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ABSTRACT Objectives Holistic sexuality education (HSE) is a new concept in sexuality education
(SE). Since it differs from other types of SE in a number of important respects, strategies
developed for the evaluation of the latter are not necessarily applicable to HSE. In this paper
the authors provide a basis for discussion on how to evaluate HSE.

Methods  First, the international literature on evaluation of SE in general was reviewed
in terms of its applicability to HSE. Second, the European Expert Group on Sexuality Edu-
cation extensively discussed the requirements of its evaluation and suggested appropriate
indicators and methods for evaluating HSE.

Results The European experience in SE is scarcely represented in the general evaluation
literature. The majority of the literature focuses on impact and neglects programme and
implementation evaluations. Furthermore, the current literature demonstrates that evaluation
criteria predominantly focus on the public health impact, while there is not yet a consensus
on sexual well-being criteria and aspects of positive sexuality, which are crucial parts of HSE.
Finally, experimental designs are still considered the gold standard, yet several of the condi-
tions for their use are not fulfilled in HSE. Realising that a new evaluation framework for
HSE is needed, the European expert group initiated its development and agreed upon a
number of indicators that provide a starting point for further discussion.

Conclusions Aside from the health impact, the quality of SE programmes and their imple-
mentation also deserve attention and should be evaluated. To be applicable to HSE, the
evaluation criteria need to cover more than the typical public health aspects. Since they do
not register long-term and multi-component characteristics, evaluation methods such as
randomised controlled trials are not sufficiently suitable for HSE. The evaluation design
should rely on a number of different information sources from mixed methods that are
complemented and triangulated to build a plausible case for the eftectiveness of SE in gen-
eral and HSE in particular.
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INTRODUCTION

The past decade has witnessed growing interna-
tional interest in sexuality education (SE)'~>. A recent
advancement has been the development of the concept
of holistic sexuality education (HSE) by the European
Expert Group on Sexuality Education. HSE is defined
as ‘Learning about the cognitive, emotional, social,
interactive and physical aspects of sexuality’. Accord-
ingly, ‘Sexuality education starts early in childhood
and progresses through adolescence and adulthood.
It aims at supporting and protecting sexual develop-
ment. [t gradually equips and empowers children and
young people with information, skills and positive
values to understand and enjoy their sexuality, have
safe and fulfilling relationships and take responsibility
for their own and other people’s sexual health and
well-being™.

This new approach needs to be evaluated in order
to test its utility and effect and address the legitimate
demand for evidence-based policy.

OBJECTIVES

The main objective of the authors of this article is
to initiate the development of a framework for the
evaluation of HSE. By this we mean to contribute to
improving the quality of evaluation of SE programmes
in general and of HSE in particular. In order to achieve
these goals, we will:

e Provide general (background) information on the
key characteristics of HSE so as to present the sub-
ject of a potential evaluation.

e Review dominant practices of SE evaluation and
assess their utility for evaluating HSE.

e Suggest alternative and additional evaluation crite-
ria, indicators and research methods for HSE.

Key characteristics of HSE

The concept of HSE refers to an approach to SE that
became dominant in recent decades in an increas-
ing number of European countries. HSE has been
the result of an evolutionary process that started in
Sweden as far back as 1942, when SE was introduced
for the first time in schools. Currently, examples of SE
programmes that include several core characteristics
of HSE are also found in countries such as Sweden®,

Norway’, the Netherlands®, Belgium® and Estonia!".

The programme titles sometimes explicitly indicate a
positive character, like: ‘Long live love’ (Netherlands),
‘Good lovers” (Belgium), and ‘Love talks’ (Austria).

These programmes are characterised by their fun-
damentally positive approach towards sexuality, i.e., by
considering sexuality as a potential source of joy and
happiness and not predominantly as a health risk. Fur-
thermore, they do not aim to prevent young people
from starting sexual relationships but accept that young
people will engage in loving relationships, which may
gradually include sexual elements. HSE thus is con-
ceptualised as guidance throughout life, with the aim
of developing and strengthening the ability of learners
to make conscious, satisfactory, healthy and respectful
choices regarding relationships and sexuality. HSE
starts early because what is learnt at a young age has
a lasting impact on how sexuality is managed later in
life!™12 Tt should be emphasised, however, that HSE
at younger ages is very different from HSE at older
ages. It is crucial to note that programmes should be
age and developmentally appropriate'*. For example,
young children learn about the proper names of body
parts or the meaning of friendship. Later, other themes
become relevant, such as the biology of reproduction
or ways to prevent pregnancy and sexually transmitted
infections (STIs).

