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The Irish Study of Sexual Health and Relationships

Foreword by Minister for Health and Children, Mary Harney TD

| welcome the Report on the Irish Study of Sexual Health and Relationships
(ISSHR).

The National AIDS Strategy Committee (NASC), in its report Aids
Strategy 2000 recommended that a national survey be undertaken of sexual
knowledge, attitudes and behaviours in Ireland. Such a survey is in line with
research in other European countries. lts purpose is to provide useful
information on attitudes and behaviours and to provide a benchmark for
evaluating the impact of our policies and practices in relation to HIV and other
STls and in relation to our overall sexual health.

On foot of the NASC recommendation, my Department and the Crisis
Pregnancy Agency commissioned the Irish Study of Sexual Health and
Relationships in 2003. The results of that survey form the basis of this report.
The survey was conducted by the Economic and Social Research Institute (ESRI)
and the Royal College of Surgeons in Ireland (RCSI).

The ISSHR provides nationally representative statistical data describing
levels of sexual knowledge, attitudes and behaviours of adults (18 years and
over) in Ireland for the first time.

The data contributes to an informed understanding of the factors
related to the broad spectrum of sexual behaviour and practice. It allows us to
develop a greater insight into the contribution individual behaviours,
appropriate service development and education and prevention activities can
make to securing good sexual health and avoiding negative outcomes. The
study underlines the need to develop appropriate responses in relation to
sexual health inequalities, sexual practices and behaviours, sex education and
life-long learning and service development and planning.

The Report provides detailed information and analysis of the responses
received from 7,441 participants. | commend and congratulate all those
involved in the survey and preparation of the Report, the participants who
spoke candidly about this intimate, sensitive area of their lives, the 27
interviewers, the ESRI and the RCSI. The data it provides will inform the
development of policies and services in the area of Sexual Health and
Relationships in future years.

Minister for Health & Children




Introduction

IT is a great pleasure for me to welcome the Irish Study of Sexual Health and
Relationships (ISSHR). It is the largest nationally representative study on sexual
knowledge, attitudes and behaviour ever undertaken in Ireland.

This study was commissioned by the Department of Health and Children
and the Crisis Pregnancy Agency (CPA) in response to a recommendation of the
National AIDS Strategy Committee.

The Crisis Pregnancy Agency became involved in the project in the light
of international evidence showing that aspects of sexual health, such as
contraception, crisis pregnancy and sexually transmitted infections, should be
examined jointly. The study builds upon the already extensive research
conducted by the CPA since its establishment.

The CPA and the Department of Health and Children funded this research
because the sexual health sector needs robust and comprehensive data to
effectively plan sexual health policies and strategies and to inform effective
approaches to promoting positive sexual health messages.

The findings of this report will be considered by various organisations and
will inform the future development and strategic direction of the CPA's work in
reducing the number of crisis pregnancies.

The report will also provide valuable and sought-after information for
individuals, organisations and policymakers working to prevent and manage crisis
pregnancy and sexually transmitted infections in Ireland. It will contribute to the
development of a national sexual and reproductive health strategy.

| would like to thank the research teams, led by Dr Richard Layte of the
ESRI and Professor Hannah McGee of the RCSI, and the team at Trinity College. |
would also like to thank the people who gave of their time and expertise in
steering and managing this project and in critiquing this report. A special word of
thanks is due to the staff of the Crisis Pregnancy Agency and the Department of
Health and Children for their strong commitment to completing this project.

Chair

Crisis Pregnancy Agency
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A generational group.
Simultaneous occurrence (in ISSHR, of more than one sexual relationship).

This provides an upper and lower bound within which we can be sure that
true value will be found 95% of the time (derived from the ‘standard error).

A description of the population, once ranked by another factor. In ISSHR it is
used in the construction of the ‘median’ statistic (eg, when assessing the
median number of sexual partners). Individuals are ranked from those with
the lowest number to those with the highest. The median value is that of the
person who is half way up the ranked population (ie, at the 50% percentile).

A measure of how much statistical uncertainty is introduced into a survey by
the manner in which individuals are selected for interview.

Separated into two parts or classifications.

The separation of an aggregate body into its component parts. In statistics,
categories may be split or disaggregated to reveal finer details.

This is a relative term used to make a distinction between different age
groups in a study. The term ‘older’ is not used in a pejorative way for men or
women.

The condition of being religious. The sociological use of this term has no
pejorative connotation.

Sex is used in this report to mean sexual activity. Sexuality encompasses sex,
gender identities and roles, sexual orientation, pleasure, etc. It is affected by
many factors and their interaction (biological, social, psychological, historical,
cultural, economic, political, legal, religious and spiritual).

Sexual health is used to mean, not merely the absence of infection, disease,
dysfunction or infirmity, but a state of general well-being (physical,
emotional, mental and social) in the area of sexuality.

A quantification of the uncertainty in a measure. The smaller the absolute
number of individuals interviewed and the less ‘random’ the selection
procedure, the greater the standard error.

The questionnaires used to interview individuals who agree to take part in
the study.

The generic name for a technique that examines the rate of change in a
variable over time. A survivor curve usually plots the proportion of a
population who have not yet experienced some outcome. It may also be
used to plot a "failure rate’: the proportion who do not experience some
outcome.
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1.1 Introduction

SEX and sexuality are core dimensions of the human experience and an important determinant of
well-being. An individual's sexual behaviour and sexual health cannot be separated from their social
and cultural context. This is brought out in the World Health Organisation’s (WHO) definition of sexual
health. It is concerned not just with the absence of disease or dysfunction but with a broad definition
of health:

“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.”

Nonetheless, sexual behaviour can have serious consequences for physical health. These have been
the subject of growing concern: Rates of sexually transmitted infections have increased by over 250%
in Ireland since the mid-1990s.2 HIV notifications have increased by 243% between 1998 and 2003.

Research by the Crisis Pregnancy Agency? also shows that around a quarter of women who
have been pregnant have experienced a ‘crisis’ pregnancy, a figure which rises to over half of all
women under 26 who have been pregnant.

These worrying developments demand a coordinated policy response, yet in Ireland this
response has been undermined by a lack of detailed information on sexual partnerships, practices
and use of contraception and protection, and the manner in which these are related to sexual
attitudes, knowledge and beliefs.

Research on sex in Ireland has been mainly confined to the study of sexual attitudes.
Representative sources of data on sexual behaviours include:

4567

e alimited module on sexual behaviours in the 1994 International Social Survey Project? ?

e an analysis of contraceptive behaviour in the ICCP Survey?

* an analysis of general sexual activity, contraception and condom use using the 1998 and 2002
Slan surveys'0

The availability or lack of representative and detailed data has an impact on the policy
response. The Irish Study of Sexual Health and Relationships (ISSHR) was designed to fill the need for
data. This report is one of four that detail the findings of the study.

This report provides a general overview of the main findings from the ISSHR Survey. ISSHR
Sub-Report 1: ‘Learning About Sex and First Sexual Experiences’ provides more detailed findings
on how individuals learn about sex and on their first sexual experiences.

ISSHR Sub-Report 2: ‘Sexual Health Challenges and Related Service Provision’ provides
more in-depth analyses of sexual health challenges such as STls and crisis pregnancy as well as
examining associated service use.

ISSHR Sub-Report 3: ‘Contemporary Sexual Knowledge, Attitudes and Behaviours in
Ireland’ provides a detailed examination of contemporary Irish sexual knowledge and attitudes, and
the manner in which these are related to behaviours.

The ISSHR project and accompanying reports emerged from a series of developments over a
number of years. In almost all countries where knowledge, attitude and behaviour (KAB) surveys have
been carried out, public-health concerns have provided the impetus and legitimation for these. To a
certain extent this has been true for Ireland. However, the ISSHR project, overall, emerged from a
broader set of concerns and interests, such as:
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e the development and findings of sexual knowledge, attitude and behaviour surveys (KABS) in
other countries over the last two decades

e the deliberations and recommendations of the National AIDS Strategy Committee (NASC)

® ascoping study for an Irish KAB carried out in 2003

* the establishment, mandate and interests of the Crisis Pregnancy Agency in October 2001

These different influences together led to the commissioning in December 2003 of a national
KAB survey for Ireland. These influences will be examined in more detail in the second section of this
chapter.

The chapter’s third section examines the importance of the Irish context for understanding
the results of the ISSHR survey. Sexual knowledge, attitudes and behaviours can only be understood
within the history and culture of an Ireland that has changed radically in recent decades.

The fourth section examines the issue of socio-economic differences in health and their role
in shaping sexual knowledge, attitudes and behaviours.

The fifth section briefly discusses Irish legislation on sexual issues and, more importantly,
how this has changed in recent decades.

The sixth and last section outlines the structure of the rest of the report and briefly
summarises the issues examined in the next 11 chapters.

1.2 Context and rationale for the study

1.2.1 The development of sexual knowledge, attitude and hehaviour surveys

STUDIES of sex have been carried out from the late 19t century onward. These include studies in the
UK (see Hall 1999 for a review) and, in the USA, the renowned studies of Kinsey and Pomeroy in the
1930s and 1940s'" 12 and Masters and Johnson'2 in the 60s. However, modern survey methods and
probability samples were not applied to sex research until the 1980s.

The earlier studies were general attempts to uncover the nature of human behaviour, largely
from a biological perspective. Researchers felt it was not possible in the moral climate of the day to
ask intimate questions of a broad swath of the population, using random probability sampling. Right
up to Masters and Johnson, researchers of sexual behaviour were often regarded with suspicion and
faced constraints on their work and even prosecution.

It was only with the rise of the incurable virus HIV in the 1980s that large-scale surveys on sex
were seen as legitimate and funding for them became available. Sex research was still regarded with
suspicion in some, often powerful quarters, but a ground swell of support emerged for national KAB
surveys in a number of countries once it was understood that HIV was, for the most part, a sexually
transmitted disease and that the risk of infection was proportional to the number of both heterosexual
and homosexual partners with whom unprotected sexual intercourse had taken place.'* 1> It became
imperative to understand this, plus other risk factors such as intravenous drug use and the extent of
mixing between higher- and lower-risk groups.'¢ 1/
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1.2.2 Increases in HIV and STIs in Ireland and the role of the National AIDS Strategy
Committee

THE level of new HIV infections in Ireland has been reasonably low compared to that in other
countries.

The pattern remained fairly flat (see Figure 1.1) until the mid-1990s.'8 Since then, however,
there has been a rise in infections. After 1998, there was a steeper increase. Between 1998 and 2003
infections rose by 243%, but this increase was not straightforward. First, it was from a comparatively
low base; the rate of increase is misleading as the absolute number involved is relatively small.
Secondly, the data show that most new infections occurred among heterosexuals of whom over 80%
were recent immigrants from sub-Saharan Africa.'® They would have acquired their infections outside
the state.

The pattern of HIV infection in Ireland was not, then, one found in many other industrialised
countries. After 1998, however, the rate of increase did suggest that HIV could be a substantial
problem in time if conditions were conducive to its spread.

Figure 1.1: HIV incidence by transmission group and year of diagnosis — Ireland 1986-2004
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MSM: Men who have sex with men
IDU: Intravenous drug use

What is perhaps more striking in the Irish context is the steady increase in other sexually
transmitted infections since 1989. This may be seen in Figure 2.1. It uses data from the reports from
2000 to 2003 of the Health Protection Surveillance Centre.2 The data show that the number of new
STl infections notified increased from 2,228 in 1989 to nearly 10,500 in 2003. Rates of genital warts,
non-specific urethritis and Chlamydia trachomatis increased strongly, particularly after 1994.

@ HPSC - formerly the National Disease Surveillance Centre.
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Sexually transmitted infections (STls) can have serious consequences for individuals and
present a substantial burden for health-care services:
e If left untreated, Chlamydia can lead to pelvic inflammatory disease and be a cause of ectopic
pregnancy and infertility.
*  Genital warts and the virus which causes them can cause cervical and other genital cancers.
e Hepatitis C can cause chronic liver disease and liver cancer.

An increase in STls is, therefore, a cause for deep concern in its own right, but infection with
STls also increases the risk of transmission of HIV during unprotected sex.

This means that the large increases in STls in Ireland over the last 15 years and the rise in HIV
infection among the heterosexual population, albeit from a low base, could lead to large increases in
HIV infection in Ireland over the medium term. Whether or not there is a steep increase depends
upon the extent and distribution of risky sexual behaviours in the population and the socio-sexual
mixing of high- and low-risk groups.

Figure 1.2: Number of notified sexually transmitted infections 1989 to 2003 total & selected types
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It was in the context of an increase in HIV and STl infections after the mid-1990s that the
report of the National AIDS Strategy Committee (AIDS Strategy 2000) recommended that a National
Survey of Sexual Knowledge, Attitudes and Behaviours in Ireland be carried out in line with those in
other European countries. Such a study would provide:

* nationally representative information on knowledge and attitudes to sex, sexual health, sexual
health services and sexual behaviour
® abenchmark for planning future sexual health promotion services and strategies

Both ‘Quality and Fairness: A Health System for You’ and ‘The National Health Promotion Strategy
2000-2005" supported the full implementation of the AIDS Strategy 2000.
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1.2.3 The scoping study for a national KAB survey

THE Education/Prevention Sub-Committee of the National AIDS Strategy Committee was responsible
for ensuring the implementation of the recommendations from the report of the National AIDS
Strategy Committee ('AIDS Strategy 2000") that a National Survey of Sexual Knowledge, Attitudes and
Behaviours in Ireland be carried out.
In May 2002, it invited tenders for a Scoping Study for A National Survey of Sexual
Knowledge, Attitudes and Behaviour. In September 2002, following an open competition, the
Education and Prevention Sub-Committee commissioned a consortium from the Economic and Social
Research Institute (ESRI), Royal College of Surgeons in Ireland (RCSI) and an independent research
consultant to conduct a study to examine the practical and methodological issues involved in
undertaking a new and separate national survey of sexual attitudes and behaviour.
The scoping study had four interlinked objectives:
® to review the issues that could feasibly be addressed in a national survey of sexual knowledge,
attitudes, and behaviour in Ireland

® to review the operational and methodological procedures and cost implications relevant to a
survey in this area

®  to consult with relevant stakeholders

* to recommend terms of reference for a national survey of sexual KAB

The scoping study consulted widely with stakeholders in the area of sexual health and education. It
brought forward a number of recommendations for a national KAB survey for Ireland.” As with such
surveys in other countries, it was agreed that the survey would collect information on risky sexual
practices and sexual attitudes, knowledge and beliefs as well as their socio-demographic correlates.
But Layte et al (2003) also reflected the strong view of stakeholders that considerable efforts be
made to understand how people learned about sex throughout life and the nature and impact of
early sexual experiences. There was also strong support for the view that risky sexual practices include
those that contribute to crisis pregnancy and that these should form a substantial part of the final
study.

