Omagh Women’s Area Network

Research on the needs of teenagers and parents in relation to Sexual Health and aims to provide a programme of information on promoting Sexual Health and Wellbeing 
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Section 1 – Introduction 

This project has been commissioned by Omagh Women’s Area Network and funded through the Western Investing for Health Partnership. The research has been carried out by Donnell and Associates, a Strabane based Community Development Consultancy.

The research project proposes to research the needs of teenagers and parents in relation to Sexual Health and aims to provide a programme of information on promoting Sexual Health and Wellbeing. 

The research addresses the following:

· Assessment of the present situation of teenagers and attitudes towards sexual health. 

· Assessment of the needs of teenagers and what support they require.

· Establish what support is available to young people and their parents on sexual health.

· The lack of knowledge of both parents and teenagers on sexually transmitted infections.

Section 2 - Methodology

Methodology

Due to the sensitive nature of the topic under investigation a number of techniques were applied.  The focus of the research was on gaining information from the local community and as such the following methods were used:

· Structured Interviews 

· Informal telephone interviews

· Desk research

· Questionnaires including – 

a) Sample survey of Year 11 in schools throughout Omagh

b) Sample survey of parents in Omagh

c) Analysis of sexual health provision in schools.

Section 3 – Executive Summary

This research examines statistics, service provision and perceptions of young people in the Omagh District.  The information which should most shape future service provision in Omagh is the feedback from potential service users – the young people themselves.

Young people were consulted through the Schools Survey and via Focus Groups.  Through these media various questions were asked, not only about knowledge of sexual health provision but also about lifestyle and extra curricular activities.

In the Schools Survey 44% of respondents do not know where to source help on contraception or pregnancy.  In addition to this 41% do not know where to source help with Sexually Transmitted Infections. 

To ascertain how best to reach this age group questions were asked on activities after school.  Overall responses indicated that 82% of young people watch more than 2 hours television per day, equally more than two thirds indicated that they spend 2 hours or more on the Internet.

These activities are not conducive to developing social networks and can be solitary activities.  This may explain a deviation that appeared in questions about attitudes and feelings about life; thankfully,  only 8% stated that they felt lonely quite often, and 40% stated that they were very happy with their lives.  Nevertheless 85% of respondents stated that more general support should be available for young people.  In addition to this 77% of respondents felt that more information and advice should be available regarding sexual health. The Survey results indicate that twice as many young people source their information on sex from friends as parents.

Provision of Relationship and Sexual Education in schools was examined.  This showed that there were a variety of problems in service delivery.  It was evident that the regulations on RSE delivery were open to interpretation; this has led to varying degrees and depth of delivery in schools.  The subject of sex education in schools is seen as highly sensitive, without properly trained and dedicated teachers there are time implications for staff dedicated to teach other subjects. Meanwhile it can be difficult to access external trainers that can deliver specific aspects of Relationship and Sexual Education.  Bearing this in mind, all schools involved in the research stated that they would be keen to build a partnership approach to develop a more cohesive sexual health programme, especially to those pupils most in need.

Community provision was also researched; this found that with one exception, no consistent programmes focusing on sexual health are being delivered through youth clubs in the Omagh District.  In common with schools there are issues of time and knowledge, with few people qualified to deliver programmes and limited budgets adding to the problems.

The Focus Groups provided an opportunity to identify perceptions and attitudes in greater detail.  This included attitudes to current provision of RSE in schools, relationships with parents as well as knowledge bases of current service provision.

Participants in all groups felt that they needed more information on sexual health, in most cases, young people had only received one or two sessions of sexual health training throughout their schooling, not only was there a sense that this was inadequate, but young people felt that the quality of their training was outdated, were not relevant to their lives and left more questions than answers.

Participants in most cases felt that relationships with parents were strained and difficult.  In general parents were not privy to sensitive information and young people stated that they were reluctant to talk to parents about anything.  During the Focus Group discussions it was frequently pointed out that friends were much more important than parents. 

In addition to consulting young people, parents were also consulted on their relationships with their teenagers and support that they required.

The responses from parents did not corroborate the information provided by the young people.  The information from parents indicated that 80% had no problems communicating with their children, be that on general concerns or on sexual health or sex education.  Only 30% stated that they felt young people had difficulty accessing information on sexual health, 80% felt that sex education should be delivered in school.

The Surveys and Focus groups serve as evidence of the disparity that exists between parent and child.

Best practice interventions have also been examined as part of this research; this indicates that Sex Education is best delivered as part of a holistic framework, which includes parental input and support.  This will be difficult to achieve bearing in mind that 70% of parents are not interested in parenting training and support.  

Best practice interventions must be sustained, consistent, factual and non judgemental. They are also best received if they integrate a variety of media.  Feedback from young people during this research indicates dissatisfaction with current service provision.  Young people have stated that the provision of Relationship and Sexual Health Education in schools is not meeting their needs.  Meantime the provision of education outside school is inconsistent and not sustained.  

A gap has emerged through this research, which indicates that the needs of young people are not being met, their knowledge base is not sufficient to prevent risk taking behaviour, and services are not cohesive and have been cut during financial reviews.  This combination can have serious repercussions for young people and if not addressed will compound the existing problems and increase scope for further risk taking behaviour in the future.

Section 4 – Policy Context

This research has been completed within the context of number of relevant strategies.  This includes the Western Health Board Sexual Health Strategy, the Northern Ireland Sexual Health Strategy and the Teenage Pregnancy and Parenthood Strategy and Action Plan for 2002 – 2007.  This section also gives a synopsis of the education guidelines within Northern Ireland.

The local strategy is framed by the strategies on a regional basis and all recognise similar points.

The strategies provide frameworks aimed at improving sexual health and wellbeing and reduce health inequalities.  They recognise that sexual ill health is an important area for action and all expect to enable greater inter-sectoral commitment, collaboration and partnership needed to promote sexual health and wellbeing and safer sexual behaviour in Northern Ireland. 

All strategies aim to –

· Improve, protect and promote the sexual health and wellbeing of the population.

This aim will be realised through a co-ordinated partnership approach inclusive of the statutory, voluntary and community sectors.

The strategies have key objectives including 

· To reduce the incidence of Sexually Transmitted Infections including HIV.

· To provide appropriate, effective, accessible and equitable information and education to enable people to make informed choices about their sexual health and personal relationships.

· To facilitate equitable access to quality sexual health services.

The strategies adopt similar frameworks of values and principles, including: 

· Involving people

· Respecting people

· Respecting confidentiality

· Building on success.

As a priority target group, the Investing for Health strategy has identified those aged under 20 years because of the high levels of teenage pregnancy and Sexually Transmitted Infections within this age group.

The Strategy highlights the following –

· Prevention 

· Access to information.

· Training.

· In schools, an effective Personal and Social Education Programme.  

