The facilitator will write each 

work on the blackboard as it is shouted out, without judgment. This will encourage the young 

people to talk openly about what they know. The facilitators will have a list of eight cards; 

upon each will be written a topic in the area of sexual health. As a follow up question the 

facilitator will ask: ‘What do you know about this topic?’ and invite discussion.  After all nine 

cards have been placed and discussed, the facilitator will then ask students ‘Which four topics 

do you wish you knew more about?’, and invite students to discuss and decide the answer. 

Finally, the facilitator will ask: ‘How would you like to get that information?’

The exercise is structured to limit the use of leading questions and thus allow students to set 

the discussion at their own level of knowledge. The cards will be classified by the Australian 

Classification Board (the federal government body which classifies films and publications) 

and rated as being suitable for viewing by young people before the research process begins. 

One key challenge in designing the cards is the range of topics that one would wish to cover 

in such a discussion group. The La Trobe survey asks over sixty questions about sexual 

health – obviously it is not possible to discuss sixty topics in detail. The cards will thus be 

designed so that each covers a broad area in sexuality education. The follow up questions 

inviting students to discuss what they know about this topic will reveal which issues are at 

the top of their minds in relation to each broad topic. Discussions will be carefully managed 

to ensure that data is focused and detailed rather than producing thin data over a wide range 

of topics.
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The topics are not locked in. An initial proposal is: 

1. “Asking people out and how to break up with them”

2. “Asking for what you want in a relationship”

3. “Giving yourself sexual pleasure” [masturbation]

4. “Having good sex”

5. “Having safer sex” [avoiding pregnancy, information about STIs, etc]

6. “Understanding the changes in your body” [puberty, etc]

7. “Saying no to sexual advances you don’t want”

8.  “Feeling good about yourself whatever people say” [self esteem and peer pressure]

Wider research context
This project sits within a wider context of Australian research into sexuality education and it 

is in this context that the decision has been taken to focus on entertainment education. This 

focus complements other existing Australian research projects in sexuality education. The 

Parenting and Family Support Centre at the University of Queensland and Family Planning 

Queensland are currently researching ‘how parents communicate with their child about 

sexuality, and what support they would like in teaching their child about sexuality’. The 

Australian Research Centre in Sex, Health and Society at La Trobe University is conducting 

the ‘First National Sexuality Education Survey of Secondary School Teachers’. These 

projects cover two of the main sources of sexuality information for young people. We will 

build relationships with these research teams as the data generated from this project will be 

useful in developing formal sexuality education programs, and in supporting parents as they 

educate their children.

Two remaining sources are friends and the media. Our research project may be able to 

continue with an audit of sexuality information being accessed by young people from the 

media – in this, we will be guided by the information from the focus groups about which 

kinds of sexuality information young people are getting from the media, and which particular 

sources they are using. 
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The question of how to assess what information is being received from friends is beyond the 

scope of the current research project. 

Focusing on entertainment
‘Entertainment education – ‘the intentional placement of educational content in entertainment 

messages’ – is a growing area in health communication (Singhal and Rogers 2002, 117). This 

approach recognizes that audiences are not keen to be lectured to by institutionalized experts 

and often resist such messages – a reaction named ‘reactance’ in the literature (Moyer-Guse 

and Nabi 2010, 29). But audiences enjoy entertainment and choose to consume it – so ‘stories 

have a unique power to nuance and describe people’s behaviours and interactions’ (de 

Fossard and Lande 2008, 1). While the earliest examples of entertainment education were 

soap operas designed and delivered in non-English speaking countries with the express 

purpose of communicating health messages (Singhal, Rogers and Brown 1993), the range of 

entertainment education approaches has now broadened:

E-E messages may be incorporated as a few lines of dialogue in an existing media 

program (as the designated driver concept was promoted in [a] Harvard alcohol project) 

or they may compose an entire episode of a popular prime-time television series (such 

as the discussion of Walter’s vasectomy in the CBS sitcom Maude) (Singhal and 

Rogers 2002, 121)