HSE-intended outcomes are threefold. They com-
prise knowledge items (such as knowledge about the
human body, its development and functions), personal
and behavioural skills (e.g., to be able to build intimate
relationships in which there is mutual understanding
and respect for each other’s needs and boundaries) and
value orientations (e.g., respect for sexual diversity and
gender differences).

In a number of ways, HSE differs from its alterna-
tives, 1.e., two other approaches to SE which have
become dominant in recent decades, particularly in the
USA'?: (i) abstinence-only education; and (ii) compre-
hensive sexuality education (CSE). Abstinence-only
focuses on delaying sexual intercourse until marriage.
It does not include information and advice on safe
sexual behaviour or contraception and it does not usu-
ally include issues like emotions, feelings or biological
changes during puberty. It has been scientifically dem-
onstrated that abstinence-only does not generate the
intended impacts'.

There is as yet no universally agreed definition of
CSE and the concept is interpreted and used quite
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differently across the globe, depending on time, coun-
try or authors. It wvaries in practice between
‘abstinence+'°, where information on contraception
is only added to the abstinence-only approach, to fully
comprehensive approaches, such as those developed by
the International Planned Parenthood Federation
(IPPF)! or by the United Nations Educational, Scien-
tific and Cultural Organization (UNESCO)?2. Increas-
ingly, CSE reflects the holistic approach.

The core characteristics of a programme also define
the criteria for its evaluation. Current evaluation
approaches that were often developed for the purpose
of evaluating abstinence-only or the varieties of CSE
may be difficult or inappropriate for evaluating HSE
because of three core differences: first, HSE is not an
intervention but a learning process, spread out over
several years; second, HSE does not aim at behaviour
change: instead its focus is on behavioural preparation
or development; third, HSE starts from general peda-
gogical and educational theory, and not from theories
of behavioural change.

METHODS

First, we performed an assessment of current practices of
evaluating SE in Europe in order to study their utility for
evaluating HSE. Recent years have seen the publication
of two comprehensive review studies on school-based
SE that included several European countries®!”. From a
total of over 80 studies reviewed, the majority were from
the USA, with only six!” and nine? originating from
Europe. To identify additional studies, we performed a
literature search in Web of Science and PubMed, using
the following search terms: ‘sex education’ or ‘sexuality
education’ and ‘evaluation’ or ‘process’ or ‘implementation’
or‘effect’ or‘impact’. We limited the search to publications
from 2000 onwards. This search was complemented by
studies identified through contacting European experts
and by screening reference lists. It was not the intention
to present a comprehensive overview or perform a sys-
tematic review of available studies; rather, we intended to
highlight general trends in current practice and identify
strengths as well as shortcomings in their applicability to
the evaluation of HSE.

The second part of this article is the result of a
consensus-building process within the European
expert group, which has been collaborating since 2008
under the auspices of the German Federal Centre for

Health Education (BZgA) and the World Health
Organization (WHO) Regional Oftice for Europe.
For the purpose of this paper, two meetings on HSE
evaluation were convened, complemented by exten-
sive e-mail consultation, after which the paper was
accepted as a consensus agreement.

RESULTS

Part 1: General trends in current evaluation
practice

The initial literature search generated 1713 titles,
which were reduced to 48 studies on some form of
evaluation of various approaches to SE in Europe. We
identified an additional 72 sources through European
experts (often grey literature or in other local lan-
guages than English). In the analysis of these papers, we
focused on the main types of evaluations, the domi-
nant evaluation criteria, and the prevailing evaluation
designs and methods.