The strategies all recognise that services have been provided in a fragmented manner, there is a move through the strategies towards a more holistic sexual health approach, as such there is recognition that the voluntary sector plays a major role in promoting sexual health and providing sexual health services.  Some people find voluntary services more “user friendly” than statutory based services.  

WHSSB “Life-Long Sexual Health for all”; Sexual Health Strategy, 2003-2008.

The WHSSSB strategy takes the regional and national strategies and has developed further points for action at a local level.

The strategy focuses on partnership working and collaboration, building on existing work rather than developing an entirely new area of work.

The strategy will provide information, education and services that are health promoting and that seek to reduce the rates of teenage pregnancy and sexually transmitted infections.

The strategy recognises the effectiveness of a partnership approach, inclusive of the statutory, voluntary and community sectors through a series of actions – 

· Research

· Policy development

· Information and education

· Training

· Improving services

· Confidentiality and

· Support for teenage mothers.

Since the launch of the Strategy in January 2004 a number of Task Teams actions have been initiated and continue to work on these actions. 

The Strategy points to the fact that a range of factors can contribute to sexual health, this includes:

· Cultural and societal values

· Family and community networks

· Education 

· Economic opportunity

· A health promoting physical environment

· Effective and accessible services.

Through the strategy there are plans to invest in policies, programmes and initiatives which will promote sexual and reproductive health and have a positive effect on health and wellbeing. 

The strategy is underpinned by the ethos that the future provision of more co-ordinated services and programmes will enable people to find the information, skills and services they need to make confident, healthy choices.

Teenage Pregnancy and Parenthood Strategy

It is difficult to isolate teenage pregnancy from poor sexual health: the Teenage Pregnancy and Parenthood Strategy recognises that a number of priority actions are necessary to tackle the problems that exist regarding poor teenage sexual health.

These priorities include;

· The importance of parent/child communication;  

· Sex education in the context of relationships and personal social education; 

· Promoting self esteem; teenage programmes should be tailored to the needs of individual communities.  

· Good accessibility of services particularly in areas of deprivation; 

· The importance of adequate funding to implement the recommendations.

The adoption of an integrated approach is crucial in delivering effective messages to young people; a five tier model is central to the delivery of a cohesive approach within the Northern Ireland and the Western Health Board area Sexual Health Strategies. The five tiers are identified below:

Table 1 - Model of Sexual Health Service Provision

[image: image1]

[image: image2]
Model reproduced from Enhancing Sexual Wellbeing in Scotland: A Sexual Health and Relationships Strategy Supporting Paper 5A: An Integrated Approach.

This model is currently being implemented at present on a regional and local level in Northern Ireland through the various sexual health strategies.

Education

From an education perspective a framework for sex education was established by the Department of Education for Northern Ireland in Guidance 1987/45.  This framework states that schools should have a written policy on sex education endorsed by the board of Governors and communicated to parents.  

In July 2000, central government issued new guidance on sex and relationships education (SRE) the framework for this was adopted regionally and in 2001 the Department of Education in Northern Ireland issued new guidance on Relationship and Sexuality Education for all primary and post primary schools in Northern Ireland.

These state that RSE should be taught on a statutory basis in schools through science and the health education cross-curricular theme. 

Additionally the guidance states that RSE teaching should,

“Stress the importance of stable, loving personal relationships, parental responsibilities and family life, while addressing sensitive issues such as HIV/AIDS, contraception, abortion, homosexuality and pornography”. 

However the guidance states that sex education should be delivered,

“In harmony with the ethos of the school….and in conformity with the moral and religious principles held by parents and school management authorities”

Delivery of policies

Considering the content of the policies, this research examined the impact of their delivery to young people and parents.  Young people were surveyed via the schools survey and through Focus Group discussion and a smaller sample of parents were also surveyed. 

The schools survey asked questions on lifestyle choices as an indicator of behaviour and as a measure of awareness of existing issues, additionally young people were questioned on awareness of sexual health services, access to contraception and awareness of education and support services that are available for younger people.  They were also asked to confirm where they accessed information on sexual health, contraception and pregnancy.   To ascertain the further needs of young people and to ensure that existing services meet their needs, young people were asked to identify what other help they felt they needed.  

At Focus Group level, a framework was developed to draw information and stimulate discussion.  This provided a more in depth view of perceptions on teenage sexual health, levels of awareness on risk taking behaviour and ability to access support services.  Young people were also asked about their views on what they learned through sex education in schools, and where they got their information on sexual health.  

The Focus Groups gave an opportunity to explore parent/child relationships and attitudes to family life, this was explored further in the survey to parents as a means of identifying similarities and contradictions.  Parents were also surveyed on the delivery of sexual education and support services for young people.  Through the survey parents were also given an opportunity to advise on their needs in providing support to their children.  

Using these frameworks the research aimed to establish if the policies were addressing the needs of the target groups.  

Sexual Health Statistics

1. Diagnoses of acute bacterial STI’s have more than doubled between 1995-2001, in 1995 there were 2545 new patients who attended the GUM Clinic in Altnagelvin, by 2001 this figure had risen to 5303.

2. In 2001 there were 1524 live births to females 19 years and under in Northern Ireland. This equates to 6.9% of all births.

3. The prevention of unplanned pregnancies by contraception has estimated savings of £64 million per annum. 

4. In 2002 there were 298 live births to females 19 years and under in the Western Health and Social Services Board area.

5. Estimates have put the annual costs of treating STI’s in the UK in excess of £700 million per annum
 

6. The population of the Western Health and Social Services Board area is 284 000.
 

7. In 2001-02 there were 24 000 outpatient attendances at GUM clinics in Northern Ireland costing approximately £3 million per annum.

8. Between 1991 and 2001, the number of new episodes of STI’s among those under 20 doubled in England, Wales and Northern Ireland from 669,291 to 1,332, 910.

9. In 2004 there were 264 births to teenage mothers accounting for 7% of all births in the Western Board area, this compares to 8% in 2000. of the 4 areas within WHSSB, the teenage birth rate in Omagh is 5% .

The report by the Office for National Statistics, “The Health of Children and Young People”, March 2004, states that GUM data show that young people, particularly females bear the burden of sexually transmitted infections.  The report contains international comparisons with UNICEF figures, this includes statistics on teenage pregnancy.  The prevalence of teenage pregnancy acts as an indicator of poor sexual health.  The table below provides some of these figures in the age group from 15 to 19 years.

Table 2 - UNICEF Birth Rates

	Country
	Birth rate per 100, 000

	Korea
	3

	USA
	50

	UK
	31

	The Netherlands
	4

	France
	7

	Germany
	15


The UNICEF report states that the cause of high rates of teenage pregnancy in many westernised countries is not completely understood.