One interesting feature of the development of a KAB survey for Ireland was the emergence
early on of an intention to see sex as a positive and enjoyable behaviour rather than only as a
pathological and risky pastime. The dominance of epidemiological concemns in KAB surveys means
that sex and sexuality are often seen only through the prism of pathologies and problems. A major
theme of the consultation process was that sex is also a positive and pleasurable experience that can
contribute enormously to personal well-being.

On July 17t 2003, CPA and the Department of Health and Children published a tender
document. It requested proposals for the first national sexual KAB survey. The primary aim of the
project, as set out in the tender document, was the collection of reliable nationally representative
baseline information that would:

*  build a representative and reliable national picture of sex and sexual behaviour in Ireland

* measure levels of sexual knowledge among people in Ireland

e reliably assess national attitudes to important constructs related to sex, sexuality, service use, etc,
to examine patterns (similarities and differences) among different cohorts and the patterns
underlying these variations

* examine, explore and reliably describe the interrelationships between knowledge, attitudes and
behaviours in the context of theory, sexual health promotion and policy development
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The research objectives of the study were defined as:

e To establish baseline data that will enable key variables to be monitored, replicated and tracked
over time.

* To provide nationally representative statistical data describing levels of sexual knowledge,
attitudes and behaviours in Ireland, to better inform policy and practice.

e To understand the factors (behavioural, attitudinal and knowledge level) related to the broad
spectrum of sexual behaviour and practice and to feed this information into policy and practice.
Key sexual behaviours and practices of interest include risk-reductive behaviours, protective
behaviours, positive and negative sexual health outcomes.

* To generate a better understanding of the factors that contribute to unplanned pregnancy, STls
and the interrelationships between these factors.

e To examine this data with respect to key variables (eg, urban/rural categories, gender, education
levels) so as to assess any significant patterns with respect to behaviour, attitudes or service
usage, for example.

*  To compare findings with international data and with previous Irish data and to feed this
information into policy and practice.

1.2.4 The role of the Crisis Pregnancy Agency

THE Crisis Pregnancy Agency was involved in the steering group of the Scoping Study for A National
Survey of Sexual Knowledge, Attitudes and Behaviours. Since it has direct interest in the findings, it
took part in both commissioning and joint-funding the first national KAB survey in Ireland from which
the ISSHR study and this study report are derived.

Because of the interests of the Crisis Pregnancy Agency, and unlike in a number of other
countries, the development of a national KAB survey in Ireland was substantially influenced by issues
around reproductive health.

The CPA was established in October 2001 to act as the planning and co-ordinating body in
the area of crisis pregnancy in Ireland. Its principal aim is to formulate and implement a strategy to
address the issue of crisis pregnancy through:

* areduction in the number of crisis pregnancies by the provision of education, advice and
contraceptive services

* areduction in the number of women with crisis pregnancies who opt for abortion by offering
services and supports which make other options more attractive

* the provision of counselling and medical services after crisis pregnancy

The Irish Contraception and Crisis Pregnancy (ICCP) survey, which was commissioned by the
CPA,3 showed that significant numbers of Irish people still do not consistently use contraception even
though they, or their partner, do not want to conceive at the time. Inconsistency was strongly related
to the type of relationship which the person had with their partner. Sex in casual relationships or
recently formed relationships was far more likely to occur without protection largely because
respondents were not prepared, sex was unexpected or, more worryingly, because the individual had
been drinking or taking drugs. Around 10% of respondents to the ICCP survey did not use
contraception when they last had intercourse.
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Inconsistent use of contraception is one of the main reasons why

e over a quarter of Irish women under 46 who have been pregnant have experienced a crisis
pregnancy

* the number of women with Irish addresses visiting British abortion clinics increased strongly
between the late 1980s and 2000

The establishment of CPA should help to change this picture, but its task was not helped by
the lack of data linking sexual practices and partnerships with use of contraception, sexual attitudes
and knowledge. For this reason CPA had a strong interest in seeing a national KAB survey being
completed.

1.3 Influences on Irish sexual knowledge, attitudes and
behaviours

SEXUAL behaviour is influenced by a wide range of factors, including the development of social
attitudes and culture, public institutions and a country’s regulatory/legal structure. In all these respects
Ireland has changed dramatically in the last four decades.

Most Western industrial countries have experienced, in the decades after 1960, tremendous
change in attitudes and behaviours in areas such as women'’s role in society and sexual freedom. In
Ireland, however, these changes occurred in the context of the wider pressures of industrialisation and
urbanisation that took place long after they happened in other countries in Europe.20 The 1970s also
brought closer integration of Ireland and Irish institutions with other European nations. This
integration profoundly affected the nature of Irish society. Together these changes accelerated and
intensified the extent and nature of change in attitudes and behaviours in Ireland in the last four
decades.

Influences on Irish sexual culture have also come from outside the country. Although
emigration was a constant in Irish society from the founding of the state in 1922 right up to the 1990s,
particularly high numbers of Irish people left to find jobs elsewhere in the 1950s and 1980s. When
economic fortunes changed in the 1990s, the experiences of these emigrants returned with them to
Ireland. These may well have influenced national patterns of sexual attitudes and behaviours.

Lastly, the influence of the mass media in Ireland in stimulating attitudinal and behavioural
change should not be underestimated. During the last three decades, media sources available in
Ireland have proliferated; many of these originate outside Ireland’s borders.

Such developments have had a substantial influence on the development of social attitudes.’
The pace of change, particularly in the last 30 years, has been immense. Ireland has largely converged
with other European countries in terms of living standards, demographic trends and legal frameworks.
However, research shows that Irish people, both North and South, have significantly more
conservative attitudes compared to populations in other European countries.

For example, Layte et al (2003)°, using the European Values Survey 1999/2000, showed that,
when asked on a scale of one to ten whether certain forms of behaviour are justified (1=never
justified, 10=always justified)

e 70% of the Irish sample rated homosexuality at five or less
e 88% rated having casual sex at five or less
°  98% rated having sex under the legal age of consent at five or less
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To put this in a European context, if the mean score of the Irish sample on these questions is
used, the score on homosexuality in the Republic of Ireland is the lowest in Western Europe except
for Portugal and Northern Ireland. On the issue of casual sex and sex under the age of consent,
Ireland has the lowest score in Western Europe (ie, these behaviours are seen as less justified). Even
among those under 30, people in the Republic are more conservative on these issues than all other
Western European states except Portugal and Northern Ireland.

To understand the conservatism of current Irish sexual culture, present-day Ireland needs to
be placed in the context of its recent history and the move from an agricultural/rural society which
pursued protectionist and isolationist economic and social policies?’ to a highly globalised, mostly
urban, post-industrial society.

It should also be remembered that, until comparatively recently, sexual discussion, public
policy on sex and sexual behaviour itself all occurred within a cultural framework that was significantly
influenced by Catholic social and moral teaching.?? The Catholic ethical framework was the dominant
framework in Ireland until the 1960s; concerns about sexual probity were part of daily life and were
enforced, to various degrees, throughout Irish society.

Irish legislation and the Constitution also reflected Catholic moral teaching.?? The foundation
of the Irish state in 1922 was followed by a number of pieces of legislation that sought to bring Irish
criminal law in line with Catholic thinking. The 1929 censorship law not only banned erotic literature
but also defined as obscene any literature that provided information on or advocated ‘unnatural’
birth-control methods. Control of artificial contraceptives followed in 1935 (and remained in place
until 1973) as did the Public Dance Halls Act in 1935 which sought to control the threat that
unsupervised dancing supposedly posed to public morality.

The climate of repression in matters sexual shaped the imagery and language within which
relationships and sex were experienced by the majority of Irish people. Most were brought up to
associate sex with feelings of guilt, shame and embarrassment. This had a number of
conseqt‘lences.z4 First, it created an environment in which it was extremely difficult to find clear, factual
information on sex and relationships. Secondly, the dominance of Irish Catholic moral teaching had
the consequence of producing a state that simultaneously had the highest rate of non-marriage and
fertility in Europe.?® This pattern emerged from the strict sanction on sex outside marriage,
widespread marriage avoidance and a ban by the Catholic Church on artificial forms of contraception
within marriage. Marriage avoidance, a key pattern in Irish demography after the Famine, peaked in
the first half of the 20t century. At that time it reached levels that were unprecedented either in Irish
or broader European history.

Fahey?? quotes figures showing that in the 1920s the average age at marriage rose to 35 for
men and 29 for women. Among those aged 45 to 54, 29% of men and 24% of women had never
married. This figure was far above the European norm of 10 to 15%. This high level of non-marriage
may be one reason why Irish people born before 1940 are more likely than those born after to have
never had sex. In a European context, this is a highly unusual pattern (see chapter seven).

Within marriage, Irish fertility rates were the highest in Western Europe and have remained so
into the present, although they have decreased substantially in absolute terms. Marital fertility peaked
in the 1880s and fell slowly thereafter until 1980 at which point it stabilised. After 1970 the growth in
non-marital fertility balanced out the decline in marital fertility. Ireland’s fertility rate thus remains
comparatively high.2>

The rise in non-marital fertility is a good indicator of the changes in sexual attitudes and
behaviours that Ireland has experienced since the 1960s.

e Non-marital births represented just 1.6% of births in 1961.25
* By 2000, non-marital births represented around a third of all births (CSO 2005).
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The bulk of this change occurred after 1980, at which point only 5% of births were outside marriage.

Marriage, clearly, has lost much of its previous importance as the gateway to sex and
reproduction. This is underlined by changes in sexual attitudes on the subject.> Whereas, in 1973,
71% of the population felt that pre-marital sex was always wrong?, by 1994 this proportion had fallen
to 32%22. The ISSHR survey of 2005 found that just 6% of respondents thought that pre-marital sex
was ‘always wrong' (see chapter four).

Such changes suggest that the idea of sex before marriage has become increasingly
normalised and that attitudes on the subject are no longer congruent with Catholic teaching. A
softening of attitudes toward pre-marital sex has occurred across the age range, but the statistics
suggest that it was particularly marked among younger age groups. In 1973, 44% of those under 30
thought sex before marriage ‘always wrong' compared to 87% of those aged 51+ (a ratio of 2:1). This
shows a deep difference between age groups even by the early 1970s. By 1994, this rift had
substantially widened: only 8% of those under 30 thought sex before marriage ‘always wrong’
compared to 58% of those aged 51+ (a ratio of over 7:1). Even among older people, however,
attitudes had changed substantially.

The relationship of these changing sexual attitudes to sexual behaviours is one of the major
questions to be tackled in the ISSHR project. The increasingly secular framework through which sex is
seen by Irish people means that the formal prescriptions and rules about acceptable behaviour
advocated by the Catholic Church no longer have the force they once did to shape behaviour. What
they have been replaced with is unclear. Inglis?* has argued that a new secular moral framework
based upon individual responsibility and rationality is becoming dominant in Ireland, with sex and
sexuality increasingly seen as a dimension of general health and lifestyle. If so, this could have both
positive and negative consequences for individuals and Irish society.

On the one hand, it may mean that discussion around sexual issues becomes easier and
more rationally based; this could lead to improved knowledge of sexual issues and better sexual
health behaviours. If so, this should eventually lead to lower levels of negative outcomes such as crisis
pregnancy and STl infection.

On the other hand, fewer moral restrictions mean that individuals make choices based solely
on whether they wish to have a particular experience and on its possible consequences. For most
individuals this may present few problems; they will seek to balance their sexual expression with
sufficient protection. However, if knowledge of sexual-risk factors is limited or risks are discounted,
perhaps because sex takes place after the consumption of alcohol and other drugs, such an
attitudinal framework could lead to problems.

1.4 The impact of socio-economic inequality

RESEARCH both in Ireland?® 27 28 and internationally?? has shown that levels of both premature
mortality and poor health vary across the socio-economic scale. People of lower income, education or
social class are far more likely to suffer poor health. Living standards, life chances and the lifestyles of
different socio-economic groups have a strong effect on general health. These differentials apply just
as strongly in the area of sexual health.

Research internationally has shown that low levels of education and lower socio-economic
position are associated with a higher probability of certain risk factors for sexual health such as sexual
intercourse at a young age and poor or inconsistent use of contraception and protection. In fact, the
English National Strategy for Sexual Health and HIV 20013" identifies poverty and social exclusion as

b It is important to emphasise that non-marital fertility does not necessarily imply single parenthood, simply that the
mother was not married when the child was born.
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the main determinants of sexual ill health in the English population. This is likely to be the case in

Ireland as well.

For this reason, throughout this report there is an emphasis on the role of socio-economic
factors such as education and social class in shaping sexual knowledge, attitudes and behaviours.

1.5 Key Legislative Developments

Contraception

Criminal Law (Amendment) Act,
1935

McGee v. Attorney General [1974]
IR 284

Health (Family Planning) Acts
1979, 1992 and 1993

Health Acts 1947 onwards

Prohibits the importation and sale of artificial methods of
contraception.

The Supreme Court decides that this prohibition is
unconstitutional as it was an unjustified invasion of Mrs
McGee's right to privacy in her marital affairs.