Evaluation type: Strong focus on outcome
evaluations compared with programme and
implementation evaluations

Three types of evaluation were considered: outcome/
impact, implementation and programme evaluation.
Outcome/impact evaluation assesses the success of the
programme in terms of knowledge, attitudes and skills
learners have developed as a result of the programme,
and ultimately in terms of their behaviour and its pos-
sible impact on their health and well-being. Outcomes
are the immediate results of the programme; impact
is the medium- and long-term effect of it. In imple-
mentation evaluation the question is to what extent
a programme is developed and implemented as rec-
ommended. Programme evaluation aims at studying
the programme content, development process and
intended mode of delivery.

In the current literature, there is a strong focus on
short-term outcomes of SE. This is linked to the fact
that many interventions or programmes are evaluated
immediately after the pilot stage in order to decide
whether they should be continued or not. Further-
more, long-term impact evaluations are complex (see
Evaluation design, below), as well as very costly, and
are therefore seldom found in the literature.
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In reporting the results of outcome evaluations, a
substantial number of authors refer to problems in
implementing interventions or programmes. However,
implementation evaluations are rarely published. If
published at all, they often solely address specific aspects
of the implementation, e.g., compare results of adult-

18

led versus peer-led interventions'®, or capture the

experience of certain facilitators in implementing the
programme: teachers'”2’, nurses?!, or, less frequently,
the perception of students?>. We found only a few
reports of well-elaborated implementation evaluations
that could be applied to the evaluation of HSE!'?23:24,

Moreover, programme evaluation is rarely found in
academic literature. If the programme itself is evaluated
it is mainly in the form of a narrow assessment, briefly
mentioned in the outcome evaluation report. Some-
times the 17 criteria of successful programmes (such
as addressing gender issues, considering community
norms, providing quality training to educators) devel-
oped by Kirby et al.'”
gramme quality. However, these are relatively narrow

are used as indications of pro-

criteria for programme success and have limited appli-
cability to HSE. In 2013, assessment tools have been

developed by UNESCO?>%° and IPPF?’ that focus on
programme evaluation.

Evaluation criteria: Dominance of public
health impact

Evaluation criteria are the standards against which the
quality and effects of SE are measured. In terms of
outcome and impact indicators, the articles found in
the literature search, including the review by Kirby
et al.'” and the UNESCO guidance on SE?, clearly
indicate a strong focus on public health indicators and
behavioural change. Two public health indicators are
dominant: pregnancy and STIs/HIV. Dominant inter-
mediate variables considered to influence these bio-
logical markers are age at initiation of sex, frequency
of intercourse, number of sexual partners, condom use,
contraceptive use, and sexual risk-taking in general.
Criteria that determine these behaviours are mostly
knowledge, skills, attitudes, norms and behavioural
intentions.

The significance of these evaluation criteria and
indicators is obvious. Questions arise, however, when
it comes to their interpretation; for example, whether
interventions are considered successtul because initia-
tion of sexual activity is delayed, frequency of sex

and the number of partners reduced and condom/
contraceptive use increased, or because behavioural
norms have become more restrictive. Furthermore,

2 we noticed very lim-

although there are exceptions
ited use of indicators that focus on positive aspects of
sexuality. Even though indicators such as self-efticacy
or the ability to communicate about feelings and
wishes are used, they are usually not considered impor-
tant in their own right but with respect to fostering
the behaviours just mentioned. Indicators measuring
the ability to experience pleasurable and satisfying
sexual relationships are hardly ever used.

Programme and implementation quality is mostly
evaluated on the basis of the previously mentioned
criteria for successful programmes of Kirby et al.!” or
on general national learning objectives®”. They are
mainly treated as intermediate variables influencing
the outcome and impact of the programme, and not
as critical stand-alone aspects of SE.