The Office of National Statistics Report states that risky sexual behaviour places individuals at increased risk of STI’s and unwanted pregnancy.  It also states that certain population groups are more likely to partake in risk taking behaviour and this includes young people, particularly teenagers.

NISRA/WHO statistics show the following live birth rates to mothers under 20 in some European countries.

Table 3 - NISRA/WHO European Birth Rates

	Country
	% birth rate

	Netherlands
	1.75

	Denmark
	2%

	Finland
	2.75%

	Austria
	4%

	Ireland
	5.3%

	Northern Ireland
	6.2%

	United Kingdom
	7%


Statistical Profile 

In completing the research statistical information on a local basis has been drawn from the 2001 Census and the Measures of Deprivation, more commonly referred to as the Noble Indices.  

The indices take into consideration the following domains – 

· Income

· Employment

· Health Deprivation and Disability

· Education, Skills and Training

· Geographic Access to Services

· Social Environment

· Housing Stress.

A full breakdown of the Noble Indices for the District of Omagh is included in Appendix A.

In addition to the Noble Indices, the Census data for 2001 have also been considered.  The figures for birth rates to unmarried mothers are included along with Western Area Children and young People’s Committee figures for birth rates to teenage mothers in each ward. 

The information is collated at ward level and is included here with comparisons at District level and Northern Ireland.

Table 4 - NI Census statistics on birth rates for Omagh Wards

	Ward 
	% of births to unmarried mothers
	Birth rate to teenage mothers

	Beragh
	12
	0

	Camowen
	33
	0

	Clanabogan
	8
	0

	Coolnagard
	11
	0

	Dergmoney
	11
	<5

	Dromore
	10
	<5

	Drumnakilly
	25
	0

	Drumquin 
	13
	<5

	Drumragh
	18
	0

	Fairy Water
	9
	0

	Fintona
	36
	0

	Gortin
	12
	0

	Gortrush
	32
	<5

	Killyclogher
	35
	<5

	Lisanelly
	23
	<5

	Newtownsaville
	14
	<5

	Owenkillew
	12
	<5

	Sixmilecross
	13
	<5

	Strule
	32
	0

	Termon
	11
	0

	Trillick
	9
	0


The average for births to unmarried mothers in the Omagh District is 20%

The average for West Tyrone is 26%.

The average for Northern Ireland is 34%

Source:2001 Census Crown Copyright

Omagh District suffers from varying degrees of deprivation, encompassing rural and urban areas.  Just over half of electoral wards in the District are in the top one third most deprived. The Noble Indices show that the rurally isolated wards such as Termon suffer most under the Multiple Deprivation Measures, yet these areas are not affected particularly by increased rates of births to teenage mothers. By the same token other wards like Fairy Water score well in the Noble Indices yet like Termon there would not seem to be a correlation to birth rates.  To confuse the image the ward of Killyclogher is less deprived under Noble, yet has a higher rate of births to teenage mothers.  These statistics would indicate that issues surrounding risk taking behaviour are multi-factoral.  None of the Domains under the Measures of Deprivation, nor any of the Census figures can be isolated as proof as the main factor leading to risk taking behaviour. This was evidenced further during interviews with service providers, community workers and young people during the research.

The statistical analysis proves that the issues surrounding poor sexual health are complex and cannot be taken in isolation.  The issue of culture for instance may have a bearing on trends but is much more difficult to define and is not taken into consideration in the statistics used here.

A more detailed study of issues surrounding sexual health is included in later in the “Best Practice Interventions” section.

Survey Synopsis

In attempting to address poor sexual health the main issue that needs to be examined is risk taking behaviour.  Therefore preventing risk taking behaviour is key to addressing the issue.   In doing so there are a number of facts that need to be borne in mind:

1. Adolescence is a developmental phase, in the same way as “the terrible two’s”.

2. Risk taking behaviour is a normal tool of development for adolescents – this is particularly important as young people

A) place emotions before logic

B) do not see the consequences of their actions, and

C) make poor decisions when they are emotional/stressed.

Young people naturally will:- 

A) Question issues and challenge authority

B) Struggle to find their sense of identity

C) Suffer crisis in self-confidence, and

D) Have feelings of invincibility.

Understanding these issues will help when developing any actions to address them.

 To gather information on a local basis and so that some access to the thoughts of young people could be accumulated, a schools survey was completed.  This survey was distributed through 5 of the 6 schools in Omagh.  The survey included questions on lifestyle choices as indicators of risk taking behaviour as opposed to asking any direct questions on sexual activity.  The survey is included in Appendix C.

The final figures are based on the following breakdown: 

· In total 112 pupils participated.  Of this figure, 59 were male and 53 were female.

· 42 participants were aged 14

· 67 participants were aged 15

· 1 was aged 16.

The survey found 

· 18% of respondents watched one hour of television per day

·  a further 48% watched two hours

· 20% watched three hours and

· 14% watched four hours.

This indicates that television viewing is an important aspect to extra curricular activities for young people. With over two thirds watching at least two hours per day this demonstrates that this medium could be an effective means of accessing information.

Computer use is also an important pastime for this age group: 

· 29% use the internet for at least an hour each day

· 54% spend two hours on the internet

· 13% spend three hours 

· 3% spends four hours and

· 1% spends more than four hours on the internet each day.

The figures of TV viewing and Internet use combined reflect an interesting aspect to the lives of this age group:  they indicate that because of the high volume of users of these media that this could be harnessed to provide information on risk taking behaviour.

Beyond these activities young people were asked about consumption of alcohol and cigarette use:

· 53% never consume alcohol

· the remaining 47% consume alcohol at least once per week

· 28% drinking at weekend nights 

· 4% state that they drink more often with .

· 2% drinking every night

A Health Promotion Agency report completed in 2000, found that 56% of teens in this age group drink on a weekly basis.
  

The question on cigarette usage shows that 8% smoke while 92% do not.  

30% of respondents to the Omagh survey have been offered drugs, this is a higher figure than that found in the HPA report, where 23% of respondents had been offered drugs.

On the more sensitive issues respondents were asked if they knew where to go for advice on contraception or pregnancy.

· 56% said they did

· 44% did not.

Of the 56% that did know where to go, these were then asked to state where they would go.  This found that a significant proportion of young people would call on their doctor or health centre for advice than those who would speak to a parent. (45% as opposed to 30% from parents). 

The survey also asked if young people knew where to get help on STI’s.  On this question 59% said they knew, and of this figure 90% quoted health centres, clinics or doctors.  With this question there was a marked reduction in the figure that was prepared to speak to parents with only 15%.

When asked where they usually got their information on sexual matters, 48% indicated that they got their information from friends, 20% read magazines while 18% talked to parents.   A further 20% used the internet.  Other surveys have examined where young people source their information on sexual health matters. The Northern Ireland Health and Social Wellbeing Survey 2001 indicate that 53% of respondents learned about sexual matters from friends while 35% learnt from their mother.
 