Provides for the regulation and control of the sale,
importation, manufacture, advertisement and display of
contraceptive devices (excluding contraceptives with a
medical dimension such as the contraceptive pill).

Provides that Health Boards (as they then were) and other
appropriate bodies may supply family-planning services.

Deregulates the sale of condoms.

Provides for the regulation and control of contraceptive pills
and other contraception that has a medical dimension. Such
contraceptives fall under the remit of medical legislation and
are subject to the requirements of the National Drugs
Advisory Board.

Abortion

Offences Against the Person Act,
1861

Eighth Amendment of the
Constitution Act, 1983

Attorney General v. X[1992] 1 IR 1

It is an offence to procure a miscarriage.

Article 40.3.3° acknowledges the right to life of the unborn,
with due regard to the equal right to life of the mother.

The Supreme Court, in interpreting this provision in the
Constitution, held that the termination of pregnancy is
unconstitutional unless there is a real and substantial risk to
the life, as opposed to the health, of the mother, which risk
includes the risk of suicide.
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ECJ Case No. 375, 29.10.1992, Open
Door and Dublin Well Woman
Centre v. Ireland

Twelfth Amendment of the
Constitution Bill, 1992

Thirteenth Amendment of the
Constitution Act, 1992

Fourteenth Amendment of the
Constitution Act, 1992

Regulation of Information (Services
outside the State for the Termination
of Pregnancies) Act, 1995

1996 - 2000

Twenty-Fifth Amendment of the
Constitution (Protection of Human
Life in Pregnancy) Bill, 2002

The European Court of Justice ruled that it was legal for a
pregnant woman to travel abroad to obtain a service in a
European member state where that service was legally
provided.

The court also ruled that a state, in which abortion is illegal, is
entitled to prohibit the distribution of information on the
identity and location of clinics in another member state where
abortions are legally carried out.

In 1992 three proposals were put to the people - the Twelfth,
Thirteenth and Fourteenth Amendments. The people
rejected the Twelfth (which dealt with the right to life of the
unborn) and approved the Thirteenth and Fourteenth (see
below).

Provided that Article 40.3.3° would not limit freedom to travel
between Ireland and another state.

Provided that Article 40.3.3° would not limit freedom to obtain
or make available information relating to services lawfully
available in another state.

Regulates the manner in which information on abortion
services may be made available to the public generally and to
individuals who request such information.

A constitutional review group (All-Party Oireachtas Committee
on the Constitution: Fifth Progress Party Report — Abortion)
and an Inter-departmental Working Group on Abortion were
formed. A Green Paper was published.

Another All-Party Oireachtas Committee was convened.

A referendum was held and the proposal was rejected.

Divorce

1937 Constitution of Ireland

Article 41.3.2° provided that no law could be enacted allowing
for the dissolution of a marriage.

The courts granted decrees of nullity and judicial separation
and recognised some foreign divorces. In the case of a
decree of nullity or a recognised foreign divorce spouses
could lawfully remarry; in the case of a decree of judicial
separation they could not.



1967 All Party Dail Committee on
the Constitution

1983 — 1985 - Joint Oireachtas
Committee on Marriage
Breakdown

Tenth Amendment of the
Constitution Bill, 1986

Judicial Separation and Family
Reform Act, 1989

1992 Government White Paper on
Marital Breakdown: A Review and
Proposed Changes

Family Law and Social Welfare
(No. 2) Act, 1995

Fifteenth Amendment of the
Constitution Act, 1994

Family Law (Divorce) Act, 1996
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Recommended that divorce should be legally granted in
circumstances where it would be recognised by a person’s
religion.

Put forward arguments for and against divorce being made
legal in Ireland and concluded that a referendum should be
held on the issue.

Proposed that the prohibition on divorce in the Constitution
be removed and that divorce be permitted in Ireland in
specified circumstances. A referendum was held and the
proposal was rejected.

Widened the grounds upon which a decree of judicial
separation could be granted by the courts and enabled the
courts to make a broad range of financial and property orders
for the benefit of dependant spouses and children where a
decree of judicial separation is granted. These are known as
‘ancillary relief orders’.

Considered the extent of marital breakdown in Ireland and
discussed various proposals for reform. Noted that any
change in the constitutional prohibition on divorce could only
be decided by a Referendum. Various constitutional
proposals were suggested.

Extended the court’s powers in making ancillary relief orders
in judicial separation, especially in the areas of life and
pension policies and social-welfare entitlements.

Provided for the dissolution of marriage in certain specified
circumstances. A referendum was held and the proposal was
accepted.

Provide that a court may grant a decree of divorce if it is
satisfied that the conditions in Article 41.3.2° of the
Constitution are complied with.

Divorce in Ireland is described as ‘'no fault’ divorce in that
proof of matrimonial misconduct, such as adultery or
desertion, is not required.

Homosexual acts

Offences against the Person Act,
1861

Intercourse by penetration per anum (anal sex or buggery)
upon a man, a woman or an animal was an offence at
common law. Penalties were provided for in the 1861 Act.
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Criminal Law Amendment Act,
1885

Norris v. Ireland [1988] EHRR

Criminal Law (Sexual Offences)
Act, 1993

Provided that any act of ‘gross indecency’ between males was
an offence.

No legislation existed to deal specifically with sexual acts
between females.

The European Court of Human Rights held that the existence
of a law that penalised certain homosexual acts carried out in
private by consenting male adults constituted a breach of
rights under Article 8 of the European Convention on Human
Rights.

Abolished the offence of buggery between consenting adults.
Homosexual acts between consenting adults are not
prohibited or regulated by law.

It is an offence to commit or attempt to commit an act of
buggery upon a person under 17 years of age or a person of
any age who is mentally impaired (unless married to that
person).

It is also an offence to commit or attempt to commit an act of
gross indecency with another male person under the age of
17 or a person of any age who is mentally impaired (unless
married to that person). ‘Gross indecency’ is defined as an
act of a gross nature and purpose between male persons
which falls short of buggery. Soliciting or importuning for the
purposes of gross indecency is also an offence.

Rape and Other Sexual Offences

Criminal Law Act, 1935

Criminal Law (Rape) Act, 1981

This Act raised the age of consent from 16 to 17 years of age.

It provides that it is an offence to have ‘unlawful carnal
knowledge' of girls under 15 and 17 years of age respectively.
The presence of consent is not a defence. It is not a defence
for the accused to say that he believed the girl to be over the
age of 15 or 17.

Rape is an offence at common law. It is defined in the 1981
Act as an offence committed by a man if he has unlawful
sexual intercourse with a woman who at the time of the
intercourse does not consent to it, and at that time he knows
that she does not consent to the intercourse or he is reckless
as to whether or not she consents.

‘Sexual intercourse’ is defined as penetration of the vagina by
the penis.



Criminal Law (Rape) (Amendment)
Act, 1990

Criminal Law (Sexual Offences)
Act, 1993

Criminal Law (Sexual Offences)
Act, 2006
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Extends the definition of rape to a sexual assault that includes
a penetration (however slight) of the anus or mouth by the
penis, or a penetration (however slight) of the vagina by any
object held or manipulated by another person. This is known
as 'section 4’ rape as it is provided for by section 4 of the Act.
Rape as defined by the 1981 Act is an act perpetrated by a
man on a woman; however, section 4 rape is gender-neutral.

In common law a husband could not be found guilty of the
rape of his wife. The 1990 Act abolishes this ‘marital
exemption'.

The Act also provides that the common law offence of
indecent assault shall be known as “sexual assault”.

It also defines the offence of ‘aggravated sexual assault’ as a
sexual assault involving serious violence or the threat of
serious violence or is such as to cause injury, humiliation or
degradation of a grave nature to the person assaulted.

Provides for the following offences:
e Committing or attempting to commit buggery with a
person under the age of 17 (unless married to that person);

e Having or attempting to have sexual intercourse with a
person who is mentally impaired;

e Committing or attempting to commit an act of gross
indecency with another male who is under the age of 17 or
who is mentally impaired (unless married to that person);

e Soliciting or importuning for the purposes of committing a
sexual offence; and,

o Offences in relation to prostitution — soliciting, loitering
with intent, organising, living off the proceeds, brothel
keeping.

This Act made significant changes to the Criminal Law Act,
1935 where it was an offence to have “unlawful carnal
knowledge” with a girl under 15 and 17 years of age.

Under the 2006 Act it is an offence to engage or attempt to
engage in a sexual act with a child under the age of 15. This
is described in the Act as “defilement”. Unlike the 1935 Act,
the offence extends to any sexual act and is gender neutral.

A "sexual act” is defined as sexual intercourse or buggery
between persons who are not married to each other or an act
of aggravated sexual assault or section 4 rape. A new
defence of "honest belief” is provided for where it is open to
the accused to argue that he or she honestly believed that the
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child was aged 15 or over. The Court will then consider if
there are reasonable grounds for that belief. It can never be a
defence to argue that the child consented to the sexual act as
the age of consent for both heterosexual and homosexual
activity is 17 years of age.

It is also an offence to defile or attempt to defile a child under
17 years of age. If the perpetrator is “a person in authority”
they shall be subject to a higher penalty. The defence of
“honest belief” may also be argued.

If the perpetrator is under the age of 17 the consent of the
Director of Public Prosecutions is required before he or she

may be prosecuted.

A girl under the age of 17 shall not be guilty of an offence by
reason only of her engaging in an act of sexual intercourse.

Criminal Justice Act, 2006 Provides for the offence of reckless endangerment of children.

In response to the “C” Case ruling, which led to the introduction and passing of the Criminal
Law (Sexual Offences) Act 2006, the Government established a Joint Committee of the Oireachtas on
Child Protection which is due to report in November 2006. The terms of reference of this committee
include the review of criminal law relating to sexual offences against children, the age of consent, and
procedures relating to the evidence of children in abuse cases. The Government also appointed two
specialists from the fields of civil and criminal law as special rapporteurs for child protection. They will
review and audit legal developments and assess what impact litigation in national and international
courts will have on child protection. They will be independent and accountable to the Oireachtas, to
whom they will report annually.
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1.6 A brief outline of the report

THIS report aims to give a general overview of the results of the first Irish national KAB survey and

examine a number of key issues around sexual behaviour in Ireland. Because of the range and depth

of data gathered, this report has to be selective in the issues addressed. It cannot examine these

issues in the depth that a more specialised report would. That is the task of the three sub-reports.
The content of chapters is as follows:

Chapter two examines the design and methodology of the ISSHR survey.

Chapter three analyses data from the ISSHR survey on the ways in which Irish people learnt
about sex and their views on what should be taught to children now. Results show that the proportion
of Irish people who received sex education increases steadily as their age decreases. The ISSHR
survey included questions on the form that this sex education took and whether it was received from
school, parents or another source. The results for these questions are analysed in detail. Chapter
three also examines the important issue of the extent to which respondents could speak to their
parents about sex when they were younger.

Chapter four undertakes an analysis of sexual attitudes, beliefs and knowledge in Ireland
(following chapter one's general discussion of the enormous change in these attitudes over the last
three decades or so). Using data from previous surveys and the ISSHR data, it examines in detail how
attitudes to premarital sex, casual sex and abortion have changed over time and are currently
distributed across the population. It also examines attitudes toward emergency contraception. Using
a range of characteristics, chapter four presents evidence of intense change in attitudes across Irish
people of all age groups over the last three decades, but a particularly pronounced change in
attitudes among young people. It is clear that the gap in levels of sexual liberalism in attitudes
between age groups has grown substantially over time. Attitudes are also related to many other
characteristics such as level of education and social class. These are examined in detail.

Chapter five examines the relationship between sexual attraction, sexual identity and sexual
experience. It analyses the extent of same-sex attraction among the Irish population, the distribution
of sexual identity and the relationship of both to same- and opposite-sex experience. Many people
tend to think of sexual orientation in an essentialist fashion, seeing individuals as either heterosexual
or homosexual, but results show that sexual orientation should be seen more as a spectrum than a
dichotomy; even if analyses are restricted to examining current relationships, it is apparent that most
individuals with same-sex experience also have opposite-sex experiences.

Chapter six analyses people’s first heterosexual intercourse. First sexual intercourse is a
highly significant event in all societies and most people recollect the event clearly for a long time.
Drawing on this clarity of memory, the chapter analyses how the event has changed across the age
groups, particularly the age of first occurrence, and examines the role of other factors such as social
class and education. One of the most important issues around early sexual experience is the use of
contraception; this is examined in detail. The chapter finishes by examining the extent to which first
vaginal sex was planned, the willingness of the partners and the degree of regret that it happened
when it did.

Chapter seven focuses on the number of heterosexual partnerships which ISSHR
respondents had experienced over three periods: over their lifetime so far, over the last five years and
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over the last year. The number of partners is a major determinant of the risk of sexually transmitted
infections. The main aim of the chapter is to examine how this number has changed across age
groups, the patterns in Ireland compared to other countries and the influence of other factors such as
highest education, religiosity and relationship status. The chapter’s final section also examines the
extent to which Irish men pay for sex.

Chapter eight examines the sexual practices and frequency of sex among opposite-sex
partners. Research from other countries' 30 shows not only that the pattern of vaginal, oral and anal
sex varies significantly across age groups, but also that there has been a long-term change in the
experience of oral sex through time. The chapter examines these issues as well as analysing the
frequency of sex among heterosexual partners.

Chapter nine examines the pattern of homosexual partnerships and practices (much as
heterosexual partnerships and practices were examined in chapters seven and eight). It looks at the
number of same-sex partners that individuals have experienced over different time periods and
compares our findings with those of other Irish and international studies. It also examines the
frequency of specific sexual practices in same-sex relationships, including the reciprocity of these
practices.

Chapter 10 analyses the patterns in use of contraception and condoms and the extent to
which this varies across different groups. Along with sexual practices and partnerships, use of
contraception and protection are major determinants of the risks of STl infection and crisis pregnancy.
This chapter also examines the reasons that respondents gave for not using contraception and
protection.