Evaluation design: Striving to demonstrate
causality

(Clustered) randomised controlled trials [(c)RCTs],
followed by quasi-experimental designs and pre-/post-
measurements, still tend to be seen as the gold standard
for outcome and impact evaluations, even though their
use for evaluating complex public health interventions
has been questioned for several years®*3+3¢. Indeed,
(c)RCTs are well suited to demonstrate a clear cause-
and-effect relationship. However, a number of prereq-
uisites are usually ignored when applying RCTs to SE
programmes. First, in most SE evaluation studies, study
participants are well aware of the group to which they
have been assigned (i.e.,intervention or control), which
may influence the study results and generate reporting
bias, and randomisation may be compromised by the
fact that, in the end, participants often decide them-
selves to what extent they participate. Second, in many
European countries there are national SE programmes,
making it impossible to create an adequate control
group of young people who have not been subjected
to it.%® Third, the development of sexual identity is a
long and complex process, influenced by many fac-
tors, of which SE is only one (others include parents,
peers, mass media and sociocultural environment). It is
virtually impossible to control for all these factors and
identify the specific causal effects of SE in the long
term. Finally, good SE programmes start at a young
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age, a moment where there are no relevant knowledge,
attitude or behaviour indicators related to sexual inter-
course because the children are still very young (i.e.,
there is no baseline information).

Additional challenges arise in making sure that the
evaluation is sufficiently powerful. Especially in popu-
lations with low incidences of STTIs, adolescent preg-
nancy or certain sexual behaviours, demonstrating a
significant reduction in incidence requires enormous
sample sizes, while many trials are underpowered
because of a limited estimated sample due to recruit-

ment or financial problems.?”

Consequences for HSE evaluation

Taken together, this overview leads to the conclu-
sion that the evaluation methods that have become
the international standard are not sufficiently suitable
for evaluating programmes that were developed in
accordance with HSE principles. Neither do the typ-
ical pre-/post-measurements meet HSE’s long-term,
multi-component and national characteristics, nor can
they assess whether the objectives of HSE have been
reached. Since HSE promotes sexual well-being and
health throughout the life-cycle, at the moment of
‘baseline’ (ages 6 to 7) there is no relevant knowledge,
attitude or behaviour related to sexual intercourse.
A new evaluation framework for the evaluation of
HSE should meet the following requirements:

e Include a focus on programme content and imple-
mentation quality of SE.

e Expand on the exclusive focus on changing par-
ticular behaviours, such as the number of sexual
partners (in terms of correcting ‘wrong’ into ‘right’
behaviour) and sexual risk reduction, so as to include
behavioural preparation and sexual well-being.

e Take into account that HSE is multifaceted and
implemented over a period of several years. HSE is
not an intervention but an educational process.

Part 2: Recommendations for evaluating HSE
— a consensus agreement

Based on the findings and considerations outlined
above, the European expert group came to the follow-
ing recommendations. Evaluation of HSE programmes
requires all three types of evaluation: (i) programme;
(1) implementation (or process); and (iif) outcome/

impact evaluation, each assessing to what extent the
quality criteria of HSE as outlined in the ‘Standards
for sexuality education in Europe’ are met. For each
of the three evaluation types, examples of quality or
outcome/impact criteria and some related indicators
are needed. Quality and impact criteria are defined
here as ‘evaluation parameters’ or ‘general characteris-
tics’ that have to be translated into measurable entities
called ‘indicators’, in evaluation practice. These criteria
and indicators will have to be further developed in the
future in order to generate a comprehensive set for
evaluation research. These criteria should be based on
the characteristics and objectives of HSE, as outlined
in the standards®, supplemented by the results of con-
sensus building within the European Expert Group
on Sexuality Education. For each of the evaluation
types, we also suggest a number of research methods
(Figure 1).

Programme evaluation

The criteria for assessing the quality of HSE pro-
grammes should be based on the principles of HSE?
and additionally on general recommended character-
istics mentioned throughout the standards®. Several of
these quality criteria cross through the curriculum.
The quality criteria are as follows:

e DPositive approach to sexuality as an important
human potential.

e Age and developmentally appropriate: the curricu-
lum corresponds to the realities of children’s and
young people’s lives at different stages of develop-
ment, and to their level of interest and understand-
ing as scientifically assessed.

e Culturally and socially responsive: the realities of the
existing sexual culture are not taken for granted but
are the subject of critical reflection and discussion.

e Gender equality and acceptance of (sexual) diversity:
the intention is to prevent or reduce social isolation,
intimidation and discrimination based on gender or
sexual identity, and to increase self-acceptance.

e Based on a human rights approach, particularly the
right to knowledge, to (sexual) self-determination
and to equal treatment.