A survey completed in the Causeway HSST found that 49.8% of respondents consulted friends, 52.7% from school and 38.4% from their mother.

In the final section of the survey respondents were asked if they needed more help and advice on certain aspects of their lives.  The results showed the following: 

· 79% agree that young people need more help and advice on drugs/smoking

· 73% agree that young people need more help and advice on alcohol

· 85% feel that more general support should be available.

· 77% feel that more information and advice should be available regarding sexual health.

Although 33% of respondents indicated that they were never lonely and 40% indicated that they were very happy with their lives the results show that young people feel the need for more support in all aspects of their lives.

The survey results provide an insight into the conflict and confusion faced by teenagers:  the survey shows that most young people are reluctant to confide in their parents, only doing so in emergency situations.    

Comparing the figures to other surveys both nationally and regionally show that knowledge levels and experiences of young people vary from place to place.

The full results of the survey are included in Appendix C.

Section 7 - Service Provision.

Schools Provision:

There are 6 schools in Omagh, these are:

Sacred Heart College

Drumragh Integrated College

Christian Brothers

Omagh Academy

Loretto Convent Grammar

Omagh High School

For the purposes of the research, all schools were contacted to participate in the schools survey.  All but one school agreed to participate.

In addition to the survey, the schools were contacted for the following information; -

· To measure levels of provision of RSE

· So that any models of good practice could be recognised

And

· So that future plans for delivery of RSE could be established.

The research found that all Catholic schools are bound by guidelines laid down by CCMS.  All schools are guided by instructions from boards of governors and guidelines from the Department of Education.

As such there are a number of different approaches as indicated below, which have been adopted in local schools.  Nevertheless all schools provide information on sexual health through the same basic format:   

1. Pastoral care – through form teachers and provision of PSE on a weekly basis.

2. Curriculum based – the biological function of sex is introduced through science classes, while moral issues are dealt with in RE classes.  Additionally, further information on conception, pregnancy and child care are covered in Child Care and Home Economics at GCSE level.

3. Intermittent guest speakers – this includes information on guest speakers from the Tampax organisation, but more commonly from the “Love for Life” Team.

Two schools have held a pilot programme run through CCMS, which is currently being evaluated.  This programme was delivered through Year 10 classes and included life skills as well as sex education.   One teacher commented that although the programme was well received there was a sense that there was too much emphasis on deskwork and writing which pupils were not keen on.

Schools are all under pressure to have increased provision of sexual health programmes, with designated teachers of RSE to be available.  However schools also point out that as all teachers have been trained to teach an academic topic, it can be difficult on an individual basis for teachers when they find themselves obliged to carry out a counselling element through PSE.

Feedback from schools indicates that there are a variety of problems within schools associated with the delivery of RSE.  The subject is seen as highly sensitive and most schools have difficulty from a time perspective in delivering any RSE classes at all. 

Another issue that arose from schools was that it could be difficult to access training on specific strands of RSE.  At the time of completing the research a strategic review was under way of school nursing and family planning within the Sperrin Lakeland area.   This has impacted upon some schools as provision has been frozen until the review is completed.  One school in particular stated this was holding them back from completing their RSE programme.

“Love for Life” operate tailored sex education classes throughout Northern Ireland and at regular intervals deliver classes in all the schools in Omagh.  “Love for Life” operates a teaching ethos based on Christianity; the organisation focuses on abstinence, with sexual relationships only developed with a partner in marriage.  The organisation has been subject to controversy due to its stance on homosexuality, masturbation and contraception.  The delivery of the “Love for Life” programme is not fully endorsed as a teaching method under RSE by professionals within health promotion.  

One of the reasons “Love for Life” is in so much demand, is that the programme enables the schools to deliver on their obligation to provide RSE, without taking teachers away from their normal academic work.

During the research, all schools were asked if they felt there was a need to deliver a more comprehensive programme within their respective schools.  All schools stated that they would be prepared to develop a partnership approach with OWAN to come into the schools and deliver a tailored programme to those pupils most in need.

School Nurses

Within Omagh the school nurses provide a variety of services – vaccinations, advice, tailored information sessions.  However, during the research consultation the school nursing team was part of a strategic review of the services on offer and was working with severely restricted budgets.  This meant that although there was good will, there was no room for school nurses to carry out any duties beyond the scope of normal work.  Consequently any activity regarding sexual health delivery in school settings was on hold.

Family Planning Services

Like the school nurses the family planning services based in Omagh advised that they were also at part of the strategic review with the Health Board, this department also advised that they were operating under restricted budgets, during the period of consultation this meant that a severely restricted service was being offered.  Family Planning Nurses could not facilitate sexual health programmes being delivered outside normal hours and voiced frustration at being unable to meet a growing demand for their services.

The facts that arose from the consultation with these key service providers in teenage sexual health services means that the potential for a complete RSE service in schools comes under pressure when finances are limited or under review.  This means that there is a deficit in provision to young people.  Although this is not a primary care sector of the health service, there is still potential for cost savings as young people have greater access to information.

Community and Voluntary Provision

The only organisation in Omagh that was found to deliver any programmes on risk taking behaviour is the E Go Project.  The project delivers programmes throughout Omagh District focusing on drug and alcohol awareness.  These are tailored to suit the demands of youth and community groups and schools.  The programmes delivered by E Go can be on a one-off basis or over a period of weeks.    E Go focuses on drug and alcohol misuse and as such does not, within its remit, include tailored programmes on sexual health.

The E Go project was also found to be the only project in the area running a community based parenting programme.  This has been developed over a number of years and gives parents an opportunity to learn more about the dangers of drug and alcohol abuse amongst young people.

Sure Start have a base in Omagh, under the name LAST Sure Start, the area they work in suffers severe deprivation. The main focus of Sure Start is in working with children and parents to improve self esteem and improve parenting skills.  Staff in Omagh recognise that low self esteem can contribute to poor parenting skills as well as leading to many complex problems as life progresses.  Additionally, the organisation is working hard to see esteem building recognised as part of a curriculum based education for young people with supporting parenting programmes developed alongside.  This is in recognition that self esteem needs to be nurtured from birth. 

A number of years ago Sure Start took the lead in trying to initiate a multi agency approach to examine the factors that existed and to develop programmes to target the issues.  The aim of the initiative was to start delivering parenting programmes and sexual health training for young people.  

However the organisation had problems in gaining multi agency support and was unable to move the plans forward.  This was before the inter agency model started to develop locally and Sure Start are fully supportive of any moves to develop a programme on teenage sexual health in the area.  Sure Start are experienced in delivering parenting programmes, already have good community support and are keen to work in partnership to see work done on the ground.  