Chapter 11, the final substantive chapter, examines the experience of crisis pregnancy and
sexually transmitted infections (STls) as found in the ISSHR survey. In its first section, it looks at the
prevalence of crisis pregnancy according to a large number of factors, changes in the age at which
women have experienced their crisis pregnancies, and the outcomes of these pregnancies. It analyses
the determinants of a woman experiencing an abortion and how this risk varies among groups with
different characteristics. The chapter then examines the prevalence of reported STls in the ISSHR
survey and the socio-demographic predictors of this. Lastly, it looks at the extent to which individuals
have sought advice on STls, where they went for this advice and where they would prefer to go.

The final, 12th chapter summarises the material presented in the other chapters and
attempts to draw this together to present some important conclusions that emerge from the study
and their implications for policy.
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2.1 Introduction

THE core aims of the ISSHR were to generate a nationally representative and reliable picture of the
sexual knowledge, attitudes and behaviours of the Irish population and to describe the
interrelationships between knowledge, attitudes and behaviours in the context of theory, sexual
health promotion and policy development (CPA and Department of Health and Children tender
documentation 17t July 2003).

From the beginning of the project, a series of decisions had to be taken on how these
objectives could be achieved and a balance struck between the competing requirements. A nationally
representative survey demands a national sampling strategy that takes account of the geographical
and socio-demographic diversity of the country. However, the sampling frame used is influenced by
the mode of data collection and this in turn influences the nature of the survey instrument that can be
used.

Balancing these requirements is a difficult process, but other important issues also need to
be considered. Sexuality and sexual behaviour are sensitive subjects; the methodological approach
adopted needs to recognise this if it is to be successful and protect the privacy of respondents.
Similarly, many of the issues addressed within a knowledge, attitudes and behaviour (KAB) survey can
provoke a strong emotional reaction. Thus, the welfare of respondents is of major concern when the
methodology for the study is being designed. Fortunately, the Irish Contraception and Crisis
Pregnancy Study, carried out the year before development work on ISSHR began, had tested ways of
dealing with issues of sensitivity and privacy. This contributed greatly to the development of the
ISSHR project.

In this chapter, we examine the range of methodological questions addressed before the
study could begin. In the second section, we begin by examining whether a KAB survey among Irish
people is feasible and will return valid, reliable results.

In the third section, we consider the question of the target population for the study in terms
of the minimum and maximum ages of respondents and other population groups that should be
included.

In the fourth section, we examine the issue of how the questionnaire should be
administered. Administration is a crucial issue in a survey of such sensitive information, but the choice
of method also has implications for the sampling strategy. This is examined in section five.

In section six, we detail the development of the questionnaire and how this was shaped by
the aims and objectives of the study and influenced by previous KAB surveys in other countries.

In the seventh section, we outline the pilot survey for the project. In section eight, we turn
to the recruitment and training of interviewers; in section nine, to the issue of ethical clearance.

In section 10, we examine the interviews carried out and the response rate achieved. Finally,
in section 11, we assess the representativeness and demographic profile of the final data file. This
last section also details the weighting strategy adopted to ensure that the data were representative.

2.2 Asking questions about sex and sexuality

SEX is a sensitive subject in almost all cultures.? Irish society is no different. Thus the question arises as
to whether it is feasible to ask people such sensitive questions and expect an honest answer. This
concern was one of the primary reasons why, until the mid-1980s, research into sex around the world
was confined to convenience samples and sub-groups of the population. However, since then it has
been shown in a number of countries that people will answer deeply sensitive questions as long as
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they feel that these are part of a legitimate and socially valuable research project and they are
guaranteed that their information will be treated in the strictest confidence. In this sense, survey
research on sex faces many of the same problems that all survey research faces.

The techniques for gaining cooperation are essentially the same as those used when
investigating other subjects. For example, within 20 or so seconds of contact being established, the
interviewer needs to convince the respondent that the research is being conducted for a legitimate
purpose and that its findings will be used to improve the health and welfare of the population.
Establishing this may require verification of the project and/or interviewer. The ISSHR project used a
system whereby respondents could call back to the ESRI directly and speak to a researcher, or, if need
be, the researchers could fax the details of the project to a local garda station. Using these
procedures, previous Irish researchers had found that most fears over participation could be dealt
with and cooperation obtained.

Although people may answer the questions, the fear of social judgement may motivate them
to conceal their true sexual behaviour. Where behaviours are socially disapproved of, or do not reflect
well on the individual reporting them, there is always an incentive to not report or to under-report.
Similarly, others may embellish the accounts they present of their sexual behaviour, over-reporting the
frequency of a particular behaviour or reporting behaviours they have not in fact experienced. Added
to these issues are the more mundane problems of survey research such as inaccurate recall of past
events or the fact that respondents may reconstruct their experiences in a manner that they perceive
the interviewer would like them to.

A number of studies have examined the reliability of self-reported sexual behaviour. In
general, these are quite positive in their findings. One route has been to compare the data given by
sexual partners independent of each other to examine the extent to which these present a coherent
picture.34> These data have generally shown a high level of agreement. A number of studies have
used a test-retest approach to check the reliability of self-reported sexual behaviour®4” and have
found high levels of reliability even where the tests were carried out up to 18 months apart.

Another test of the extent to which survey data present a reliable picture of actual behaviours
is to compare self-reported behaviours with outcomes measured in other statistical sources. A good
example of this is the results for the British NATSAL survey.® This showed a pattern of sexual-risk
behaviour across different age groups that is highly consistent with the patterns observed across age
groups in statistics on STls and abortions gathered through surveillance centres in the UK.

2.3 The target population

THE overall aim of the ISSHR project was to collect representative data on KAB issues for the Irish
population. This presents several problems. First, interviewing all groups, even where they reside in
institutions (say prisons or care homes) would entail creating a complicated sampling frame of those
who could be interviewed. There would be serious doubt as to whether the samples attained would
be useful for analysis because of the particular circumstances in which they live. For this reason, in a
consultation process with a panel of interested stakeholders in the area of sexual health and
education, it was decided early on? that the sampling frame for the project would be drawn from the
non-institutional population in private residential housing.

This choice simplifies the sampling frame required, but there is a second problem. There are
many groups that it would be beneficial to have in the sample if it is to be representative of the
population. If analysis is to be performed of issues specific to a group (such as Travellers or refugees),
that group must, of course, be included. However, if such groups make up a small part of the
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population,© the number who would be found in the final sample would not be useful for analysis
unless a very large sample was drawn, or a ‘booster’ sample of that group was collected.

These issues, too, were discussed in the consultation with stakeholders. It was decided that
the survey would not attempt to over-sample specific sub-groups, although individuals from these
groups might find their way into the sample on a pro rata basis. In other words, no specific measures
should be taken to increase the representation of specific sub-groups beyond the proportions that
would be found by sampling the national, non-institutional population in a representative fashion.
Such a national study could then provide the contextual data required for smaller studies of specific
populations.

2.3.1 The age range

A THIRD issue was the age range of the respondents to be interviewed. Sensitivity to the well-being
of minors means that the bottom age cut-off was set at 18 (the age range to be interviewed was
another question addressed during the consultation process).”

A more difficult question was the maximum age. Initially we aimed, and most groups
consulted agreed, that all those aged 18 or more should in principle be able to be selected for
inclusion. However, resources were limited and evidence from elsewhere suggested that those aged
65 or more were less likely to engage in behaviour that would put them at risk of contracting an STl or
HIV. The risk for younger groups has been shown in other country studies and Irish HPSC reports to
be much higher. If those over 64 were included in the study, there would not be sufficient resources to
collect a large enough sample of this group to make accurate estimates. Such concerns led us to
adopt a maximum age of 64 and to use the extra resources to interview a larger proportion of
younger respondents.

2.4 Mode of administration

THE sensitivity of the content of KAB surveys means that the quality of data is highly influenced by
the manner in which it is collected. Interviewer bias, where the characteristics of the interviewer
influence the response, is a constant problem. Because of this, previous studies, notably the National
Survey of Sexual Attitudes and Lifestyles (NATSAL 1990 and 2000) carried out in Britain and the
National Health and Social Life Survey (NHSLS 1992) carried out in the US, used face-to-face
interviews supplemented with a self-completion survey.

This combination of methods has a number of advantages. First, face-to-face surveys
generally lead to higher quality of data as the interviewer can clarify issues with the respondent and
monitor data quality.'9 Secondly, the instrument can be longer, as the method requires less
dedication from the respondent, and more complex, since the interviewer can clarify issues and use
visual aids. Thirdly, the self-completion element means that the respondent can provide information
anonymously.

However, all methodologies have their problems. Face-to-face interviews are more expensive
than telephone or mail surveys as the interviewer has to travel to the home of the respondent, often
several times, before an interview can be carried out. To minimise this cost, interviews may be

¢ For example, if a group make up 2% of the population, as do Travellers, it is likely that just 200 individuals will be
contacted in a sample of 10,000 people, although this number may vary because of sampling error. There is also the
issue of having a sampling frame that contains such groups.
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clustered in geographical areas. This, however, has a cost in terms of increasing sample errors through
‘design effects’ (that is, the sample is no longer a simple random sample of the population, but rather
a random sample within each ‘cluster’). Face-to-face interviews are also inherently riskier for field staff
who must travel to respondents’ homes. This is a concern in a survey on sexual issues.

Self-completion surveys put greater demands on the respondent in terms of literacy,
motivation and time. The people who complete a survey may be different from the people who do
not. This can lead to biased samples. For example, Copas et al (1997)"" have shown that people with
poorer literacy skills were less likely to complete a self-completion survey. This makes it difficult to
generalise from the results to the general population.

The alternative to these two methods is the phone survey. Unlike face-to-face methods,
phone surveys allow interviewers to make calls from a centralised call centre, thus saving on travel
costs. At the centre they can be monitored and given appropriate support. This is less risky than face-
to-face interviews in the respondents’ home when discussing sexual subjects. Also, when faced with
difficult issues, the interviewer can be given advice directly by other team members. Since no travel is
required, phone surveys are substantially cheaper than face-to-face surveys. They allow a higher
number of interviews to be completed for a given budget. Finally, phone surveys offer a high degree
of anonymity and respondents may be reassured when told that their phone number was randomly
generated and their name and address is unknown.

As with face-to-face and self-completion surveys, however, phone surveys also have their
drawbacks. First, phone interviews are shorter than face-to-face interviews. Average effective phone
interviews last no more than 30 minutes whereas face-to-face interviews may last 60 minutes or more
with few problems. This limitation means that the time spent phone-interviewing must be maximised.
Secondly, the questions must be less complex than when in face-to-face interviews since visual aids
cannot be used and, when answering questions, respondents can retain only a limited number of
options in their heads. This restriction can present particular problems when questions used
previously in face-to-face surveys are replicated.

After these costs and benefits were weighed up, the phone interview was chosen as the
method for data collection. The phone interview has been used successfully in KAB surveys outside
Ireland, notably in Australia'? and France.'3 It has also been used successfully in Ireland for surveys on
sensitive issues.? To minimise the problems of a short interview time, the research team chose to use
Computer-Aided Telephone Interviewing (CATI). This had the added benefit of improving data quality
as data do not have to be coded from paper questionnaires. In CATI interviews, questions are
selected and answers coded directly into a computer. This allows far more complicated routing and
filtering than is possible using a paper questionnaire.

2.5 The sample design

TO be nationally representative, the sample for the ISSHR survey would have to be systematically
selected from a national sampling frame. This could be achieved by using the electoral register or the
An Post GEO directory of residential addresses.

d For example, the Irish Contraception and Crisis Pregnancy Survey 2004 [ICCP]" and the Sexual Abuse and Violence in
Ireland [SAVI] Study.?
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2.5.1 Random digit dialing

THE choice of phone interview opened up another possibility: random digit dialing (RDD). This can
be used to create a sample of phone numbers from the national population. It has the advantage that
numbers are generated without recourse to a number directory; thus ex-directory numbers or recent
numbers not yet in the directory are also listed. This approach means, however, that letters to
households cannot be sent prior to the interview call (as used in the French and Australian phone
surveys). The method has been shown to increase response rates.' However, we were concerned that
using address matching and notification letters might lead to a biased sample (only registered
numbers would be sampled) and felt that, in the Irish context, better responses might be obtained by
cold-calling households. Indeed, during the pilot process, cold-calling produced a response rate
comparable to Irish face-to-face surveys with notification letters.

2.5.2 Mobile-phone use

IT is not possible to randomly sample from mobile phone numbers at present in Ireland. This is a
concern, given the increasing penetration of mobiles in the Irish population and anecdotal evidence
that some households may only use a mobile phone. Although ‘random digit dialing’ can be used
with mobile phones as with landlines, it is not possible to ‘stratify’ the sample so as to represent the
population geographically, since mobile phones have no geographical prefix. This would seriously
increase the sample error in any survey. As well, phone surveys using mobile phones face the problem
that individuals are likely to be in a public space when called. This is likely to inhibit an interview on a
sensitive subject such as sex. However, because of the growing penetration of mobiles, particular
groups such as young and single people and those living in rented accommodation are less likely to
be reached by a landline survey. It is important to clarify the extent of this challenge.

Most analysts of mobile phone penetration quote the COMREG Trends Survey, the most
recent of which was carried out in 2005."° This indicated that 76% of households have a landline and,
perhaps more importantly, that 24% of households have only a mobile phone. However, this survey
included just 1,000 individuals and was not a national probability sample.

The CSO's Survey of Income and Living Conditions (SILC) from late 2004, a more robust
survey, showed a much lower proportion of households with no landline. SILC is a weighted,
clustered, two-stage probability sample of over 14,000 individuals and 5,000 households and is the
main source of official statistics on income and living conditions. It showed that 88% of individuals
lived in households with a landline, a significantly higher proportion than found in the COMREG
survey. Interestingly, of the 12% of individuals who did not have a landline in their home, about 2% did
not have a mobile either.