Theoretical work on successful entertainment education has identified the importance of a 

long list of characteristics. De Fossard and Lande suggest that in order to work well a project 

must: 

appeal to the emotions, inspire empathy, provide an example of the recommended 

behaviour, persuade the audience that they can carry out the recommended behaviour 

… leave them with a sense that he new behaviour will enhance their lives … [it must be 

of] a consistently high quality … [and the educational content must be] correct, 

complete, consistent, compelling, clear, concise and culturally appropriate (de Fossard 

and Lande 2008, 14)

Traditionally, though, research on entertainment education has tended to sit within the 

traditional adversarial models of health communication described as the start of this paper, 
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where target audiences are seen as opponents whose ‘resistance’ is to be ‘overcome’ (Moyer-

Guse and Nabi 2010). It is still assumed that the message content will be generated by 

experts, who will then try to find ways to force it onto target populations. By contrast a 

‘culture-centred’ approach, that starts from young people’s insights into what entertainment 

media sources they use for what kinds of information, and how they use them, suggests a 

rather different approach. As noted above Buckingham and Bragg found from their 

interviews with young people that they were likely to reject worthy programs that they saw as 

‘preaching’ to them (Buckingham and Bragg 2004, 157). They were more likely to take 

information from programs that set up complex situations that they could discuss and make 

their own decisions about. This also raises important issues about the relationship between 

health communicators and the entertainment professionals who produce the content. In 

traditional models of entertainment education there is little respect for the expertise of 

entertainment producers (de Fossard and Lande 2008, 12). It is assumed that health 

communicators are the real experts, and that they will tell entertainment producers what to 

do:

Writers whose experience is with strictly entertainment formats are accustomed to 

artistic freedom. [Entertainment education] writers, however, must be willing to follow 

the design team’s decisions (de Fossard and Lande 2008, 12)

By contrast the culture-centred approach of this project will listen to entertainment producers 

just as it listens to young people. It will respect the expertise of entertainment producers in 

knowing how to reach their audiences. This is their key skill set, much more than it is of 

researchers trained in health communication. 

Contact will be made with producers of entertainment products that are currently serving 

young people as sources of information about sexuality. It is hypothesized that these will 

include Zoo magazine, Girlfriend, Dolly, Home and Away and Neighbours. Other sources will 

be identified in the discussions with young people. 

The most important element of engaging with entertainment media producers is to understand 

that they exist to serve their audiences. Traditional models of health communication have 

often privileged what health experts believe people should want to consume (worthy 

messages) over what they actually want to consume (entertainment). It is vital in engaging 

with entertainment producers to recognize their expertise at their job – reaching audiences. 



26

These producers will be approached with a proposal to support them in reaching their 

audiences, by providing them with information about what their target audiences want, and 

help with generating stories that will reach that target audience. The approach to the 

entertainment partners will explicitly not be made in terms of what they ‘should’ be doing, or 

in terms of ‘responsibility’ or ‘public duty’. The idea will be sold as a good way to reach their 

audience with something they want.

Professor Alan McKee has a background as an entertainment writer for television, magazines, 

radio, computer games and stand up comedy. It will be on this basis that he will make the 

approaches to the entertainment producers. 

Conclusion
Sexual health means more than simply being disease free. As defined by the World Health 

Organisation:

Sexual health is a state of physical, emotional, mental and social well-being in relation 

to sexuality: it is not merely the absence of disease, dysfunction or infirmity. Sexual 

health requires a positive and respectful approach to sexuality and sexual relationships, 

as well as the possibility of having pleasurable and safe sexual experiences, free of 

coercion, discrimination and violence (World Health Organization 2006, 5)