e Based on a holistic understanding of well-being:
apart from physical health considerations, psycho-
logical, social and interactive aspects of sexuality
are dealt with as being relevant in their own right,
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Programme indicator
examples

. Human body: age 6

. Gender: cross-
cutting issue

. One lesson on sex &
human rights

examples
Programme quality criteria .curriculum
. Age appropriateness appreciation

. Gender sensitivity
. Rights based

. Positive attitude towards
human sexuality A

. knowledge score

. Comprehensive content \ 4

Outcome indicator

Impact indicator
examples

. last intercourse
wanted

. condom used

. Pupil involvement
. Quality educator manual

Outcome criteria

. Improved knowledge
. Humane attitudes

. Skills developed

\ 4

. Completeness

. Programme appreciation
. Programme usefulness

. Self-efficacy . Non-discriminatory on sexual
Implementation Quality . Self-esteem orientation
criteria . Behavioural intentions . Unwanted pregnancy

Impact criteria

. Positive sexual self-perception

. Satisfying sexual relationship(s)
. Partner empathy

. Non-violent/abusive

. Positive preventive behaviour

A 4

. STI/HIV infection

. Educators training/skills
. Multiple method use

. Interactive teaching

. Group atmosphere

. Obligatory programme

Implementation
indicator examples
. % of lessons skipped
. Educators trained >
3 days

. Sexual coercion, abuse and
violence

Figure 1 Examples of ‘Evaluation Criteria and Indicators for HSE".

and not only as determinants of healthy sexual
behaviour.

e Contributing to a fair and compassionate soci- @
ety by empowering individuals and communi-
ties: young people are enabled to make their own

informed choices and learn to take responsibility
for them.

Providing scientifically accurate information: learn-
ers have the right to ask questions and are entitled
to appropriate and honest answers.
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Furthermore, concerning programme delivery, the
main principles include:

e Involvement of children and young people in
assessing their own needs, in the development and
implementation of lessons, and participation in
interactive teaching methods.

e Variety of teaching methods: different objectives
require different teaching methods and strategies
to be eftective.

e Flexible and adaptable to different needs, groups,
settings, etc.

Examples of indicators of programme quality
include:

e Cross-cutting quality criteria are explicitly men-
tioned and explained in the programme documen-
tation and reappear regularly in various lessons.

e Positive approach: tone, illustrations and examples
in the curriculum are engaging, ‘sexy’, joyful, and
not fear-based.

e Age and developmentally appropriate: the
curriculum extends over several years and themes
are revisited, gradually in more depth, with increas-
ing age.

e Gender equality and acceptance of diversity: les-
sons which deal explicitly with these subjects are
included, appropriate vocabulary is used and all
types of sexual identity are included (e.g. by using
the term ‘partner’ instead of man/woman).

e Involvement of young people: mechanisms are
in place that ensure meaningful participation
on all levels of programme development and
implementation.

Evaluation methods. The quality criteria can be
studied through document analysis and curriculum

review.

Implementation evaluation

Implementation (or process) evaluation looks at dis-
crepancies between how a programme is supposed to
be implemented in theory and how it is done in prac-
tice. This type of evaluation is rather rare in the litera-
ture!”. There are four areas that need to be addressed in
implementation evaluation: (i) process of programme
development; (ii) teacher/educator training and sup-
port; (iii) linkages with relevant sexual health and well-
being services; and (iv) curriculum delivery.

Process of programme development. Even a completely
standardised HSE programme needs adaptation to
local conditions. How to do this has been the subject
of a follow-up publication to the standards®,‘Guidance
for implementation’™®. Implementation quality criteria
for programme development are that the following
activities have been carried out:

e Mapping of challenges and opportunities for intro-
ducing HSE.

e Definition of learning objectives for successive age
groups.

e Development of lesson plans with defined topics,
learning outcomes, methods and suggested means
of students’ evaluation/feedback.

e Interdisciplinary development of the HSE syllabus
and lesson plans per age group.

e Development of teacher manual and student
materials.

e Involvement of young people, parents, community
representatives and educational specialists in the
entire process.

e Special attention to vulnerable groups with higher
levels of risky behaviour and special needs.

Indicators for programme development follow logi-
cally from these quality criteria; the successive steps
can easily be translated into a checklist of necessary
activities.