SILC also showed which population groups were less likely to have a landline. Over 90% of
men and women over 35 lived in households with a landline, but this fell to 86% among men and 74%
among women aged 18 to 24. This confirms the view that younger individuals are the most likely to
live in mobile-only households. This indicates that a landline survey would suffer from sample error
among the young and particularly among younger women.

Concern about potential exclusions from the survey due to reduced landline coverage within
various groups (such as younger people) was balanced in the survey by the use of a sophisticated re-
weighting or statistical-adjustment procedure, This was to ensure that the data collected were
balanced by population characteristics such as age and gender. This adjustment was implemented
prior to data analysis. The study used a ‘minimum information loss’ algorithm to implement the re-
weighting adjustment. This adjusted the data on the basis of gender, age cohort, educational
attainment level, marital status, current employment status and region. Thus, the data are fully
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representative of the population that fall within the scope of the survey (18-64 years). Such re-
weighting of survey data is a standard aspect of sample surveying and allows conclusions of a wide
generalisability.

2.5.3 RDD stratification — the ‘hundred banks’ method

RDD phone interviewing allows researchers to stratify numbers within the population so that full
coverage of different geographical areas can be achieved. This guaranteed that all areas in Ireland
would be represented in the final data set, rather than this depending on statistical probability. The
ESRI's RANSAM system was used to perform this stratification of areas (selected through their area
code) and number ‘stem’ selection.

The 'hundreds bank’ method was then used to create a sample of numbers for calling. In this
method, the number ‘stem’ is generated and the last two digits varied from ‘00’ to ‘99". This creates a
full set of 100 numbers to be called. Some of the numbers may not exist or may not be residential
numbers, but by calling numbers in this manner a full probability sample of all Irish numbers can be
built up.

If respondents did not wish to be interviewed at this first call and did not arrange for the
interviewer to call back, a ‘conversion’ call was placed after a suitable time (usually around two weeks).
The ‘conversion call’ provides an opportunity to reconsider for those who have declined participation
in an unsolicited (‘cold call’) contact by a researcher. Conversion calls were made to all those who had
refused participation on the first call. The reasons for re-contact ("It provides us and you with the
possibility to reconsider your decision to participate”) were provided, with an assurance that this
would be the only re-contact.

2.54 Sample size

THE feasibility study for the ISSHR project” argued that a sample of 10,000 respondents would be
enough to allow the necessary level of sample disaggregation. Assuming five age groups of roughly
equal size, a cross-tabulation of age and sex groups would produce sub-samples of around 1,000
respondents each, where the confidence interval including design effects is +/-3.92%. A power to
detect differences of +/-3.92% between groups was deemed sufficient for the project overall.

Budget constraints meant that the final sample was approximately 7,668 cases. This
produced an average age/sex cell size of 744 individuals, with a power to detect differences of 5.39%.
This power was not deemed acceptable for the analysis of important high-risk groups among people
under 30. To improve statistical power for the younger age group, those aged less than 30 were ‘over-
sampled’ in the final data file. This means that this group make up 4.9% more of the final data file
than they represent in the Irish population (36.4% rather than 31.5%). This allows greater
disaggregation in specific analyses of this age group but, by weighting down this group,
representativeness is preserved in analyses of the total sample. A separate weight just for the analysis
of those under 30 was generated (see section 2.11 for details of the weighting procedures employed).

2.6 Questionnaire development

THE design of the questionnaire is possibly the most important issue in the development of the
research project, since it determines the nature and quality of information collected. Fortunately, the
development of the questionnaire for the ISSHR study occurred at a time when a number of other
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national KAB studies had been carried out. Both their research instruments and results were available.
This was crucial as development time was to be extremely compressed; questionnaire development
occurred within a five-month period.

Questionnaire development is a difficult task. As well as choosing the areas that must be
covered to fulfil the study objectives, research needs to be carried out on the exact nature of the
questions and what impact these might have on the response. The ordering of questions and
sections is also crucial. The sequence of questions has a considerable impact on the nature and
reliability of answers received. For example, the early stages of the questionnaire need to establish a
rapport between interviewer and respondent; particularly sensitive or intrusive questions should be
avoided at this stage. Similarly, it is advisable to ask questions about beliefs and attitudes early on;
doing so later may lead to contamination if they follow behavioural questions, as these might prompt
respondents to reflect on their sexual beliefs and lifestyle.

These are just simple examples of a more complex developmental process which requires
that each question be tested to ensure that it is a worthwhile addition. This development would not
have been possible in the time available if much of the ground work had not already been carried out
and discussed in the documents describing the ASHR (Australia), NATSAL (Britain), NHSLS (USA) and
ACSF (France) surveys.

Some developmental work on new questions was also carried out. Questions were selected
in discussions with the project steering committee and, after initial work within the research group on
question formats, the questions were tested in a pilot survey. The limit on time and resources meant
that only this single pilot was possible and different forms of the same question could not be tested.

A large collection of possible questions drawn from a range of surveys was distilled to a first-
draft questionnaire that would take only 10 minutes longer than the required 30-minute average
interview. This first draft was tested in mock interviews and improved. It was also shortened in
editorial meetings with the steering committee. From this process a final draft questionnaire was
arrived at for CATI development and testing. The question domains established remained intact for
the main fieldwork, although many individual items changed. The 12 question domains of the survey
were:

SECTION A: Introduction and respondent agreement

This section provided a standardised introduction to the study, detailing who was carrying out the
survey, its confidential nature and how the phone numbers had been randomly selected. Following
agreement to participate, information on study-verification procedures was offered, and interviewers
confirmed that the respondent was over 18 and younger than 65 before proceeding. The section also
collected information on marital status and number of children.

SECTION B: Learning about sex

Section B provided a non-contentious opening to the questioning centred on sex education
experienced both at home and in school, the helpfulness of this education and whether children
should receive sex education and, if so, from whom.

SECTION C: Knowledge, attitudes and heliefs

Section C investigated the sexual knowledge, attitudes and beliefs of respondents, using a series of
multi-item instruments. Questions were included on sexual morality, beliefs about contraception and
knowledge of STls, a woman'’s fertility and emergency contraception, as well as on a subjective
analysis of the person’s risk of contracting HIV.
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SECTION D: First sexual experience
This section investigated the range of sexual behaviours experienced and when these first occurred,
before examining in detail the first occasion of penetrative sex (vaginal or anal).

SECTION E: Attraction
Section E contained a single item asking respondents to indicate the extent to which they had been
attracted to the opposite gender alone, their own gender alone, or some mix of the two.

SECTION F: Heterosexual partnerships and practices

This section quantified when the respondent last experienced different types of sexual behaviours
(vaginal, oral and anal sex) with members of the opposite gender and the number of sexual partners
they had had over different periods (life, last five years, last year). The section also examined the
number of partners which the respondent had paid to have sex with over their life so far, and use of
condoms with these partners. Lastly, it examined use of condoms ‘in the last year’ and the perceived
risk of conception given the respondent’s current lifestyle.

SECTION G: Homosexual partnerships and practices
This section examined the same subjects as section F, except that here the questions were asked of
sexual partners of the same gender.

SECTION H: Most recent event

Whereas sections F and G examined total sexual experience, section H examined the last sexual
event (with the opposite or same gender). ‘Sexual event’ is broadly defined, but actual experiences
were then examined (vaginal, oral and anal sex). Emphasis was placed on contraception (whether
used or not, and which type) and protection from STls. This section also examined the expectations
the respondent and partner had of their relationship at last event, sexual and emotional satisfaction
and number of sexual events in the last four weeks, as well as preferences for frequency of sex.

SECTION I: Sexual problems

Section | asked whether the respondent had experienced a range of sexual problems and if so
whether they had sought professional help with these and what form this took. Preferences for sexual
health-care services were also examined. The section also examined lifetime fertility and infertility,
with a particular emphasis on ‘crisis pregnancies’ and their outcomes.

SECTION J: Sex outside Ireland and the UK

This section examined sex outside Ireland and the UK ‘in the last five years’ with a new partner met
whilst abroad. Prime focus was on vaginal or anal sex without a condom. Information was sought on
the number of partners concerned.

SECTION K: STIs and use of health-care services

This substantial section examined use of sexual health and contraceptive services. Questions included
what types of service were used, whether payment was involved, impediments to service use and
preferences for future use. The section also examined whether the respondent had ever been
diagnosed with an STI, which type, and details of treatment. It finished with questions on AIDS and
HIV, examining knowledge on the subject, experience of testing and history of injecting drug use.
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SECTION L: Demographics and personal characteristics

The final section gathered basic information on education, nationality, employment status and
occupation, and place of residence (urban v rural). It also examined health status and consumption of
alcohol.

2.6.1 Question order

THE questionnaire began with a section on sex education so that the interview would start in a
relatively uncontentious and sensitive way. As noted earlier, we also placed questions on attitudes and
beliefs early so that responses would not be contaminated by the information on behaviour given
later.

2.6.2 Survey length

THE overall length of the interview was a concern. Previous experience indicated that an average
phone interview should be around 30 minutes as after this point lack of response to questions
becomes a serious issue. In some cases, informing the respondent beforehand that the survey might
take longer than 30 minutes impaired response to the overall questionnaire.

One option was to follow the French ACSF survey and use a combination of short and long
survey instruments. In that survey, 24% of the sample were administered a long instrument (45
minutes) and 76% a short (15 minutes). The large size of the French sample (20,055) meant that the
4,820 respondents doing the long version still represented a significant sample. However, confidence
intervals around questions demanding detailed information were higher than we thought acceptable.

For the above reason, we used a method similar to that in the ASHR survey (Smith 2003). In
that survey, all those with two or more partners in the year prior to the survey were asked a long form
of questionnaire and those with one partner a short version (although a random selection of the 20%
with one partner also completed a long form of questionnaire).

The ISSHR survey used the filtering facilities of the Computer-Aided Telephone Interviewing
(CATI) system to identify questions in the survey already completely determined by earlier answers.
The CATI system was used to skip these questions in the case of individual respondents and to insert
the appropriate answer. CATI was also used to reduce the number of questions to which people were
exposed. For example, if a respondent indicated in section D that they had never experienced oral
sex, any further questions on oral sex were skipped and coded as 'not applicable’.

2.6.3 Questionnaire language

THE type of language used in a survey can have major implications for results. Since interviewers are
trying to establish a rapport with respondents, it is possible that tailoring language to the respondent
may improve response. Kinsey'® !/ advised against using scientific terms in interviews. The use of
vernacular language has been adopted in a number of surveys on sex, some of which have been
carried out in Ireland. The All-Ireland Gay Men'’s Sex Survey (2000), for instance, used vernacular terms
throughout, with some success.'8 Tailoring language, however, can increase the chance that the
respondent will have a different understanding of the subject matter, even though this difference may
be extremely subtle. This is a particular problem in broad population surveys. We therefore chose to
follow the practice of the majority of KAB surveys and used scientific/anatomical language within
questions.
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2.7 The pilot survey

TESTING the instrument to be used in a survey and the interview protocols is an essential element of
a project. After a substantial period of questionnaire development, CATI programming and testing,
the pilot survey for the ISSHR project was carried out in the first two weeks of June 2004. As with the
main fieldwork, the ESRI's RANSAM system was used to draw a sample of number stems to which the
‘hundreds bank’ method was applied to generate the sample numbers. Before pilot interviewing, six
experienced interviewers were given in-depth training, which included:

* the background to the survey and survey content

*  sensitivity-and-awareness training related to issues around sex, sexuality and sexual abuse

*  procedures for legitimising the research should respondents have doubts about the authenticity
of calls

The latter procedure was that, first, the respondent could call back directly to the ESRI and talk to a
senior researcher or interviewer supervisor; if more assurance was needed, the interviewer could fax
the credentials of the project to a garda station nominated by the respondent.

In all, 1,529 calls were placed, yielding 354 valid households (ie, a private residential address
where a member of the household was aged 18-64). Of these 354 households, full interviews were
completed with 205 respondents, 101 refused, 34 appointments were made for a later date and time,
and 13 were partially completed.

Counting the appointments made as refusals gives a crude response rate of 61.8% without
any attempt at conversion. Conservative estimates of conversion rates (where refusals are recalled and
an attempt made to ‘convert’ these households to answering a questionnaire) led us to expect a final
response rate of at least 65%. This would be similar to that obtained in the NATSAL surveys in Britain,
though lower than that obtained in Australia, France and the US. Previous experience has shown that
Irish response rates tend to be lower than those in other comparable countries (response rates for the
Australian, French and US samples are not available and are not applicable to the NATSAL surveys).
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The pilot was particularly useful for identifying aspects of the questionnaire that needed to be
changed. Some substantial alterations were made before the instrument re-entered CATI
development and testing.

2.8 Recruitment and training of interviewers

INTERVIEWER training is extremely important in all areas of survey research, but especially in such a
sensitive area as sex. The interviewer's ability to contextualise the research and answer questions is
crucial in getting a respondent to commit to taking part in an interview. Interviewers also need to be
aware that the subject matter of KAB surveys can touch on areas in the respondent's life and past that
they may find hard to talk about and that might, in a small number of cases, lead to distress.

The first requirement of social-survey research is that the respondent should not be harmed
by the research. This puts a particular onus on those carrying out a KAB survey to make sure that
research protocols are well developed and that interviewers are well skilled in dealing with sensitive
issues.

Along with recruiting experienced interviewers and others with relevant professional
experience, the research team designed a six-day training schedule which prepared the interviewers
for fieldwork. As well as covering the issues noted above (see section 2.7), the training worked
through the protocols for dealing with distress.

It was particularly important for interviewers to understand that, in cases of distress, their role
was not to be counsellors but to provide useful information using a standard national list of phone
numbers of support agencies which was developed for the study.