The avoidance of STIs is an important part of sexual health but it cannot be considered in 

isolation. Young people in Queensland are unlikely to heed safe sex messages unless they are 

presented as part of a holistic approach to healthy sexuality. It is only when information is 

provided in a way that seems relevant to them, as part of a wider understanding of 

relationships and sexuality, that it is likely to be applied in practice. In this context, the 

current research project will take a culture-centred approach which listens to young people 

about what kinds of information they would like about sexuality, where they would like to get 

that information, and in what ways. It is only when that information is in place that it will be 

possible to develop projects working with suitable entertainment providers in order to find 

ways to help them supply young Queenslanders with the information that will keep them 

safe, in ways that they are likely to access and to integrate into their lives.
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Healthy sexual development: a multidisciplinary framework for research 

Alan McKee, Kath Albury, Michael Dunne, Sue Grieshaber, John Hartley, Catharine 

Lumby and Ben Mathews. 

 

Abstract 

A group of Australian researchers from a range of disciplines involved in studying 

children’s sexual development developed a framework for researching healthy sexual 

development that was acceptable to all disciplines involved. The fifteen domains 

identified were: freedom from unwanted activity; an understanding of consent; 

education about biological aspects; understanding of safety; relationship skills; 

agency; lifelong learning; resilience; open communication; sexual development 

should not be “aggressive, coercive or joyless”; self-acceptance; awareness and 

acceptance that sex is pleasurable; understanding of parental and societal values; 

awareness of public/private boundaries; and being competent in mediated sexuality. 

 

Introduction 

There has been considerable public concern about the sexual development of children 

in Australia in 2008 and 2009 (see for example Topsfield, 2008; Devine, 2008; 

Perkin, 2008; Stedman, 2009). Of particular concern has been the question of whether 

children are reaching sexual milestones too young (King, 2008). This public debate 

has been conducted in vague terms, worrying simply that children are developing too 

quickly (Hartley, 1998). No attempt has been made to describe what would constitute 

healthy sexual development. 
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Lagerberg suggests that this is in part because: ‘the sexual development of normal 

children is neither fully explored nor understood’ (Lagerberg, 2001, p. 368; see also 

Haugaard, 1996, p. 81; Ryan, 2000, p. 34; Okami et al, 1997, p.  339). There does 

exist a patchwork history of research from earlier decades which allows us to recover 

some sense of normal sexual development of children over the years (Levy, 1928; 

Hattendorf, 1932; Isaacs, 1933; Ramsey, 1943; Sears et al, 1957; Newson & Newson, 

1963; Rutter, 1971). And recently a more systematic research approach to this topic 

has emerged (Knoth et al, 1988; Leitenberg et al, 1989; Friedrich et al, 1991; Gold & 

Gold, 1991; Lamb & Coakley, 1993; Fitzpatrick et al, 1995; Haugaard, 1996; Okami 

et al, 1997; Ryan, 2000; Larsson & Svedin, 2002; Larsson & Svedin, 2002b; 

Sandnabba et al, 2003). There also exist a number of useful guides to healthy sexual 

development from distinct perspectives: clinical psychology (Sanderson, 2004); early 

childhood studies (Chrisman & Couchenour, 2002) and Family Planning (FPQ, 2006).  

However, across this range of work there is no agreement about what constitutes 

healthy sexual development. As Haugaard noted when he gathered data from 

professionals working in a number of different disciplines, there is ‘considerable 

disagreement’ (Haugaard, 1996, p. 88) between different professional groups about 

what characterises acceptable sexual development for children.  

 

Healthy sexual development: a multidisciplinary framework for research 

It thus seemed that it would be a useful contribution to public debate on this topic to 

develop a multidisciplinary framework for understanding healthy sexual development, 

drawing on the expertise of professionals from a number of related backgrounds. This 

paper does not present the results of a traditional research project. Rather it sits in the 
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field of ‘research design and methodology’. Work in this field seeks to ‘introduce, 

explain and illustrate designs and methodologies’ (Keith, 1998: 332). In particular, the 

current paper sits within that subset of such work which aims to ‘clarify a research 

topic about which there are misrepresentations or confusion’ (Keith, 1998: 333). It is 

targeted at researchers interested in healthy sexual development and presents an 

exploration of a possible paradigm within which research can take place into healthy 

sexual development. 