Outside Omagh in Carrickmore a Community Pharmacy Project has been developed that uses a partnership approach to deliver sexual health services in the village:  the project brings together health practitioners, the local secondary school and youth groups.  The Youth Club in Carrickmore works with young people in the school and the club developing peer education programmes and delivering these in both settings.  Love for Life have been brought in to deliver a programme on sexual health at the school in Carrickmore, the organisation is welcome in the school setting and the content of the programme was tailored to suit the larger project.

The programme was piloting during the research and feedback at this stage is favourable.  The Community Pharmacy model replicates aspects of the sexual health strategy and the key players have indicated a willingness to share experience and assist other organisations to develop similar projects elsewhere.

Youth Provision

In the Omagh District there are 63 youth groups and clubs operating.  Of these groups some provide specialist activities as indicated below.

Table 5 -Breakdown of youth groups in Omagh District Council area

	Youth 
	Sports 
	Faith Based


	Young

Farmers 
	Other

	32
	6
	19
	3
	3


It should be added that for most of the rural District the clubs are only run one night per week.  It is only in the much larger settlements that clubs are running on a nightly basis.

Omagh town itself acts as the base for almost half of all WELB registered clubs in the District.

The following clubs were contacted throughout the District – 

· O’Kane Park

· Lisanelly Park, 

· Hospital Rd

· The Youth Centre, Old Mountfield Rd

· The Station Centre

· Crevenagh Youth Club

· Ecclesville Youth Club

· Gillygooley Youth Club

· Reaghan Youth Club

· Carrickmore Youth Club

Feedback from the clubs produced the following points – 

· With one exception there are no consistent programmes being delivered through youth groups that focus on teenage sexual health.  Information on the group providing programmes is included in the section entitled Best Practice Interventions.

In part this is due to – 

· A lack of resource information available to youth workers to enable them to implement programmes.

Additionally, 

· Clubs are under time pressure, which means that they are unable to deliver programmes in-house.

And 

· Clubs indicate that they are keen to work with other organisations that can deliver programmes.

Finally,

· Funding is a major problem for youth groups and clubs.  None of the groups consulted had funding that could be used to implement programmes on Sexual Health.

Feedback from clubs and groups indicated an overwhelming demand for a programme to be delivered without delay.  Club leaders also indicated that this should be made available on a recurring basis for groups throughout the district.

Section 8 - Focus Groups

During the research three Focus Groups were established and one programme was completed.

The Focus Groups were held in:

· the Station Centre 

· Crevenagh Youth Club 

· Fintona Youth Club  

An eight week programme was completed in the Station Centre.

31 young people were involved in the Focus Groups and 17 in the programme.

Findings

Participants in the Focus Groups lived in areas of Omagh considered most deprived and represented both sides of the community.

Table 6 - Breakdown of Focus Group participation by area
	Area
	Number represented 

	Lisanelly 
	4

	Hospital Rd
	4

	Gortin Rd
	4

	Strathroy
	2

	O’Kane Park
	4

	Mountfield
	1

	Fintona
	6

	Killybrack
	3


Table 7 - Breakdown of Focus Group participants by age
	Age
	Number from

this age group

	14
	6

	15
	8

	16
	5

	17
	2

	18
	1


One male fed in to the consultation, the remainder was female.

Within the focus group study two girls aged 15 and 16 were non-attenders at school, and four attended Omagh College.  The remainder all attended schools in Omagh and Dromore.

To protect the anonymity of those feeding into consultation, the Focus Groups will be identified as Group A, Group B et seq.

Background Information

One Focus Group had just completed an STI awareness course facilitated by the HIV centre in Belfast.  

None of the other groups had had any sexual health training in their time at their respective clubs.

None had completed the survey which had been completed in the schools.

There was limited knowledge of the existence and role of school nurses.

There was a school counsellor in some schools, although participants felt that the counselling service was there for people with emotional or family problems rather than anything regarding sexual health.  Consequently they would be reluctant to use this service.

A framework of questions was drawn up to stimulate discussion and debate amongst the Focus Groups; all groups were asked the same questions and the responses varied from group to group.

Findings 

Sexual Health

Focus Group A stated that when it came to finding out about STI’s or Sexual health, 

· 50% did not know where to go for help.

· The remaining 50% were fully knowledgeable about the existence of the Family Planning Clinic, but did not know where it was located.

· On the issue of contraceptive advice 100% of participants knew they could either attend their local GP or the Family Planning Clinic.

Focus Group B was not as knowledgeable about the existence of the Family Planning Clinic.

· Participants agreed that their first call for contraceptive advice would be their own GP. 

However they would also be inhibited in doing this as they were afraid of a lack of confidentiality. During the discussion participants voiced concerns about people knowing their business.  One member stated, 

“You go into these places and everyone looks at you, like they all know your business, I’d be scared they’d tell my parents.”

· In this situation 15% would go to a pub and use the condom machines in the pub toilets.

·   A further 25% said they would find out where the Family Planning Clinic was and visit there instead.

Focus Group C all agreed that they would be reluctant to attend their GP due to fears about confidentiality.

· 100% knew they could get leaflets at the Health Centre but felt that the Family Planning Clinic would be the most suitable place to go. 

· No one in this group knew where the Family Planning Clinic was based or how to access the services there.

This Focus Group agreed that the decision to source information on sexual health depended very much on circumstance.  There was full agreement that if they were in long term relationships they would feel more comfortable visiting their GP for advice, although irrespective of the situation all agreed that they would use contraception.

Parental relationships 

This showed that in Focus Group A there was an absolute reluctance to communicate with parents and that relationships were poor and strained at times. 

· 100% of participants agreed that they would talk to friends or an older sibling before speaking to parents on any issue.  This group felt that friends were much more important than parents.

During discussion the young people made some very telling comments about their parents, they agreed on one comment made,

“Parents are useless….I have nothing to do with them, my friends are important, my parents are not”.

In Focus Group B

· 75% of those attending felt they did not have a good relationship with their parents.

· However 40% of participants felt that they would ask their Mum’s for help regarding Contraception.

· An additional 20% said that they would speak to a parent as well as visiting the Doctor.

·   15% said they would speak to an older sister first.

Focus Group C had a diverse range of opinion on parental relationships.

· 50% considered that they had close relationships with parents and could discuss sex openly with their mother’s especially.

· The remainder was unsure about the importance of parental relationships and had no strong views.

In Group C, one participant in particular pointed out to the rest of the group,

“Me and my Mum are really close, we talk a lot about things like sex, that makes a difference to me and I know I don’t need all the sex stuff at school.”

Unwanted Pregnancy

Focus Group A felt that this was not relevant to them.

· There was 100% agreement that none of the group would ever fall into the trap of having an unwanted pregnancy. 

 Of the participants in Group A,

· 75% already had a plan in place of what they would be doing when they finished school.