Strategies for interviewer debriefing were established to protect interviewer well-being in a
potentially sensitive research setting. One important part of developing good interview and support
skills among interviewers was role-playing, where interviewers had to deal with a number of situations.
In the final part of training, interviewers carried out a number of mock interviews with members of the
research team who varied the type of interview to assist training.

2.9 Ethical clearance

THE full set of instruments and protocols for the study and the training and back-up procedures to be
used were submitted for consideration by the Research Ethics Committee of the Royal College of
Surgeons in Ireland. It provided ethical approval.

2.10 Total interviews and response rates

IN total, 87,440 unique phone numbers were called as part of the main fieldwork of the ISSHR study.
Of these, 37,674 were to valid numbers, that is, to private residential households. Figure 2.1
summarises the call outcomes for the survey in total.

Of the 37,674 households, 12,510 contained a person within the required age range (18 to
64). Out of this total, 7,441 completed interviews were obtained and 227 partial interviews. This is a
final response rate of 61.3% including partial interviews and 59.5% excluding these interviews. Al
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analyses in this report and the three accompanying sub-reports are based on the 7,441 completed
interviews.

This response rate is close to that obtained by the Irish Contraception and Crisis Pregnancy
Survey (63.8%) and the 2000 British National Survey of Sexual Attitudes and Lifestyles (65% after
regional reweighing). The result is also substantially higher than that of many of the face-to-face
surveys carried out in Ireland, such as the Quarterly National Household Survey or Household Budget
Survey (undertaken by the Central Statistics Agency) which achieve response rates in the low 50s.

Although a successful rate in the Irish context, especially given the sensitive nature of the
subject matter, the rate is below that achieved in other countries such as Australia, which achieved the
very high response rate of 73%. On the other hand, it is substantially higher than that achieved by
other Irish surveys on sexuality that used self-completion mail surveys. For instance, the 1994 ISSP
module achieved a response rate of 53%.

The response rate was achieved by using multiple strategies, as is standard in international
phone research protocols, to facilitate participation.

First:

* Interviewers let each number ring ten times before halting.

*  This was done a further 10 times at other times across the day and the following week to try to
achieve contact.

e If there was an answering machine, no message was left (previous experience showed that
messages caused confusion or concern).

* If no contact was achieved after 10 separate attempts, the number was logged as ‘no answer’.

Secondly:
e To facilitate respondents who could not participate during the day on a weekday, calls were made
in the evenings up to 9pm and on Saturdays up to 4pm.

Thirdly:

* Interviewers were given training in first-contact procedures and attaining participation. This was
augmented by regular meetings between interviewers, supervisors and fieldwork managers
where the best approach was discussed and successful methods shared.

Fourthly:
* Respondents who refused the first time were offered — in a ‘conversion call’ — another opportunity
to take part in the survey about two weeks after the first call.

2.11 Demographic profile and representativeness

TABLE 2.1 indicates the representativeness of the ISSHR data by comparing the distribution of cases
across a number of different characteristics with that found in the 2002 Census of Population.

We give the distribution of cases in the ISSHR data separately for men and women: first by
the ‘unweighted’ proportion and then by the ‘weighted’. Data from the Census of Population (2002)
are displayed in the third column so that the ISSHR distributions can be compared.®

¢ The social-class distribution is compared to results from the Living in Ireland Survey (2001) as data on this class
measure were not available from the CSO.
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In population surveys it is standard practice, prior to analysis, to adjust statistically or
‘reweight’ the information collected from the questionnaire so that it is representative of the
population. For example, Table 2.1 shows that the ‘unweighted’ sample comprises 42.8% men and
57.2% women. The national pattern, indicated by the 2002 Census, suggests the proportion should
be about 50/50, so reweighting is used to achieve such a proportion in the sample.

Statistically adjusting data addresses any potential bias that may arise from issues related to
sample design and also to differential non-response within sub-groups of the population. The
reweighting procedure used is based on a ‘minimum information loss’ algorithm, which adjusts an
initial weight to ensure that the distributional characteristics of the sample match those of the
population, according to a set of externally determined controls.f The variables used in the statistical
adjustment or reweighting procedure were: gender, age cohort, marital status, level of educational
attainment and region. The interaction of these variables was also incorporated into the reweighting
scheme.

As mentioned (section 2.5), the ISSHR sample included an ‘over-sample’ of the population
aged under 30 so that more disaggregated analyses could be made of a population that, as previous
research suggests, engages in riskier behaviours. Two weights were needed for the data:

* The first or ‘total population weight' reweighted the data to represent the population and thus
‘weighted down’ the proportion of respondents under 30.

e The second or 'young persons’ weight, applied only to those under 30, reweighted this group to
represent the population under 30, and included a disaggregation into three sub-age groups.

All analyses in this report after Table 2.1 were carried out using data weighted using the first of these
weights, the total population weight. Analyses in the three ISSHR sub-reports were carried out using
whichever weight was most appropriate to the particular analyses. Where the number of individuals
included in an analysis is given, this is always the unweighted number of cases. (In section 2.12, we
describe how the analyses were carried out and how the tables in this report should be interpreted.)

The categories used in Table 2.1 are those used by the Census of Population (2002) from the
CSO. They are purely for reweighting purposes and for comparisons with population data and are not
used for analysis in the report. We will examine shortly the distribution of variables used in the
analyses.

Table 2.1 shows that, although there are some differences between the unweighted
proportions of some groups in the ISSHR data compared to the census data, the weighted data are
very close to those of the population as measured by exterior data sources. The weighted
proportions will not exactly match the census totals as some weights are adjusted so that undue
weight is not placed on a small number of individuals. The unweighted differential stems in part from
the intentional over-sampling of younger respondents. Thus:

*  whereas those under 30 make up 35.2% of the ISSHR sample when unweighted compared to
31.2% in the census population, this figure falls to 31.8% when weighted.

' These are based on independent national sources such as the Census of Population 2002 and the Quarterly National
Household Survey (both undertaken by the Central Statistics Office).
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Tahle 2.1: Unweighted, weighted and population proportions of selected characteristics: by gender (%)

Men (n=3,188) Women (N=4,253)
Demographic Un-weighted Weighted General Un-weighted  Weighted General
Characteristics Sample Sample Population Sample Sample Population
All* 428 50.1 50.1 57.2 49.9 49.9
Age*
18-29 38.1 311 30.7 35.2 31.8 31.2
30-39 17.2 23.9 24.3 22.4 23.6 23.8
40-49 20.6 21.1 215 19.5 213 21.2
50-59 17.8 17.6 17.3 17.3 17.1 17.6
60-64 6.4 6.3 6.2 5.7 6.2 6.2
Relationship status*
Single 454 44.7 45.0 38.1 418 42.2
Married 47.1 49.0 48.7 55.5 51.8 51.5
Cohabiting 15 6.3 6.3 6.4 6.4 6.3
Highest education*
Primary or less 9.2 17.4 175 8.0 144 144
Lower secondary 18.5 24.4 24.4 16.8 22.0 22.0
Upper secondary 25.7 31.0 30.9 259 32.7 32.7
Post Leaving Certificate 11.2 10.5 10.5 15.2 12.5 12.5
Third level 35.5 16.8 16.8 34.1 18.5 18.4
Region*
Dublin 30.6 29.4 29.4 26.7 311 31.1
Border, Midlands & West 25.4 25.9 25.8 28.2 24.9 24.9
Rest of country 44.0 447 448 45.1 44.0 439
Social class#
Higher prof. & managerial 22.3 179 19.5 11.1 9.2 114
Lower prof. & managerial 21.9 19.1 139 29.6 22.9 209
Clerical/administrative 13.5 13.3 15.1 29.5 30.5 34.8
Skilled manual 22.8 27.2 28.4 1.8 2.1 1.7
Semi-skilled manual 12.3 13.1 13.3 19.3 23.2 21.8
Unskilled manual 14 9.4 9.6 8.8 12.1 9.4

*Central Statistics Office (2004)
# Living in Ireland Survey (2001)

The satisfactory response rate and effective re-weighting mean that results are very representative of
the general population.

In the following sections we examine the distribution of cases in the ISSHR data across the
various socio-demographic categories used in the later chapters. We have seen in Table 2.1 the
distribution of educational and relationship status categories in the data. In the following sections we
examine a range of other factors.
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2.11.1 Social classification

AS the last chapter made clear, socio-economic differences are a key interest of this study. We
needed measures that would allow us to examine these differences. The term ‘socio-economic’
covers a range of different measures of a person’s relationship to the labour market, their level of
resources (and power) and the manner in which these are translated into social status.

Although it would be ideal to have measures of all the constituent factors (ie, education,
income, social class and social status), this was not practical within the confines of a 30-minute KAB
survey. Instead we chose to measure education and social class. Education was measured because it
is a major determinant of other socio-economic factors such as income and status, and social class
because it is a useful summary measure of occupational success and income level.

A number of social-class measures have been developed, both in Ireland and internationally.
One of the best known and most frequently used is the Erikson/Goldthorpe or EG class measure. It is
based on the employment relationship of an individual. It has informed the development of other
national class measures such as the current Office of National Statistics (ONS) measure in the UK and
the current CSO (1996) measure in Ireland.

Operating the EG, ONS or CSO measures requires detailed information on the number of
individuals that a person supervises or manages as well as information on the person’s occupation
and employment status. Space and time pressures in the KAB questionnaire made this impractical.
We chose instead to use the social-class measure used by the Central Statistics Office from 1986 to
1996 and known as the 1986 class schema. Although since superseded by the 1996 measure in
Ireland, the 1986 measure remains a robust and valid class measure that is still used for research even
by the CSO itself.

Table 2.2 provides an overview of the distribution of social class in the ISSHR sample. The
largest grouping among social classes is social class lll (other non-manual) at 21.4%, followed by social
class Il (lower professional) at 20.9%. These proportions are close to those of the general population
as measured in a recent national sample.

It should be remembered when examining the distribution of classes in Table 2.2 that the age
distribution of the population is truncated to those aged between 18 and 64. This means that there is
a higher proportion of non-manual occupations in ISSHR than in the general population (it is also true
that Ireland has a higher proportion of non-manual occupations in the population generally).

Table 2.2: Social class of study sample: by gender

Men Women Total
n=3,188 n=4,253 n=1,441
% % %
Higher prof. & managerial (social class I) 179 9.2 13.8
Lower prof. & managerial (social class Il) 19.1 22.9 20.9
Clerical/administrative (social class IIl) 13.3 30.5 214
Skilled manual (social class IV) 27.2 2.1 15.4
Semi-skilled manual (social class V) 13.1 23.2 17.8
Unskilled manual (social class VI) 9.4 12.1 10.7

The above are weighted proportions
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2.11.2 Relationship status

WHILE marital status was used in weighting the sample to match the general population profile
(Table 2.3), for the purposes of analysis the data were re-categorised by current relationship status.
Current relationship status was considered to be a more useful variable in terms of current sexual and
contraceptive behaviour. In total, 50% of participants were married, 6% were living with a partner, and
11% were in a steady relationship.

Men Women Total
n=3,188 n=4,253 n=7,441

% % %
Not in a relationship 27.3 26.1 26.7
Married and living with spouse* 49.0 51.8 50.4
Not married and living with a partner 6.3 6.4 6.4
In a steady relationship 10.1 124 11.2
In a casual relationship 14 34 54

* If married, participants were asked if they were currently living with their husband/wife. If not, their current relationship status
was ascertained.
The above are weighted proportions.

2.11.3 Religious beliefs

ISSHR respondents were asked whether they would describe themselves as a religious or spiritual
person. Responses were coded from ‘not at all’ to ‘extremely religious’. The weighted responses show
(Table 2.4) that those who responded that they were ‘a little religious’ (38%) were the largest
grouping, followed by those who were "quite religious’ (30%).

Men Women Total
n=3,188 n=4,253 n=1,441
% % %
Not at all religious 244 17.0 20.7
A little religious 38.1 38.0 38.1
Quite religious 21.1 322 29.7
Very religious 9.3 11.1 10.2
Extremely religious 1.1 1.6 14

Weighted proportions
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2.11.4 Country of birth

In the last decade, inward migration to Ireland has substantially increased. Much of this migration has
been of returning Irish people, but the numbers of people moving to Ireland from other EU states
and further afield have also risen greatly. Table 2.5 gives the proportion of the ISSHR sample who
were born in Ireland (Republic and Northern Ireland), Britain, another EU country or elsewhere.

Men Women Total
n=3,186 n=4,251 n=1431
% % %
Ireland 91.8 89.7 90.8
Britain 5.5 6.9 6.2
Other EU 0.9 1.2 1.1
Elsewhere 1.8 2.1 2.0

Weighted proportions

This table shows that the vast majority of ISSHR respondents were born in Ireland and that the largest
group of non-Irish-born respondents were born in Britain. Around 3% of respondents were born
elsewhere.

2.11.5 Type of geographic location
AS a representative sample of the population of Ireland, the ISSHR data include geographical
breakdown. Geographic location could be associated with sexual attitudes and behaviours and this is

one of the dimensions investigated in this report. This table shows that the sample breaks down
relatively evenly across types of location:

* The largest grouping (30%) live in a rural (‘open country’) location, 24% in a town and 35% in a city
(most in Dublin city or county). A total of 59% live in either a town or a city.

Men Women Total
n=3,187 n=4,249 n=1,436
% % %
Rural (open country) 30.3 28.9 29.6
Village 9.9 12.7 11.3
Town (1500+) 24.7 23.0 239
City 11.6 11.5 11.6
Dublin city or county 236 239 23.7

Weighted proportions
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2.11.6 Employment status

EMPLOYMENT status is an important socio-economic indicator. Table 2.7 shows that the employed
make up the largest grouping, with 40% of all respondents employed full-time and 12% employed
part-time. A smaller proportion of women are employed compared to men, and women are more
likely to be employed part-time (19% compared to 6% of men). The small proportion of unemployed
respondents (4%) reflects the generally buoyant economic environment in which the survey was

carried out.