A consultative group was gathered consisting of seven Australian experts across a 

number of disciplines relating to children, development and sexuality. The group 

included a psychologist specialising in preventing child sexual abuse; an early 

childhood expert; a legal expert in children’s rights; a specialist in sexuality 

education; experts on sexual socialisation; and on the media’s impact on children’s 

development. The group commissioned literature reviews of the research on 

children’s sexuality across their disciplines; and worked together to develop a 

consensual definition of healthy sexual development that drew on the insights of their 

various disciplines.  

The group met and spent a day discussing this topic. One group member acted as a 

facilitator; another took notes. The facilitator led discussion, brainstorming all the 

possible domains which should be included under the definition of healthy sexual 

development. Each domain was then discussed by the group to ascertain whether it 

was agreeable to all disciplinary paradigms, and if so how it could best be expressed 

in a way that made sense to all participants.  

A draft version of this paper was prepared from the notes taken at this meeting and 

circulated to all the contributing experts for discussion. Based on feedback, a second 

draft was developed and circulated to all participants, who then signed off on it. 
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One key point emerged early in the discussions: this would be a holistic approach to 

healthy sexual development. In much of the literature in this area the sole concern is 

the prevention, diagnosis and treatment of child sexual abuse (see for example 

Haugaard & Emery, 1989; Lamb & Coakley, 1993; Ryan, 2000). The group agreed 

that preventing unwanted sexual encounters is a key element of healthy sexual 

element – but it is far from being sufficient for an understanding of the important 

elements in that development. There is more to healthy sexual development than 

simply preventing abuse. Important positive skills and understandings must be 

developed. We identified fifteen key domains which provide a multidisciplinary 

framework for understanding healthy sexual development: 

i. Freedom from unwanted activity.  

Healthy sexual development takes place in a context in which children are protected 

from unwanted sexual activity (Haugaard & Emery, 1989; Sanderson, 2004). This is a 

fundamental point. Its complexity must also be acknowledged. Hence the second 

point is: 

ii. An understanding of consent, and ethical conduct more generally. 

Healthy sexuality is not coercive (Wardle, 1998; Ryan, 2000; Chrisman & 

Couchenour, 2002; FPQ, 2006). And so children need to understand the nature and 

complexity of consent – not just their own, but also other people’s – in sexuality. 

They need to learn about the ethics of human relationships, and how to treat other 

people ethically. 

iii. Education about biological aspects of sexual practice 

In healthy sexual development, children are provided with accurate information about 

how their bodies work. Research has shown that ‘[i]n the absence of adequate and 
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systematic sex education, children invent their own explanations for biological and 

sexual processes often in the form of mythologies’ (Goldman & Goldman, 1982, p. 

392). 

iv. An understanding of safety. 

In healthy sexual development, children learn what is safe sexual practice. This is 

meant in the widest possible sense, including physical safety, safety from sexually 

transmitted diseases (Allen, 2005, p. 2), and safety to experiment.  

v. Relationship skills. 

In healthy sexual development, children learn relationship skills more generally. This 

includes, but is not limited to, communication and assertiveness skills. Children learn 

to ask for what they want assertively in relationships generally. At an appropriate 

point this also includes sexual relationships (Impett et al, 2006). 

vi. Agency. 

Emerging from the previous point, in healthy sexual development children learn that 

they are in control of their own sexuality, and in control of who can take sexual 

pleasure from their bodies. They are confident in resisting peer pressure. They 

understand their rights. They learn to take responsibility for making their own 

decisions (SIECUS, 1995). 

vii. Lifelong learning. 