Teacher/educator training and support. Training of school
teachers and other educators is essential for successful
implementation of HSE>!®, However, such training is
rarely included in pre-service teacher training curricula
and many therefore depend on postgraduate training.
There are, however, exceptions. In Estonia, SE teacher
training was integrated into the human studies training
curriculum of two universities in 1996 and 20023, and,
more recently, in the Netherlands*® and Finland. Aside
from training, teachers also need the support of their
school head and school administration, because SE can
be a subject that is frowned upon by other teachers or
by parents of learners. Finally, teachers need access to
background information and suggestions or instruc-
tions on how to deliver the difterent lessons.

Indicators for evaluation research on teacher train-
ing and support include:

e Teachers and other educators have been trained on
how to deliver the curriculum.
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e The school head and school administration take a
shared responsibility for HSE.

e A manual on the HSE curriculum is available for
educators.

Linkages with relevant sexual health and well-being services.
Linkages between the HSE programme and health,
welfare and other relevant organisations in the com-
munity are needed for at least two reasons. First, these
organisations are important as supportive resources for
lectures on specialised issues and subjects that teachers
consider to be too sensitive or challenging to teach
themselves. Second, learners need to know where
they can access the different health and social services
that they require, including sexual and reproductive
health (SRH) services. In several European countries,
the curriculum includes a class visit to a youth health
centre, which lowers the threshold to contact it in
the future.

Indicators for evaluation research on linkages with
services may include:

e The presence of formal collaboration arrange-
ments between the HSE programme and relevant
information and service delivery services in the
community.

e The involvement of relevant services/institutions in
the implementation of the programme, in a variety
of ways.

Curriculum delivery. The last and probably most impor-
tant implementation quality criteria relate to discrep-
ancies between the HSE programme on paper and the
way it is actually implemented. A common discrepancy
is that the curriculum is only partly implemented. This
can be due to lack of time, prioritisation of other
subjects, or other reasons®®. Often the most sensitive
themes are omitted because the teacher feels unable to
handle them?. It is also possible that HSE is optional
and is not chosen by all learners. Finally, there may be
a wide range of discrepancies between intended and
actually implemented lessons.

Indicators for curriculum delivery quality may be:

e The full curriculum has been implemented as
intended.

e The curriculum is mandatory for all learners.

e A checklist is used to assess discrepancies between
how the curriculum is supposed to be and how it
is actually implemented.

e The results of this assessment are used for future
progralnme strengthening.

Evaluation methods. Implementation evaluation requires
intensive and time-consuming research efforts. For
assessing implementation, relevant evaluation methods
that will provide valuable insights are document analy-
sis of the programme development process comple-
mented by interviews with key stakeholders involved
in the process. Other relevant evaluation tools are:
participant observation, interviews with educators,
assessment of linkages with services, and a checklist
to identify discrepancies between the curriculum and
what has actually been taught.

Outcome and impact evaluation

This type of evaluation looks at what the HSE pro-
gramme has brought about among learners in the
short- (outcome) and longer-term (impact). HSE pro-
grammes do not focus on changing but on enabling
young people, and therefore behavioural changes can-
not be impact criteria. The function of the HSE pro-
gramme is not to prescribe or impose ways of think-
ing and behaviour but to facilitate the development
of critical thinking and the ability to make conscious
behavioural choices. The ultimately intended impact
of HSE is that it has facilitated the development of
respectful and satisfactory relationships and sexual life.

This implies that there are differences in emphasis

compared with current mainstream evaluation prac-

tice, particularly from those with an exclusive public
health approach.

The following three conceptual pillars are critical
to impact evaluation of HSE:

e Children and young people themselves are in the
best position to evaluate the programme in terms
of ultimate impact.

e The meaning of this impact can differ, depending
on age, gender, sexual orientation, and other char-
acteristics of young people.

e The impact is broader than physical health, as it also
includes psychological, social, cultural and interac-
tive aspects of health and well-being.