Men Women Total

n=3,188 n=4,253 n=1,441
% % %

Full-time employment 52.0 27.1 39.6
Part-time employment 5.6 19.1 12.3
Self-emp./farming 17.6 2.8 10.2
Full-time student 9.5 134 115
Govt. training scheme 0.1 0.3 0.2
Unemployed 5.8 2.7 43
Sick/disabled 2.8 2.2 2.5
Full-time carer 0.4 29.8 15.1
Retired (before 65) 5.8 2.5 41
Other 0.3 0.2 0.2
Weighted proportions

2.11.7 Age group

IN Table 2.1 we showed that the age distribution of the ISSHR sample is very representative of the
Irish population. The categories were used for comparison because they matched the data available
from the CSO. In the rest of this report, we use a different set of age categories. These allow us to
differentiate more finely between age groups, particularly at the younger end of the age spectrum.
Two age categories will be used: a nine-category age group (as displayed in Table 2.8) and a
collapsed five-category version which retains those under 25 as one group but thereafter collapses all
other five-year age groups into 10-year groups.
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Men Women Total
n=3,188 n=4,253 n=7,441
% % %

18-24 20.8 20.9 20.8
25-29 10.3 11.0 10.7
30-34 10.7 9.4 10.0
35-39 13.2 14.2 13.7
40-44 11.0 11.0 11.0
45-49 10.1 10.2 10.2
50-54 79 8.4 8.1
55-59 9.7 8.7 9.2
60-64 6.3 6.2 6.2

Weighted proportions

This table shows that the largest age group is those under 25 who make up 21% of the population.
The next largest group is those between 35 and 39 and the smallest age group those aged 60 to 64.

2.12 The relationship between age group and social class,
education and relationship status

2.12.1 Age and highest educational level

THE last section gives a breakdown of the main socio-demographic predictors used in this study. It is
important to understand the relationship between these variables. In this section, we cross-tabulate
four of these variables — age group, social class, education group and relationship status — to show
the relationships between them. The five-category age version uses 10-year age groups.

The first important pattern is that between age and level of education. Since the introduction
of free secondary education in 1967, the level of education in the population has risen steadlily.
Younger age groups are now far more likely to complete secondary education and go on to third
level. This is shown clearly in Table 2.9, which gives the distribution across age groups of highest
educational qualification.
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<25 25-34 35-44 45-54 55-64
Primary only 2.2 4.6 9.0 215 429
Lower secondary 11.0 20.0 27.0 27.3 194
Upper secondary 57.0 46.1 452 35.1 27.6
Third level 29.8 29.3 18.8 16.1 10.2

Weighted proportions

This table shows that the average level of highest education increases as age decreases. Those under
35 are much more likely to have third-level education than those aged 35 or more. The effect of free
secondary education from 1967 on is clear:

e Alarge proportion (43%) of those in the oldest age group have primary-level education alone.
* Among those aged 45 to 54, this proportion falls to 22% and to just 2% among those under 25.

It will be important in the analyses to come to bear in mind the structured relationship between
education and age group when examining patterns of sexual knowledge, attitudes and behaviours
across education groups, since results that do not control for age may largely reflect the average age
of the people in the education groups rather than the impact of education per se.

2.12.2 Age and social class

THE rising educational profile of younger Irish people is reflected in their occupational and social-
class status. Ireland’s move from a predominantly agricultural economy in the 1950s to one of the
most ‘post-industrial’ economies in the world by the end of the century has increased the proportion
of the population working in professional and ‘white-collar’ occupations. This is particularly the case
among younger cohorts who have the higher levels of education required.!?

Table 2.10 shows that the lowest proportion in semi-skilled or unskilled occupations is found
among the youngest age group. This group also have the highest proportion in professional and
managerial occupations.

<25 25-34 35-44 45-54 55-64
Higher prof. & managerial 25.0 17.6 17.2 16.0 14.2
Lower prof. & managerial 23.7 22.0 22.3 22.6 214
Clerical/administrative 15.6 19.5 22.4 20.3 204
Skilled manual 17.5 16.5 13.0 15.6 18.5
Semi/unskilled manual 18.1 24.4 25.1 255 255

Weighted proportions
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As with education, it is important to bear this distribution in mind when examining the patterns of
sexual knowledge, attitudes and behaviours where age is not controlled statistically.

2.12.3 Education and social class

THE influence of higher levels of education among younger age groups on their social-class
attainment has been found across all industrial societies studied in social mobility research. It results
from the role which education plays in the allocation of occupations in industrial economies.?02" This
relationship can be seen clearly in Table 2.11 which shows that those with higher levels of education
are far more likely to have a higher occupational position. For example:

*  Among those with primary education alone, 22% are in professional and managerial positions
compared to 66% among those with third-level qualifications.

*  Whereas 41% of those with primary education alone are in the unskilled manual class, this is true
of just 11% of those with a third-level qualification.

Primary Lower Higher Third

secondary secondary level

Higher prof. & managerial 8.6 13.3 17.3 31.0
Lower prof. & managerial 134 13.5 23.5 34.9
Clerical/administrative 13.1 20.2 23.9 15.0
Skilled manual 23.7 21.3 14.8 8.4
Semi/unskilled manual 41.1 31.8 20.6 10.7

Weighted proportions

This structured relationship between education and social class has implications for the analyses in
this report. When testing the impact of education on a person’s level of knowledge or their likelihood
of having a certain attitude, we need to control for factors such as age and social class. However,
because social class and education are often closely related in their effects, controlling for both
simultaneously can lead to the effects of both being cancelled out. In the analyses, we thus explain
where this effect is an issue and test the variables separately.

2.12.4 Age group and relationship status

THROUGHOUT this report we examine the patterns of sexual knowledge, attitudes and behaviours
according to a person’s relationship status. As explained in section 2.11.2, relationship status is a more
powerful predictor of sexual behaviours than marital status since those who are legally married,
divorced, separated or widowed may or may not have a sexual partner. We assume that the latter
factor is more important for many outcomes than the legal status itself.

43



44

Chapter 2: Designing the ISSHR

Table 2.12: Relationship status: by age group (%)

<25 25-34 35-44 45-54 55-64
Not in a relationship 51.1 26.8 16.6 14.6 21.3
Married (and living with spouse) 1.5 36.4 71.6 76.4 72.8
Cohabiting 5.0 15.9 55 2.6 1.5
Steady relationship 30.3 14.4 35 35 2.2
Casual relationship 12.1 6.5 2.8 29 2.2

Weighted proportions

Relationship status, however, varies significantly by age group. This influences the patterns seen in
analyses. For example, as shown by Table 2.12, younger individuals are far less likely to be in a
committed relationship:

e Over half (51%) of under-25s are single (not currently in a relationship), compared to 27% of those
aged 25 to 34 and just 15% of those aged 45 to 54.

The corollary of this is that older age groups are far more likely to be married:

e 76% of those aged 45 to 54 are married and living with their spouse compared to just 2% of
under-25s.

2.13 Methodology and presentation of findings

THE style of the main ISSHR report is intended to be accessible to a broad readership. This is
reflected in the presentation of analyses. For the most part, these are presented graphically, with an
emphasis on bringing out differences in the knowledge, attitudes and behaviours of groups defined
according to particular characteristics. Almost all analyses presented are therefore ‘bivariate’ in the
sense that they present the proportion of a group defined by education, age, social class, etc, who
show a particular attitude or behave in a particular fashion.

A large number of more complex analyses lies behind these bivariate analyses, however.
These are discussed in the text where the findings are noteworthy or important. Details of these more
elaborate analyses are available in Appendices one to nine, in the form of tables.

The tables in Appendices one to nine present the results of multivariate analyses that were
carried out to test the relationship of particular variables to the outcome of interest, controlling for
other factors. For example, section 2.12.1 shows that younger individuals are far more likely to have
higher levels of education. This is reflected in the ISSHR sample. When examining the relationship
between education and some variables such as attitudes to contraception, we thus need to be aware
that the relationships that we find with education may actually result from the fact that different age
groups are unevenly distributed across the education categories. However, when examining the
influence of education, it is possible to control for the influence of age by using a multivariate
statistical model. The results for these models are listed in Appendices one to nine alongside the
results for bivariate analyses. An example of such a table is given in Table 2.13.
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Table 2.13: Proportion believing that the cost of condoms would discourage their use of them: by gender

Men Women
% N % N
All 16.5 2,933 16.9 3,584
Age group
<25 years 19.5%* 754 17.7% 866
25-34 years 19.0** 679 20.8* 894
35-44 years 17.7%* 596 13.9ns 858
45-54 years 12.1ns 502 14.7 ns 572
55-64 years 112¢ 402 178 ¢ 394
Education (highest level attained)
Primary 19.0c 227 230¢ 217
Lower secondary 18.3 ns 491 189 ns 513
Upper secondary 16.2* 1,107 16.1* 1,521
Third level 13.5%* 1,108 14.4* 1,333

Significance key: ns = not significant: *= P<0.05; ** = P<0.01; *** = P<0.001
¢ = reference group to which all other groups are compared.
NOTE: Significance given after adjusting for all variables in the table. This table is provided here for illustrative purposes.

Reading from the top line, Table 2.13 gives the overall proportion of men and women (‘All') who
believe that the cost of condoms would discourage them from using them: 16.5% of men and 16.9%
of women. Beside this proportion, the actual number of men or women involved in the analysis (the
‘N’) is given, eg, 2,933 men. The proportions given here are ‘bivariate’ statistics.

Below the top line, we find the proportion of men or women in different age groups who
believe that the cost of condoms would discourage them from using condoms and the actual number
involved in the analysis. These proportions by age group are not connected to those in the top line.
For example, 19.5% of all men aged under 25 believed that the cost of condoms would discourage
them from using them, not 19.5% of the 16.5% in the top line. Each line can thus be read
independently of all others to give the simple probability of some belief, attitude or behaviour being
true or occurring.

While it was statistically possible to present the results of multivariate analyses next to the
bivariate statistics, it was agreed that this format could be confusing. Instead the report presents the
statistical significance of differences between groups, after controlling for all other variables in the
table. This significance is represented using asterisks (see key at bottom of each table). The more
asterisks next to a proportion, the more significant is the difference after controlling for other factors
in a multivariate model.

Several cautions are needed about this method of presentation. First, statistical differences
between groups may not be reflected in the actual proportions in the table. Thus, what appears to be
a large difference on one variable might not be significant, whilst a small difference on another could
be. This is because statistical significance depends not only on the difference between groups in
outcome but also on the size of the groups involved and the distribution of other variables in the
analysis.
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Secondly, controlling for other factors in a multivariate model can mean that the difference
between groups is reversed. In this situation a bivariate difference in one direction can be replaced by
a statistically significant difference in the other direction once we control for other factors. This is not
shown in the table. It is a rare occurrence and will be commented on in the text where appropriate.

Thirdly, evaluating the significance of differences across groups requires a reference category.
This is identified in tables using the letter ‘c’ (constant) which is another term for the reference
category. The asterisks in the table thus indicate whether a group is statistically different from the
reference category and not necessarily all other categories. For instance, in Table 2.13, the reference
age is 55-64, with 11.2% of men in this age group believing cost would discourage use. Compared to
this reference group, there was no difference (ns.: not significant) in views of men aged 45-54.

However, a significantly smaller proportion of men aged 55-64 believed that cost would
discourage condom use than did men in age categories 35-44, 25-34 and under 25. Each of these
differences was significant; for example, the oldest age group at the p<.01 statistical level (meaning
that a significant difference was assumed with a 1% chance of being incorrect). Where possible the
reference category in analyses is consistent across analyses. It changes in some instances to aid
presentation.
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Chapter 3: Learning about sex

3.1 Introduction

PEOPLE learn about sex from a multitude of sources, both formal and informal. Sex education should
be seen as a life-long process rather than one confined to childhood or teenage years. However, little
good evidence is available about the extent of sex education among the current adult population of
Ireland, where it was received or its impact on subsequent behaviour. The ISSHR survey was designed
to collect data on these issues. The results are reported in this chapter.

A number of studies have found that many Irish adults have a less than adequate
understanding of the basic facts of life.! 234 Research among young Irish mothers and pregnant
women has found an inability to link sexual activity with the risk of pregnancy.>® The Irish Family
Planning Association has reported that it “continues to see clients who lack an understanding of
bodily functions and the risks posed by casual, unprotected sex”.” The ISSHR survey also investigated
the level of sexual knowledge among participants. The results are presented in the next chapter.

One of the main sources of information and education about sex is parents and the home
environment. Parents can communicate to their children a wide variety of messages about sexual
behaviour and sexuality, both intentionally and unintentionally.

International research on the intentional messages is largely inconclusive as to their impact
on children’s subsequent behaviour. Some studies have found that open and positive parental
communication about sex is related to an older age of sexual initiation,8 ? but a similar number of
studies have found little or no effect.® 1" Such mixed results may stem from the varied methods and
approaches adopted in different studies.

Research has found, however, that there is a strong association between parental attitudes
and values and the age of onset of sexual activity.? The unintentional messages that parents transmit
to their children may have more influence on their behaviour than their explicit attempts to influence
their children’s thinking.

It is also important to remember that the home environment, as measured by factors such as
socio-economic group and parental education, plus the nature of the local community, can also have
a profound influence on adolescent sexual behaviour in a number of ways.

One of the other main sources of sex education is the school, but in Ireland formal sex
education in schools was introduced only in the late 1990s, in the form of the Relationships and
Sexuality Education programme (RSE). RSE aims to provide young people with a holistic
understanding of sexuality in the context of relationships; it includes:

* lessons on self-esteem, understanding feelings, communication skills, decision-making, conflict
resolution and personal safety

e biological information on puberty, the reproductive system, sexual intercourse, sexual orientation,
fertility, family planning and sexually transmitted infections

Each school is required to develop a policy for RSE in consultation with the whole school
community. The policy provides a framework within which the RSE programme, as laid out in the
National Council for Curriculum and Assessment guidelines, is taught.