In Focus Group B, however,

· 25% said they would consider abortion, 

· 40% would speak to their mother,

· While 30% would visit a doctor.  

· 10% added that if an unwanted pregnancy were to occur that no one would be informed and the pregnancy would be kept secret for as long as possible.

In Focus Group C, the participants were unsure how they would react if they found themselves the victim of an unwanted pregnancy.

· In this group 50% would go to a family member first. 

 There was agreement that they would be reluctant to go to the chemist for emergency contraception due to fears about confidentiality.  The following comment was made and had full group agreement,

“I’d be scared everyone was talking about me”

· Amongst this group there was 100% agreement that they had plans for their lives that did not include early pregnancy. 

Sex Education in Schools

Within Focus Group A feedback indicated that although sex education was delivered at school, this was sporadic.  In one school, sex education was delivered in Year 11, but knowledge of the delivery of sex education in another school was scant.  Participants did not know if any formal classes were delivered.

In Group B one participant stated that school sex education was not delivered to her class as they had misbehaved.  In this school, sex education was delivered in Years 10 and 11, but that this was limited to classes in puberty.  However one participant in Focus Group B was studying Child Care and found that extensive sex education was delivered as part of this course. In one school the “Love for Life” programme was delivered on the basis of a talk to year groups on an occasional basis.

In Group C all participants had seen “Love for Life” sessions in school, aside from this the group had all done a little bit of sex education in science classes and abortion was covered as part of RE.  One participant had covered subjects like STI’s and contraception in part of a course that had continued for three weeks.  This participant stated,

“ Its easier if the class has a woman teacher as we were all girls”

The other participants who attended mixed schools backed this up.  They all agreed that it was very uncomfortable discussing issues in mixed sex groups, and that male teacher to female pupil was difficult.  This group was certain that there should be more thought given to who was teaching the sex education in the school setting.

On the subject of sex education in schools the participants had a lot to say.

In Group B participants made the following comments about the sex education they had received,

 “Straight out of the Bible!”

Participants felt that the focus of “Love for Life” on waiting for marriage was,

“A bit stupid, as no one waits for marriage”.

“The programme just doesn’t work for our age group”

Participants in all groups said that they had got information on contraception and STI’s in schools, having watched videos.  The feedback on the benefits of the videos was poor, participants found it difficult to relate to the videos.

Pupils in two schools were shown a video of an abortion at an advanced stage of pregnancy during RE classes.  All those who had seen the video found the content to be highly disturbing; they were still visibly affected by the video and pointed out,

“There were ones vomiting at their desks, it was bad”.

As a result of this video, most said they could never consider abortion.

However they also added that they felt that the video was a bit much for them and they would have liked to receive more information on sex and contraception.

· Participants in Group A pointed out that there was no regular structured provision in the schools they attended and that this was insufficient for their needs. 

· The sense from Focus Group B was that the current provision on Sex Education was insufficient.

· Those in Group C were agreed that parental support was important for them and that there needed to be more thought given to how Sex Education is delivered and structured in the school setting.

The group that had participated in the programme on STI’s stated that once the courses had finished it was,

“Very easy to forget what we’d done.”

Of this group, 

· 50% of attendees stated that they would be interested in attending a programme aimed at increasing their knowledge base on sexual health and sex education.

Plans were made to work with another Focus Group in Lisanelly Estate, an area suffering through deprivation, at community level there are problems with apathy and low capacity.   However these plans never materialised, despite a local interest in both the research and the programme.  It would be beneficial to nurture the contact within Lisanelly and target the area as one of the first to have a programme delivered.

Evaluation of Programme delivery

An eight week programme was delivered in the Station Centre in Omagh.  Participants were from various areas of the town, although all were from the more deprived wards.  In total, seventeen girls participated, and although some attended intermittently, there were 13 who attended on a regular basis.

The programme took examples of best practice and brought elements of personal development, life skills and education on sexual health together.

The main theme was to encourage participants to improve their life expectation whilst increasing personal effectiveness and decision making skills.

This was done through a variety of exercises and participants were asked for feedback and suggestions for improvement at the conclusion of the programme.  The following includes the feedback;

· Participants advised that they were not keen on “classroom” type activities and preferred discussion and role play indicating they would like drama incorporated to a greater effect.

· There was agreement that the programme gave a valuable opportunity for open discussion without fear of judgement.  

· There was unanimous agreement that the favourite part of the programme was the element provided by the Family Planning Association where they received training on sexual health and contraception.  Feedback indicated that this should cover a number of weeks so that there was ample opportunity for questions and answers.

· Participants also advised that the tutor needed to be open and easy to connect with.

· Participants indicated that they had found the programme beneficial; it had made them think about their future and had given them a chance to look at their own self image and values.

· They added that it was preferable to maintain the programme week on week and that it was not helpful when others filtered in and out.

Section 9 – Consultation with Parents

In researching the knowledge base of young people and their views on sexual health it was evident that there were deviations in the level of parental support.  In most cases young people did not seek information from parents and there appeared to be a need for parenting support as well as for young people.  

To ascertain the views of parents, a short survey was devised for parents of those young people participating in the training programme at the Station Centre, as well as for the parents of those participating at Focus Group level.

Response levels varied and the results also varied from area to area.  

Parents had been encouraged to participate in the learning with those on the Training Programme, and a separate programme was tailored for delivery with this group.  Lack of response from parents meant that the programme was not delivered.  However there was a 60% response rate to the questionnaire.  The response rates from the other focus groups were poor, with only 10% returned. A copy of the survey to parents is included in Appendix D.

The survey found the following:

· 20% stated that they found it difficult communicating with their children on sex education/sexual health.

· 20% found it difficult communicating concerns with their children.

· 30% found it difficult dealing with conflict with their children.

· 60% said they would like to learn how to deal with conflict within the family more effectively.

· 30% felt that young people have difficulty accessing information on sexual health.

· 80% felt that the school setting was most appropriate for delivering Sex Education.  A further 20% said this should also be delivered in the home.

· The survey asked if they, as parents, would be interested in developing their skills to increase communication with their children.  30% said they would be interested in occasional training and support.  Interestingly all those interested had children at the same youth club.  

This survey acts as evidence of the disparity that exists between parent and child.

The evidence from both the schools survey and the focus groups indicates that young people have difficulty communicating with their parents.

Parents however would indicate that there are low levels of conflict within the family.  While 80% of parents feel they can communicate with their children, less than 20% of young people communicate their concerns with parents.

It can be concluded that there is a gap in perceived levels of communication between parent and child. 

While 70% of parents feel that young people have no difficulty accessing information on sex, the feedback from young people indicates the reverse.  The schools survey indicates that twice as many young people get their information on sex from friends as parents, just over half know where to access contraceptive/pregnancy advice and a similar percentage know where to access help on STI’s.