Relevant short-term outcomes are those that are
known to contribute to this ultimate impact, based
on scientific evidence. In most SE programmes, with a
focus on safe sexual intercourse and short-term ‘proj-
ect’ implementation, the relevant impact can only be
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evaluated some years after the curriculum ended. That
means that for most learners there will be a time lag
before they actually start having sexual relationships.
Because HSE starts at a young age and runs for several
years, outcomes should be evaluated during implemen-
tation and not only at the end of it. Outcomes can be
measured after each developmental stage of 3 years, as
described in the standards®.

Evaluation by children and young people. An often
neglected crucial outcome is the appreciation of the
curriculum, and the way it is delivered, by the learners
themselves. This aspect is important because if learners
perceive (H)SE as meaningful, interesting and critically
stimulating it is more likely to have a lasting impact
on them'"!2, Examples of quality criteria of the cur-
riculum itself and its modes of delivery that can easily
be transformed into indicators for questionnaires to be
used with learners are:

e [t is felt to correspond to the realities of learners’ lives.
It responds to their curiosities and questions.
The materials are relevant and visually interesting.

Learners feel motivated and interested to participate

in these classes.

e [t provides new scientifically accurate or more
detailed information than they already have.

e It empowers and enables learners to take respon-
sible decisions.

e Learners are positive about the way the teacher

handles the lessons.

Outcomes. The standards® describe a set of key learning
outcomes of HSE:

e Knowledge about the human body, its functions
and processes, in particular regarding sexuality and
its various dimensions, and about protection against
health hazards of sexual behaviour.

e Practical knowledge about available and reliable
sources of information, advice, counselling and
medical services related to sexuality.

e Tolerance and respect towards various (sexual) life-
styles, gender identities and sexual orientations, atti-
tudes and values.

e Critical reflection on norms and values relating to
sexuality and human rights.

e Ability to develop as a sexual being, to express
feelings and needs, to communicate and negotiate
intimate relationships and sexuality, to experience

sexuality in a pleasurable manner and to develop
one’s own gender and sexual identity.

e Empowerment for making informed choices,
observing sexual rights and being in control of one’s
sexual health.

e Responsible behaviour towards oneself and one’s
partner.

e DPositive attitude to gender equality.

These outcomes can be defined and measured at dif-
ferent ages. In evaluation practice, this short overview
of core areas of outcomes needs to be elaborated in
more detail. Unfortunately, providing a complete list
of indicators is beyond the scope of this paper and
only some examples can be suggested here. There are
three types of outcomes: those related to knowledge,
to attitudes and values, and to (behavioural) skills.

Indicators for knowledge can immediately be
derived from the curriculum contents and are easy to
score as knowledge items (e.g., being able to name all
body parts correctly) in examinations. Indicators for
attitudes and values are more complex. For example,
outcomes such as the development of tolerance and
respect require the use of scales. For some concepts
these scales exist>*™!, for others they have to be devel-
oped and validated. The same applies to indicators for
skills development. For example, ‘the ability to com-
municate about sexuality issues’ cannot be measured
directly. It is known that it requires positive self-
identity, self-esteem and self-efficacy, for which mea-
surement scales have been developed and validated*~#*,
Such scales can be used as indicators, if necessary after
adaptation to the age of the respondents.

Impact. The overall impact of the programme should
logically be determined by the programme outcomes.
For example, a skill (outcome) has been developed,
and this will contribute to a corresponding behaviour
(impact).

As mentioned earlier, most impact variables used in
current mainstream SE evaluation, such as those related
to sexual intercourse, often only become relevant sev-
eral years after the end of the programme.

Impact variables that are directly related to having
intercourse are irrelevant when adolescents are not yet
sexually active. In Europe, the vast majority of young
people start having intercourse after the age of 15;
only about a quarter of them are already sexually active
by the age of 15.% This means that the first sexual
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intercourse usually happens several years after they
have been educated on safe sexual behaviour. This
explains why most evaluation research uses ‘intended
behaviour’ instead of ‘actual behaviour’ as a success
indicator, because the latter is in practice much more
difficult to assess. Because there are also other impor-
tant factors that complicate impact assessment
(see earlier), outcome evaluation, which can be
done immediately, should be given more attention
than impact evaluation. It furthermore makes sense
also to develop impact variables that are relevant at
other stages of development of children and
adolescents.