Little is known about the extent to which the current Irish adult population received sex
education in school. An evaluation in 2000 of sex education in Irish schools found that:

e 42% of primary and 34% of post-primary schools had not drafted an RSE policy document
e around a quarter of both primary (26%) and post-primary (28%) schools had not established an
RSE policy committee
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The author concluded that many children were not receiving adequate sex education at school or at
home. The evaluation did find an increase in the number of schools establishing committees and
drafting policy documents between 1999 and 2000. Additionally,

e 36% of primary schools and 64% of post-primary schools had drawn up an RSE programme by
the year 2000
°  19% of primary and 42% of post-primary schools had implemented RSE in all classes

Again, an increase in schools drawing up and implementing RSE programmes was seen between
1999 and 2000, and 59% of primary and 42% of post-primary schools stated that they intended to
implement an RSE programme in all classes in the following year (Morgan 2000).

A national survey of implementation of Social, Personal and Health Education (SPHE) at
Junior Cycle,9 carried out by the University of Limerick, asked school principals to outline the
availability of RSE programmes (response rate 48%). Results showed that an RSE programme was
available to 73% of first-year pupils, 69% of second-year and 63% of third-year. The authors suggested
that, while fewer students received RSE as they moved into adolescence, their need for such
education was likely to increase at that stage.'?

Another evaluation of RSE implementation across primary schools carried out in 2002 found
that 69% had established an RSE policy committee, 65% had drafted an RSE policy document and
50% had implemented the policy through an RSE programme (response rate 50%). However, many
schools reported an intention to implement an RSE programme in the coming years.

Young people in Ireland today are receiving more comprehensive sex education than
previous generations. The experience of school sex education in the current adult population is
assumed to be considerably more varied in both the extent received and the depth to which it was
provided. In the few small-scale Irish studies available, reports of inadequate sex education'? and
dissatisfaction with sex education'® were found among those who finished school prior to formal RSE
introduction.

In the next section, we examine the extent of sex education received by the current adult
population aged 18 to 64 while they were growing up, and from whom this education was received.

The third section analyses the level of communication between survey respondents and their
parents, as indicated by the ease with which they could talk to them about sexual matters. Ease of
talking to mother and father are looked at separately, and patterns across gender, age and education
groups are examined.

The fourth section examines the extent to which individuals perceived as useful the sex
education received from all sources and how this varies by sex and age. The fifth section looks at
opinions on what sex education should be given to young people today. The sixth section analyses
whether respondents have information deficits on particular issues. Finally, the seventh section
summarises the results found and their implications.

9 SPHE is the curriculum within which other specific programmes are delivered, including RSE. All second-level schools
have had to timetable SPHE as part of the Junior Cycle core curriculum from September 2003.
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3.2 Experience of sex education, its source and type

SUMMARY
ONLY 53% of men and 60% of women reported having received sex education. This is largely
due to the fact that the Relationships and Sexuality Education (RSE) programme was only
introduced into Irish schools in 1997.

The introduction of RSE is the primary reason why the proportion who have received
sex education is highest among under-25s.

B Most under-35s have received sex education to some degree.
B 88% of men and 93% of women under 25 have received some sex education.

B People with lower levels of education and/or of lower social class are less likely to have
received sex education. Sex education is received less often at home in working-class
households.

B Respondents were most likely to be taught about biological aspects of sex and sexual
intercourse (51%) and least likely to receive information on sexual feelings, relationships
and emotions (27%).

B Sex education received by younger age groups is much more likely to have included
information on contraception and safe sex than that received by older age groups.

B Most individuals who received sex education did so in school. School has become the
predominant source among younger age groups.

THE extent to which people received sex education when growing up, what topics they received it on
and from whom they received it are of interest when their level of knowledge about sexual issues in
adult life is being examined. In the past in Ireland, sex education was set within either a religious
ethical or a natural scientific perspective. Children were taught moral stances on appropriate and
inappropriate sexual behaviour, on the one hand, and, on the other, the facts about reproduction.'

The Relationships and Sexuality Education (RSE) programme, introduced in secondary
schools in 1997, is part of the broader programme of Social, Personal and Health Education (SPHE).
Prior to this, primary schools introduced the Stay Safe Programme (SSP) in the early 1990s. A response
to the increase of reported child sex abuse, it aimed to teach children about appropriate and
inappropriate touching. The RSE programme consists of a set of procedures and guidelines, but each
school develops its own policies, programmes, resources and materials.

The RSE and SSP programmes represent a relatively progressive view of sex education which,
instead of providing merely basic biological information and/or teaching abstinence, aims to develop
in children specific skills and competencies. They mirror the shift in control of sexual discourse and
education away from the Catholic Church to the state. Censorship laws were eased in the 1960s and
the laws on contraception were changed in the 1970s and 1980s, but changes in sex education were
introduced later, mainly because of the major role of the Catholic Church in the field of education.
The reasons put forward for the necessity of an RSE programme were:

e earlier physical maturation of children

* increased evidence of earlier sexual relationships among young people

e conflicting and confusing messages about sexuality from teenage magazines and the media in
general
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* increased health risks in the AIDS/HIV era

Wiley and Merriman’s 1996 survey” of 3,000 women found that only 49% had received any form of sex
education, though this percentage was much higher for the younger age cohorts: 88% of 18 to 24-
year-olds had received sex education compared to only 15% of those aged 55 to 60.

They found a link between poorer knowledge and births outside marriage. A total of 69% of
those who did not get sex education agreed that a woman could not get pregnant during first sexual
intercourse, compared to 31% of those who did get sex education.

3.2.1 Receipt of sex education

IN the ISSHR survey, respondents were asked whether or not they had received sex education on four
topics when they were growing up. The topics were:

* sex and sexual intercourse

e sexual feelings, relationships and emotions

® contraception

e safer sex and STls

Figure 3.1 shows that 44% of individuals interviewed had received no sex education at all, while 56%
had received at least some sex education on one or more of the above topics.

Women are more likely than men to have received some form of formal sex education: 60%
as opposed to 53%.

Figure 3.1: Proportion who received sex education: by gender
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Since guidelines on formal sex education in Irish schools were introduced only in the late 1990s, it
would be surprising if older Irish people were not significantly less likely to have received sex
education. Figure 3.2 shows that younger individuals are much more likely to have received at least
some form of sex education. There is a graduated relationship between age and probability of sex
education for both men and women:

e 88% of men aged 18 to 24 received some form of sex education compared to 12% of those aged

55 to 64
°  93% of women aged 18 to 24 received sex education compared to 19% of those aged 55 to 64
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Given the recent introduction of the RSE programme, it is surprising that there is a graduated
relationship between the proportion receiving sex education and age. The a priori assumption would
be that all age groups other than the youngest would report uniformly low levels of sex education.
However, it is likely that the liberalising trend of the last three or four decades provided an
increasingly positive environment for sex education both in the home and at school. This would have
led to a gradual increase in provision, albeit on a nationally inconsistent basis. More evidence on this
issue is presented below.

Figure 3.2: Proportion receiving sex education: by gender and age group
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Highest level of education received is also strongly related to whether or not men and women report
having received sex education. Figure 3.3 shows that people with higher levels of education are much
more likely to have received it:

e 71% of men with tertiary education compared to 15% of those with only primary education had
received sex education

e 77% of women with tertiary education compared to 21% of those with only primary education
had received sex education

This difference in the probability of having received sex education across education groups occurs
across age groups, but the difference between education groups is far smaller in the youngest age
group than in all older groups.

The significant difference across educational groups is replicated in differentials across social-
class groups:

e 57% of men and 71% of women in professional and managerial occupations have received sex
education, compared to 49% of men and 53% of women from semi-skilled and unskilled groups
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Figure 3.3: Proportion receiving sex education: by gender and highest level of education
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Sex education in schools has been policy in Ireland since the mid-1990s. People with lower
levels of education are now more likely to receive sex education than they were in the past. The
reasons for the differential across education groups are complex but are linked largely to the social
background of those with low levels of education.

ISSHR Sub-Report 1: ‘Learning About Sex and First Sexual Experiences’ shows that the
differential in total sex education across social class and educational groups is explained by lower
levels of sex education at home for those with a lower education and/or social class. Individuals with
lower levels of educational attainment are likely to have come from working-class backgrounds and
have had parents with lower educational attainment. As we will see in the next chapter, working-class
groups are less likely to report liberal attitudes toward sex. Such attitudes may inhibit their willingness
to give, or their comfort in giving, sex education. This may be reflected in the patterns found in this
section.

Introducing sex education in schools in the recent period may have gone a long way toward
decreasing the sex-education inequalities across social groups.

3.2.2 Type of sex education received

THE most common topic of sex education received is basic biological information on sexual
intercourse. Education about sexual feelings, relationships and emotions is the least likely topic to be
received. Figure 3.4 shows that:

*  51% of all respondents received education on sex and sexual intercourse
e 27% on sexual feelings, relationships and emotions

*  34% on contraception
e 30% on safer sex and STls

Where sex education was received, it was more likely to be on the technical aspects of sex rather than
on how to deal with sexual relationships and on safer sex and contraception.
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Figure 3.4: Proportion receiving sex education on four topics
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We have seen that older age groups were far less likely to have received any sex education. Older
and younger groups may also have received different types of sex education. Figure 3.5 gives the
distribution of different types of sex education across age groups. It shows a change in the content of
sex education across time (assuming that this sex education was received in childhood or
adolescence). The pattern of increasing sex education with younger age is clear for all four topics.

Figure 3.5: Proportion receiving sex education on four topics: by age group
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Figure 3.5 shows that where sex education was received among older age groups, it was more
likely to be on sex and sexual intercourse or sexual feelings, relationships and emotions rather than
contraception and safe sex (2.2% of 60 to 64-year-olds received sex education on both these topics).

A shift in the content of sex education is noticeable in those aged under 40. Whereas sex and
sexual intercourse remain the most likely topics covered, respondents under 40 are more likely to
have received education on contraception and safe sex than on sexual feelings, relationships and
emotions. This may reflect a change in priorities in society and a greater acceptance of the need for
contraception and protection, but may also suggest a lack of attention to the relational and
contextual aspects of sex.

Respondents who had received sex education were asked from whom they had received it.
The most common source was school:

°  86% reported receiving at least some of their sex education from school

°  29% reported some sex education at home

e 10% reported another source, the most common being books, magazines and friends"
Figures 3.6 and 3.7 show the relationship between source of sex education and age for men and
women respectively.

Figure 3.6: Men who had received sex education from school, home or other source: by current age
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h Because respondents were given the opportunity to answer ‘more than one source’, the percentages do not add up
to 100.
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The increase in receipt of school sex education with younger age is clear in both Figure 3.6
and Figure 3.7.

*  81% of men and 85% of women aged 18-24 received sex education at school
e 6% of men and 7% of women aged 60-64 received sex education at school

Just 21% of men aged 18-24 have received sex education at home. However, this proportion has
increased substantially over time: from just 3% of men aged 60-64. Among women, the same pattern

is evident. Whereas just 6% of women aged 60-64 received sex education at home, this figure
increases to 38% of 18-24 year-olds.

Figure 3.7: Women who had received sex education from school, home or other source: by current age
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ISSHR Sub-Report 1: ‘Learning About Sex and First Sexual Experiences’ investigates in depth
the distribution of sex education from different sources. This shows that lower levels of education are
associated with a lower likelihood of receiving sex education in school. Analyses show that this
pattern is strongly associated with age (since older age groups are both more likely to have lower
educational qualifications and less likely to have received sex education). If we confine analysis to
respondents under 30, we find that only those with primary education alone report lower levels of sex
education in school. These are a small group among younger Irish people.

Sub-Report 1 found that not only are men and women in lower educational groups
significantly less likely to receive sex education at school, they are also less likely to receive it at home.
This differential largely explains the gap between education groups in their probability of receiving
sex education overall.

For more detail on the analyses in this section, see Appendix Table 1.1.
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3.3 Ease of talking openly with parents about sex

SUMMARY

THIS section examines how easy or difficult respondents found talking to their parents about
sex. It looks at the overall pattern of responses as well as differences across sex, age group
and level of education.

Overall, for most respondents, either sexual matters never came up or when they did
discussion was ‘difficult’. Both men and women were more likely to find talking to their
mother easier than talking to their father.

The results strongly suggest that communication between parents and children on
sexual matters has improved significantly over time.

B 46% reported that talking to their mother about sexual matters was "difficult’ and 45% that
talking to their father was ‘difficult’.

B A minority found talking to either parent ‘easy’.

B 25% said sexual matters ‘never came up’ with their mother and 36% that they ‘never came
up’ with their father.

B Both men and women found it easier to talk about sexual issues to their mother than their
father.

B Women (29%) were more likely than men (17%) to find it easier to talk to their mother.
B Men (13%) were more likely than women (9%) to find it easy to talk to their father.

B Younger people are more likely to report that talking to their mother and father about sex
was ‘easy’.

B There were no differences across educational levels in the ease with which women spoke
to their parents about sex.

B Men with higher levels of education found it easier to talk to their parents about sexual
issues.

THIS section looks at how easy or difficult respondents found it to talk to their parents openly about
sex when they were growing up. Parents’ attitudes towards sex and the general atmosphere
surrounding the issue may have an influence on an individual’s own opinions about sex and sexual
issues. If parents are reluctant to talk about sex with their children or treat it as a taboo topic, this may
have an impact on how the young person views sex and sexual issues.

The results of studies on the impact of parental sex education on age of first sex are mixed.
Previous research, however, has found that parental factors can have a significant impact on
contraceptive use.’®01¢|n particular, parents’ manner and style of communication about sexual
behaviour and contraceptive use is important.
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Figure 3.8: Ease of discussing sexual matters with mother — all respondents
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The Mueller and Powers (1990)'7 study of 234 college students found that those who
perceived their parents’ style of communication about sexual behaviour and contraception as friendly,
attentive and open were more likely to use contraceptives.

Figure