· The schools survey reinforces the fact that young people need more support on a range of issues.  

The parents survey was completed on a much smaller basis, but still act as an indicator of perceptions and ideas.  There is overwhelming support for Sex Education to be delivered in the school setting, but best practice interventions indicate that Sex Education is best delivered within a holistic model which includes parental input and support.  This will prove difficult to achieve when this survey indicates that 70% of parents are not interested in parenting training and support.

Section 10 - Best Practice Interventions

Research indicates that interventions are most effective if they are;

· Targeted and tailored in terms of age, gender and culture

· Provide basic, accurate information through clear messages.

· Include behavioural skills training, for instance self-efficacy.

Additionally recent evidence indicates that interventions are more effective if they;

· Emphasise risk reduction rather than promoting abstinence.

· Use peers and community opinion leaders.

Additionally, school based sex education can be effective in reducing risk taking behaviour, especially if interventions begin before the on set of sexual activity.  However there is emphasis on adopting a multi-faceted approach in delivering sexual health programmes to young people.

However, in examining successful interventions it is also important to examine the factors associated with early sexual activity:

Eight different risk factors have been identified.

The factors include;

· Poverty/disadvantage

· Family history of teenage pregnancy

· Low educational achievement

· Being in care

· Poor mental health

· History of abuse

· Not being in education or training.

Within this set of factors, socio-economic conditions such as poverty and disadvantage have been identified as key predictors.  These factors are compounded by a range of individual factors.  This includes low self-esteem, lack of knowledge of contraception and sexual health services and lower educational and occupational aspirations.

Participants on programmes also indicate that they are attracted to interventions by three common characteristics – availability, accessibility and awareness.

Taking these factors on board in designing any intervention for adolescents the following shape emerges:

1. Personal development skills

2. Basic life skills

3. Sexual health education.

To ensure that the programme reaches its target group it is important to liase with youth and community groups, health service providers, and the education system.  By combining these three a comprehensive service can be provided which can have an impact upon teenage conception rates. 
 

Aside from these approaches aimed at young people there are also interventions for parents which are proving successful; the parents survey reinforced the fact that although most parents and young people expect to receive sex education through the school system, research also indicates that good parent/child communication can delay the age in first intercourse.  If children are able to discuss sex with their parents it can increase the ability of young people to negotiate better with partners when it comes to sex.   However, in the parents survey completed locally, parents indicated that they did not feel the need to increase their skills in communicating with their children. In the Omagh survey only 30% of parents would like to increase their skills in communicating with their children regarding sexual health.  With feedback like this it will prove difficult to gain support for parenting programmes.  This fact was recounted throughout the research with projects that are experienced in delivering parenting programmes stating that gaining support from parents is notoriously difficult. 

Peer education models have also been analysed and although evaluations provide conflicting results on the benefits of peer education, it is still used as a model of best practice by many organisations.  There is agreement however, that peer education is beneficial as a strand rather than a main component of any teenage sexual health programme.

Young people themselves indicate that any training should be:

· Confidential

· Tailored to their needs.

· Flexible

· Targeted at both boys and girls

· Non-judgmental

· Provide access to counselling if required

These provide an overview of aspects of successful interventions, due to the development of regional and national strategies, various new programmes are being monitored both in the UK and globally.

At present the models which are receiving critical attention are 

1. Safer Choices – school model including parental support 

2. A Pause – school model

3. Ripple – peer educator

4. CAS  Carrera  - Community based 

5. Go Girls – community or school based

On a more local basis the strategies adopted by the Health Promotion Agency and SHSSB are included.

1 – Safer Choices is a multi-component school-based sexual health programme which includes parental support.  During the programme parents receive three newsletters providing information about the course content, this includes information on HIV/AIDS and other STI’s as well as pregnancy.  The newsletter also provides tips for parents on talking with teenagers about these issues and includes student/parent homework activities.  Evaluation of this programme found that there was a resultant reduction in risk taking behaviours, but considering the conflicting parent/child information received during the local consultation, the parental support aspect of this programme could be replicated and delivered as part of a school based sexual health programme in Omagh.  

2 – A PAUSE (Added Power and Understanding in Sex Education) has been identified by OFSTED as the only example of “promising practice” in secondary schools.
  It is delivered in more than 150 schools through the curriculum and is a multi agency programme promoting positive aspects of relationships and encourages healthier behaviours. Pupils are provided with signposting services to on-site and local clinical services and the programme enables young people to make better choices, to use contraception and with the skills they need to access contraceptive services. By participating in the programme schools are encouraged to share philosophies, practice and materials with parents and Boards of Governors.

The programme has helped reduce teenage pregnancy and STI’s and is recognised as a support for young people’s personal development.  A PAUSE also contributes to National Healthy Schools Standard, PSHE and Citizenship. This programme follows a set format and is seen as an acceptable delivery mechanism in schools on the mainland.  This model could be replicated in local schools following a period of consultation with relevant partners.

3 – RIPPLE is a peer education programme delivered in England.  RIPPLE 

(A Randomised Intervention trial of Pupil-led sex Education in England), was designed to assess the effectiveness of pupil led RSE as opposed to sessions delivered by teachers.  The results showed no major change in contraceptive use with peer-led education as opposed to teacher-led.  However, peer-led classes were more popular with pupils and the classes involved had better knowledge about protection against STI’s.  There was also a drop in the number of pupils reporting first sexual encounter at age 16.  

4 – CAS Carrera is an after-school youth development programme which combines sexuality education with academic and vocational advice as well as access to health services.   The programme also encourages young people to develop skills and talents not necessarily utilised in the formal school setting, activities like drama, art sport and music are used to develop self expression and to build confidence. This American model has proven successful in reducing sexual risk taking behaviour and teenage pregnancy among young people from disadvantaged communities.

This project receives critical attention as it works with those facing greatest problems and aspects of this programme could be transferred to Omagh, especially with non-attenders and those excluded from mainstream education.  

5 – Go Girls has been delivered throughout the UK and has received string critical acclaim when it was delivered in Donegal and the City of Derry in recent years.  The programme focuses on esteem building through a variety of exercises.  Topics such as self-image, aspirations, decision making skills, love, friendship, values, gender, female biology and risk taking behaviour are all covered.  The programme can be delivered in a formal school setting or in youth and community settings and can be tailored.  Resources from the programme are readily available and easily delivered.    

Northern Ireland Best Practice Models

The Health Promotion Agency has adopted a high visibility media campaign in premises and facilities frequented by young people.  The campaign alerts young people to the dangers of high-risk behaviour, posters are displayed in toilet facilities in pubs and clubs and a leaflet entitled “Never Underestimate Peace of Mind” is also available.  The leaflet is credit card size, which opens up to contain factual information on all aspects of risk taking behaviour.  The Health Promotion Agency strategy ensures that messages are consistent and factual and integrate various media, this combination has proven essential in targeting this age group.

