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Individual risk, social vulnerability 
and sexual agency  



individual risk

•Individual risk and social vulnerability, have been 
identified as contributing to negative sexual health 
outcomes across a range of populations and 
settings (Aggleton; WHO 2004). 

•Individual risk is characterised by what individuals 
know and do in relation to their sexual health 
(Melendez and Tolman 2006). 



social vulnerability

•Social vulnerability arises from a mix of social, 
cultural, economic, legal and health system-
related factors that affect people’s 
opportunities to keep themselves safe sexually 
(Melendez and Tolman 2006).

•Categorised sometimes as proximal (e.g. 
interpersonal relationships, access to health 
services) or distal (e.g. cultural beliefs, poverty)  
(Eaton, Flisher, and Aaro 2003). 



sexual agency 

•Sexual agency describes the process by which 
people control of their own sexual trajectories, 
especially when initiating sexual relationships 
within the context of broader social 
expectations and influences. 

•seeks to understand what young people do to 
maintain control over their health as they begin 
living their lives sexually



the GOANNA study

•National cross sectional survey of 
Aboriginal and Torres Strait 
Islander people aged 16-29 years 

•2011-2013 

•Collaboration involving every 
jurisdiction health Departments 
and ACCHS orgs 



methods

•Surveys collected at 40 Aboriginal 
community events typically sports and 
cultural events to try and get as 
representative sample as possible  

•Administered largely by peers 

•Self administered using Personal Digital                                                              
Assistants (PDAs)



2011 Survey Sites

2012 and 2013 Survey sites

n = 2887

Where was GOANNA conducted  



who participated?

•Total 2877 participants

•Female 60% Male 40%

•Median age 20

•Aboriginal 88%, TSI 5%

•Both  7%

•urban 45%, regional 41% , remote 14% 

•Single  58%

•Heterosexual 91%

•45% Education higher than Year10 



GOANNA assessed

•knowledge through 12 questions related to STI 
and BBVs

•Risk behaviours related to STIs and BBVs  

•Health service access questions  



individual risk factors – knowledge 

•Knowledge and understanding about the 
transmission and prevention of STIs is often 
reported as incomplete or limited (Larkins et al. 
2007; Stark and Hope 2007; Senior et al. 2014; 
Helmer et al. 2015; Ireland et al. 2015). 



social vulnerability- knowledge 
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social vulnerability- knowledge 

Social vulnerability (GOANNA) 

•Lower outcomes in remote communities 

•Lower overall in males 

•Young people tended to be more aware of and concerned about 
pregnancy rather than STIs (Larkins et al. 2007; Senior and 
Chenhall 2012; Senior et al. 2014). 

•With regard to STIs, both young men and women believed people 
who experienced STIs were older and lived far away, and that 
acquiring an STI was associated with having sex with these ‘others’ 
(Senior et al. 2014). 

•Young women more concerned about pregnancy than young men 
( Senior 2007, Reibel et al. 2015).



sexual agency- knowledge 

•69% of respondents were able to correctly answer at least three 
quarters of 12 questions concerning the prevention and 
treatment of STIs and blood-borne viral infections.  

•Young people are often able to differentiate between 
infections: Chlamydia, gonorrhoea, pediculosis pubis (pubic 
lice), syphilis and trichomoniasis (Stark and Hope 
2007;Mooney-Somers et al. 2009, 2011; Senior et al. 2014; 
Helmer et al. 2015). 

•Young Indigenous women in two studies in remote 
communities in the Northern Territory were able to identify a 
range of symptoms associated with STIs (Stark and Hope 2007; 
Ireland et al. 2015).



individual risk factors 

•Sexual activity among young Indigenous people has been 
documented in the context of casual sexual encounters and 
multiple sexual partnering (Larkins et al. 2007; Ireland et al. 
2015)

•effects of alcohol consumption on sexual risk practices (Larkins
et al. 2007; Stark and Hope 2007; Mooney-Somers et al. 2011, 
2012; Chenhall et al. 2013; Senior et al. 2014),



last sexual encounter by  age
16-19 yrs 20-24 yrs 25-29 yrs

Relationship of last sexual partner 

Current partner 66% 67% 75%

Casual Just (met) 13% 14% 13%

Last partner was Indigenous 55% 51% 54%

Used a condom at last sex 68% 51% 38%

Drunk or high at last sex 28% 29% 22%

Last sex wanted 95% 95% 94%

Age of last sexual partner 

16-19 74% 17% 4%

20-24 16% 67% 41%

25-29 1% 8% 29%



last sexual encounter: by  sex

Males Females 

Relationship of last sexual partner 

Current partner 63% 74%

Casual Just (met) 20% 9%

Last partner was Indigenous 49% 57%

Gender of last partner (male) 9% 91%

Used a condom at last sex 59% 50%

Drunk or high at last sex 33% 22%

Last sex wanted 95% 95%

Males Females 

Relationship of last sexual 

partner 

Current partner 63% 74%

Casual Just (met) 20% 9%

Last partner was Indigenous 49% 57%

Gender of last partner (male) 9% 91%

Used a condom at last sex 59% 50%

Drunk or high at last sex 33% 22%

Last sex wanted 95% 95%



individual risk factors – behaviours

•Methamphetamine use- 9% of study  

•Injecting drugs – 3% of study participants

•Males more likely to report being high or 
drunk at last sex (33% vs 22%)  



sexual agency – risk behaviours 



social vulnerability

•Overcrowding in a remote Northern Territory 
community encouraged sex outdoors and the 
low use of contraception (Ireland et al. 2015) 



social vulnerability 

Peer influences: negative influences of peers on gender and 
sexuality norms has extensively documented

•Young men’s dominance in heterosexual sexual relationships 
took various forms, including swearing, bullying,controlling and 
being violent towards young women (Larkins et al. 2011; Senior 
and Chenhall 2012; Chenhall et al. 2013; Senior et al. 2014; 
Burbank, Senior, and McMullen 2015; Helmer et al. 2015; 
Ireland et al. 2015). 