Every researcher who has studied the healthy sexual development of children insists 

that children are naturally ‘curious’ about their bodies and about sex (Sanderson, 

2004: 62). Studies over many decades have shown that they explore their bodies – 

including touching and sometimes masturbating their genitals – from birth (Levy, 

1928; Ryan, 2000; Larsson & Svedin, 2002b); they ask questions about sex at the 
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same time as they begin to ask questions about other aspects of society (Hattendorf, 

1932; Larsson & Svedin, 2002); and they play ‘sex games’ like doctors and nurses 

with other children from an early age (Isaacs, 1933; Lamb & Coakley, 1993; 

Chrisman & Couchenour, 2002; Larsson & Svedin, 2002b; Sandnabba et al, 2003). 

Research has shown that this behaviour is not only normal, it is healthy and has no 

harmful effect on later sexual development (Kilpatrick, 1992; Greenwald & 

Leitenberg, 1989; Leitenberg et al, 1989; Okami et al, 1998; Larsson & Svedin, 

2002b). Similarly, learning about sexuality does not stop at the point where sexual 

intercourse begins. Adults continue to learn about their sexuality throughout their 

lives, improving their knowledge of and attitudes towards their sex lives. 

viii. Resilience. 

There is a necessary element of risk in all learning. This is also true of sexual learning 

(Chrisman & Couchenour, 2002, p. 3). In healthy development, children develop 

agency in order to facilitate resilience, so that bad sexual experiences are 

opportunities for learning rather than being destructive. 

ix. Open communication.  

Healthy sexual development requires open communication between adults and 

children, in both directions. As noted above, this means that children are provided 

with age-appropriate information about sex (SIECUS, 1995), and particularly that 

they are given honest answers to any questions they may ask (Chrisman & 

Couchenor, 2002). There is absolute agreement in the literature that this is important 

for preventing sexual abuse (Krafchick & Biringen, 2002, p. 59; Sanderson, 2004, p. 

55), development of a healthy attitude towards their own bodies and sexuality 

(Chrisman & Couchenour, 2002, p. 14; Impett et al, 2005), and preventing unwanted 
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pregnancies and STDs when they do become sexually active (Lindberg et al, 2008). 

On the other hand, in healthy situations, children feel comfortable in coming to adults 

with problems, concerns or issues they may have about their bodies or what is 

happening to them. 

x. Sexual development should not be ‘aggressive, coercive or joyless’ 

This is a key distinction between healthy and unhealthy sexual development. Healthy 

sexual development is ‘fun’, playful and lighthearted (Okami et al, 1998, p. 364). 

Unhealthy sexual development is aggressive, coercive or joyless (Sanderson, 2004: 

79). 

xi. Self-acceptance. 

In healthy sexual development children are supported in developing a positive attitude 

towards their own sexual identity (Impett et al, 2006); and a ‘positive body self 

concept’ (Okami et al, 1998, p. 363).  

xii. Awareness and acceptance that sex is pleasurable. 

Children learn to understand that it is acceptable for sexuality to be pleasurable in 

healthy development (SIECUS, 1995; WHO, 2002, p. 5). It is not shameful to enjoy 

it. It is a desirable outcome that when they become adults they will have to option of 

enjoying satisfying and high quality sexual relationships should they choose to do so 

(Okami et al, 1998, pp. 361, 365). 

xiii. Understanding of parental and societal values. 

In healthy development, children learn social and parental values around sexuality to 

enable them to make informed decisions about their own sexuality in relation to them. 

These vary greatly (WHO, 2006: 6). Research shows that parental values around 

sexuality range from extremely conservative to extremely liberal (Okami et al, 1998), 
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and that judgments about what is appropriate sexual behaviour in children differ 

dramatically in different societies (Aries, 1962; Higonnet, 1998; Jenkins, 1998). 

xiv. Awareness of public/private boundaries. 

As a particular subset of values, children learn how the public/private distinction 

works in their culture as part of healthy sexual development. This allows them to 

manage their own privacy, understand public behaviour, and how to negotiate the 

boundaries between the two (Larsson & Svedin, 2002; Sanderson, 2004, p. 60). 

xv. Competence in mediated sexuality. 