As far as impact evaluation is realistically possible,
the core long-term HSE impact variable is ‘young
people are prepared for consensual, voluntary, equal,
pleasurable, safe and satisfactory relationships and
sexual lives’. Because this is a positive impact, indica-
tors have to be developed and used that measure sexual
life in positive, instead of negative, terms. Fortunately,
there is a new tendency in research to look at sexuality
from a positive perspective and to evaluate the impact
of positively experienced sexuality on general well-
being.*°

Indicators that reflect the intended impact of HSE
include:

e Relationships and sexual contacts result from mutual
consent and individuals express self-confidence in
their ability to make choices in relationships.

e Relationships and sexual contacts are experienced
positively, pleasurably.

e Individuals demonstrate satisfaction with their
ability to make and act on SRH choices.

e Individuals demonstrate tolerance and respect in
relation to gender equality and sexual orientation.

At the same time, it is essential that impact evalua-
tion in terms of avoidance of health hazards remains
on the agenda. This includes three well-known and
extensively evaluated indicators:

e Unintended pregnancy.
e STIs/HIV infection.
e Sexual coercion, abuse and violence.

Evaluation methods. For the assessment of outcome/
impact, suggested evaluation methods include:

e Qualitative methods, such as interviews and focus
group discussions with learners, educators and
parents (especially for the younger children) on their

perceptions and experiences with receiving/giving
HSE.

e Case-study approaches to assess barriers and
facilitating factors.

e Population-based surveys on the evolution of, for
example, attitudes, satisfactory sexual lives and
biological markers (such as pregnancy or STIs) in
the reference populations!*>°,

e Quasi-experimental  designs for well-aligned
outcomes such as knowledge.

e Cross-sectional surveys among key stakeholders on
the importance of SE.

Complementarity and triangulation
in evaluation types and methods

Given the many purposes of HSE, its multi-
dimensionality and its long-term, context-specific and
often national character, using a probability-based design
to demonstrate causal effects between HSE and certain
outcomes/impacts is virtually impossible. At the same
time there is no clear-cut alternative. In alignment to
the ongoing discussion on the use of (¢)RCTs in evalu-
ating complex programmes, we agree with Laga ef al.??
when they advocate ‘realism and pragmatism when it
comes to generating more convincing evidence to guide
prevention programming’. Such realist evaluation recog-
nises that sexuality is influenced by multiple interlinked
factors, acknowledges that programmes work in different
ways for different people, and takes into account the
context in which a programme is implemented*’*,
‘Where probability evaluations ask ‘Does the programme
work?’, realist evaluation studies ask “What works for
whom, in what contexts, and how?’.

Instead of focusing on a single evaluation design, we
propose a blended approach that relies on a number
of different information sources from mixed methods.
These methods are to be complemented and triangu-
lated to build a plausible case for the eftectiveness,
utility and necessity of SE*. Such triangulation is not
only necessary between different evaluation methods
but also between evaluation types: an outcome or
impact evaluation should be interpreted in the light of

a programme and implementation evaluation.

CONCLUSION

HSE primarily aims at preparing people for consen-
sual, voluntary, equal, pleasurable, safe and satisfactory
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relationships and sexual lives. In order to learn from
experience and improve HSE programmes, it is cru-
cial that HSE is evaluated. However, given the strong
and often exclusive focus on public health in current
evaluation research, indicated by our literature search,
a new evaluation framework for HSE is required.

With this article the European Expert Group on
Sexuality Education is initiating the development of
such a framework. As outlined above, we propose a
number of quality criteria and indicators that align with
the specificities of HSE and take on a realist approach
that acknowledges that programme development, con-
tent and delivery are of equal value to envisaged
outcomes. Recognising other strong influences on chil-
dren’s and young people’s sexuality, and taking into
account the characteristics of HSE, we argue that it is
not possible to demonstrate causal effects of HSE using
only one evaluation technique. Rather, we suggest com-
plementing and triangulating different data sources in
order to build a plausible case for its merits, looking at
the medium- to long-term outcomes in relationships,
sexual well-being and good health. The logical next step
will be the development of a full set of indicators for
programme development and implementation of HSE,
as well as for its intended outcomes and impact.
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