The Southern HSSB have developed a website specifically targeting young people.  The site, www.coolsexinfo.org.uk contains information on all aspects of sexual health, education and relationships.  Considering that in this survey all young people surveyed spent at least one hour per day on the Internet and that 18% use the Internet to source information on sex, this could prove a powerful medium to deliver sexual health messages.  The messages contained in this site are factual and non judgemental.  Again this was highlighted as an issue for young people who felt they were under scrutiny and criticism if they asked questions.

Section 11 - Conclusion 

The results of the schools survey indicate that there is a gap in service provision for young people.  The level of education delivered in the home and in schools does not meet the needs of young people and as such they source information for the most part from each other.  This can result in misinformation and a reluctance to communicate until problems have arisen.  This can have disastrous life consequences for young people if a pregnancy or infection does occur.

The WHSSB strategy recognises that more information needs to reach young people and this can only be done in partnership with other organisations.  Although all schools in Omagh are meeting the criteria laid down by the Department of Education by having a policy on RSE, the delivery of Sexual Health Education is not done on a regular and sustained basis. One school refused to participate in the research and would not provide information on the exact provision of RSE. As a result of the varying levels of RSE provision, young people perceive that Sexual Health appears to be mystified and taboo within the education system.  The schools survey results indicate lack of knowledge of where to source information, lack of co-ordinated support and a demand for more help to be made available.

Feedback indicated that this age group were not receiving adequate information through the school curriculum, that sporadic information did not suit them and the messages they did get were outdated and did not fit their lives. 

The continued development of the Sexual Health Strategy will alleviate this as the education departments feed in and work towards a more comprehensive approach to Sexual Education delivery in the area. 

The policies developed under the WHSSB and Northern Ireland strategies will only succeed with the full participation of all partners, not only will this demand a top down support but bottom up collaboration as well. The initiation of the Task Teams as part of the WHSSB Sexual Health strategy is an attempt to deliver on all aspects. However participants on the Task Teams have commented that the roll out of the Strategy is moving very slowly and many of the actions have still not been implemented.  Additionally there is a gap in participation from within the community and voluntary sector in contributing at Task Team level. 

In examining the Five Tier Model proposed by the Department of Health in Scotland, the research completed in the Omagh district has found that although a concerted effort is ongoing at Board level, meaning that effective interventions are being implemented at Tiers Four and Five, there is potential difficulty in attaining success at the other three tiers.

This would be resolved locally through participation from OWAN at Task Team level where representatives could gain support for integrated programme delivery at Community level.  Additionally OWAN would be in a position to lobby for Integrated Sexual Health programmes in schools and be part of the delivery mechanism as well.

The information from the focus groups indicates that young people prefer to discuss their problems with their friends. The schools survey indicated that approximately 2% received their information on sex in the school setting.   This figure must be considered with caution however as all schools must deliver some form of RSE as part of the curriculum.   The Focus Group feedback indicates that for the majority of young people parental support is neither wanted nor given.  Two out of three Focus Groups concurred with this.  However there was overwhelming support from the remaining Focus Group that open and receptive parental relationships were an important factor in reinforcing sexual health messages.  For the other Focus Groups however, feedback indicated that should a major issue arise, in the case of an unwanted pregnancy for instance, parents would be consulted. 

Participants in the focus groups were all keen to complete further training in sexual health, feedback indicated that there should be greater availability and more realistic messages imparted during school classes of sex education. Participants also indicated that there should be greater access to programmes through youth clubs as well.  Feedback indicates that at present the Relationship and Sexual Health Education in schools is not meeting the needs of the young people in Omagh.  The gaps that exist are being filled by self education which includes conflicting messages and can lead to risk taking behaviour.
All involved in the focus groups felt that the messages on sexual health needed to be repeated on an ongoing basis.  This was reinforced with the Focus Group who had completed the programme before Christmas on STI’s.  Only six weeks after this programme had ended many of the messages had already been forgotten. 

Section 12 – Recommendations

 With the continued implementation of the Sexual Health Strategies there is a growing desire to ensure that all local service providers are involved.  As a result of this OWAN are in an excellent position to lead an innovative project which can ensure the bottom three tiers of the integrated service approach are delivered within Omagh.

A number of actions are necessary for this to be achieved;

1) Develop partnerships with other local providers to achieve maximum benefit.  This includes learning from the experiences of the Community Pharmacy Project in Carrickmore, Sure Start and E Go who are already working with both young people and parents.

2) Develop links with local youth service providers to deliver programmes in a community setting.

3) Work with the Task Teams within the Sexual Health Strategy to lobby education providers so that programmes can be delivered within the school setting.

4) Implementing Best Practice Models, it is recommended that work is continued with those departments within Health and Education so that a programme can be delivered to those most at risk, including those excluded from mainstream education and those experiencing behavioural problems. Considering the variety of best practice models that are currently being offered and those that have been evaluated, as well as those that can practically be initiated a number of options are available.  These can be selected as short term and long-term goals.   In the short term The Health Promotion Agency Model is worth examining.  There is scope for placing posters in school toilets, community premises and other facilities frequented by young people.  Additional to this a small information pack could be developed in conjunction with E Go, health and education providers so that young people could quickly access information on all aspects of risk taking behaviour.  Beyond this, in implementing a programme, it would be beneficial to consider Go Girls.  This programme receives popular critical acclaim in the United Kingdom, the programme can be tailored and delivered in any setting and the exercises involved can be adapted for use with young males as well as females.  In the longer term and bearing in mind that a holistic approach is preferable, and that parents indicate their desire to have education delivered through schools, the Safer Choices could easily be implemented in local schools. Considering the increased needs of those excluded from mainstream education, CAS Carrera would be most effective for those with additional needs.  The options are bound by local budgetary restraints, the progress of any partnership approach as well as accessing personnel capable of delivering the programmes.

OWAN would be in an excellent position to take advantage of the current climate where multi-agency approaches are being promoted.  It is therefore important that the organisation is able to take advantage of its contacts at grass roots level whilst also building on its role to lobby for improved services by statutory bodies.  

To enable OWAN to move forward with this an Action Plan should be adopted to ensure that a comprehensive support programme is delivered for young people.  

Again work within the Task Teams will ensure OWAN can feed into plans for similar plans within the Sexual Health Strategy.

Finally, there is a significant resource requirement for these recommendations to be successful.  Consequently it is recommended that having developed a partnership approach with schools and health providers, as well as with community organisations, then the next step would be to prepare a funding proposal which will include the delivery of the recommendations but will also include a budget for all programme costs as well as salary costs for a staff member to be recruited to ensure that all aspects of project are delivered. 
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