In healthy sexual development, children will develop skills in accessing, 

understanding, critiquing and creating mediated representations of sexuality in verbal, 

visual and performance media (Higonnet, 1998; Hartley & Lumby 2003; Buckingham 

& Bragg, 2004; Ward et al, 2006; Mazzarella & Pecora, 2007; Lafo, 2008). 

 

Conclusion 

This paper sits in the field of ‘research design and methodology’ and has sought to 

‘clarify a research topic about which there are misrepresentations or confusion’ 

(Keith, 1998: 332, 333). It brings together and reconciles the literatures from a 

number of disciplines in order to produce a coherent framework for understanding 

healthy sexual development. This framework has the potential to inform any research 

project which is interested in exploring healthy sexual development. For example, it 

will be useful for researchers interested in interaction between social variables - such 

as the effects of exposure to media, or new communications technologies – and 

healthy sexual development. We hope that it proves useful to researchers interested in 

these issues, and functions as a starting point for a range of future research projects. 
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SEX, HEALTH, MEDIA

MAKING IT WORK



Academic/Practitioner Collaborations: Making it Work
Ben Light, University of Salford
Justin Harbottle, THT South/Informed Passions

• Make sure you have a shared interest - it's no good just doing it to 'get the 
money'.  You're likely to get bored and won't have the commitment to keep 
the project going and get benefit from it. That said, take advantage of 
funding opportunities that might be at the fringes of what you do - they may 
provide gateways to follow on funding for projects that are more centrally of 
concern for you.  Moreover, you may discover ways of engaging your central 
interests and building up knowledge in related areas.

• Know what funding bodies are looking for - depending on the funding 
source, the academic and/practitioner partner may have a better sense of 
this - respect their knowledge.

• Ensure that you discuss what each party wants to get out of the project. 
This will vary on a project-by-project basis.   For example, publishing might 
not always be a central concern for academics - the engagement activity 
associated with the project itself may be the important thing, or indeed the 
possibility for student projects.

• Discuss and agree matters regarding any intellectual property that might be 
generated via the project. Think about the different kinds of knowledge/IP 
that might be generated by the project and factor this into any agreement - 
for example, data might be 'owned' by one party, but the results of the 
analysis by another.  Consider joint ownership if possible - in a spirit of 
cooperation and collaboration.  In my experience institutions can often have 
more of an interest in this that those staff working together on the project 
itself!

• Ensure that all parties are adequately resourced on the project - projects 
done on the cheap don't work very well.

• Recognize that all parties are usually overstretched on a day to day basis 
and often relationships start out for very instrumental reasons. For example 
'we can only get these funds if we work together'.  If the proposal is 
unsuccessful and can't be resurrected in any way - don't be surprised if you 
lose contact with a potential partner for a while (academic or practitioner) - 
they may well come back when there's another potential opportunity on the 
horizon!

• Know what funding bodies are looking for - depending on the funding 
source, the academic and/practitioner partner may have a better sense of 
this - respect their knowledge. If the funding body is sitting in one particular 
sector i.e health, it might be worth ensuring the proposal is re synched with 



this area, to ensure key factors, such as outcomes and aims, are in line with 
the funder's expectations. One of the key challenges is incorporating the 
partnership work, yet bearing in mind that funders may have little experience 
of a respective partner's sector).

• Keep proposals simple. To some degree, adding a partner from outside your 
sector may be quite a radical shift in of itself. If the proposed project is also 
complicated, this might seem like the proposal is over ambitious and a bit 
too risky. However, this largely depends on the funder and their approach to 
funding innovative projects or partnerships.

• Be aware of barriers or comments from colleagues from within your own 
sector. If working with a partner organization with which your sector of work 
has not, historically, had much contact, sound out this proposed partnership 
amongst your colleagues. Assumptions, comments, or thoughts from 
colleagues from within your sector regarding establishing this partnership 
might give you some insight as to what perceived barriers or problems there 
might be, which might help you preempt and address any similar concerns 
from funders.
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