•Physical and emotional coercion by young men to have sex was 
reported in two studies (Larkins et al. 2007; Burbank, Senior, 
and McMullen 2015) and 



social vulnerability 

•Normative practices of gossip, ridicule and violence were widely 
reported as occurring within peer networks when a young 
Aboriginal person was associated with sexual health outcomes 
that indicated sexual activity. 

• stigma and shame were associated with young people having STIs 
(Mooney-Somers et al. 2009). 

•From NT….if a young person was thought to have an STI, peer 
ridicule might occur through gossip and name-calling via social 
media and in person, although this was often based on rumour 
rather than fact (Chenhall et al. 2013; Senior et al. 2014).



sexual agency- risk behaviours
•Most participants had between 1-4 partners in last year 

•Condom use - 54% at last sex [64% 16-19 yo-38%; 25-29 y.o]

•95% of respondents reported that their last sex had been 
‘wanted’, 

•> 90% of participants reported positive feelings – such as feeling 
‘good’, ‘happy’ and ‘loved’ – about their last sexual encounter. 

•74% of 16–19 year olds and 67% of 20–24 year olds indicated that 
their last sex partner was in the same age category



age at sexual debut 

•Combination of individual risk behaviours 
social vulnerability



females- age at sexual debut and number of 
risk factors: heat-map

Age at sexual debut



males- age at sexual debut and number 
of risk factors: heat-map
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age at sexual debut and education 

Males Females

Age at sexual 

debut

Adjusted

OR (95% CI)

p-value Adjusted

OR (95% CI)

p-value

<15 years 3.58 <0.001 6.14 <0.001

15 years 3.22 <0.001 5.88 <0.001

16 years 2.15 0.002 2.68 <0.001

17 years 1.38 0.279 1.76 0.005

18 + yearsReference Reference



Males Females

Age at sexual 

debut
Adjusted

OR (95% CI)

p-value Adjusted

OR (95% CI)

p-value

<15 years 1.95 0.026 2.46 <0.001

15 years 1.55 0.126 1.77 0.008

16 years 1.12 0.759 1.38 0.097

17 years 0.71 0.235 1.36 0.156

18 + yearsReference Reference

early sexual debut and risky sexual behaviour



early sexual debut and illicit drug use past year: 
meth, ecstasy, or cannabis

Males Females

Age at sexual 

debut

Adjusted

OR (95% CI)

p-value Adjusted

OR (95% CI)

p-value

<15 years 1.77 0.012 2.74 <0.001
15 years 1.26 0.330 1.96 <0.001
16 years 1.20 0.540 1.30 0.147
17 years 0.72 0.184 1.18 0.413
18 + years Reference Reference

”



social vulnerability- burden of infection in 
remote Aboriginal communities: females
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social vulnerability- burden of infection in 
remote Aboriginal communities: males

0

10

20

30

40

50

60

16-19 20-24 25-29 30-34 35+

Males

P
o

s
it

iv
it

y
 (

%
)

CT, % with NG NG, % with CT CT, % with TV NG, % with TV

Guy et al STI 2014  



social vulnerability- Trichomonas prevalence in 
16-34 year olds, 2010 (n=1828)
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Sexual agency -place tested for STI

Total Male Female 16-19yrs 20-24yrs 25-29yrs

Population (n) 2877 1132 1705 1265 897 715

Place where tested

AMS 30% 28% 32% 19% 37% 42%

DR/GP Clinic 19% 16% 21% 11% 23% 26%

FP/SHC 8% 4% 4% 3% 4% 7%

Total Urban Regional Remote

Population 2877 1460 1023 244

Place where tested

AMS 30% 28% 33% 36%

Dr/GP Clinic 19% 22% 16% 15%

FP/SHC 8% 5% 4% 5%



sexual agency- health services

• 61% of GOANNA population reported that they had ever been 
tested for STIs, and 42% of the sample had been tested in the 
previous year.

• positive influence of health services on young people’s sexual 
health

• These included wide availability of condoms at Aboriginal 
Community Controlled Health Services, sexual health centres, 
hospitals and youth support services in Townsville (Mooney-Somers 
et al. 2012), and 

• the promotion of contraception by health workers in a remote 
setting in the Northern Territory (Ireland et al. 2015).



social vulnerability- health services  

•while a study in Townsville illustrated how 
homelessness and residential lability inhibited 
young women’s ability to make and keep clinic 
appointments (Mooney-Somers et al. 2009)



social vulnerability –health services 

• In a remote mission setting in the Northern Territory, the 
influence of Catholic teachings in the school curriculum was 
seen as conflicting with public health messages about 
contraception and safe sex (Ireland et al. 2015). 

•Research in Western Australia found that distrustful 
interaction between Indigenous community members and 
health service staff was related to models of health service 
delivery that consistently failed to provide culturally 
appropriate health services (Reibel et al. 2015).



social vulnerability- health services

•Young Indigenous participants in several settings felt reluctant 
to use health services due to shyness, embarrassment and 
shame (Larkins et al. 2011; Ireland et al. 2015), and fear of 
reputational damage associated with being seen accessing 
services for sexual health needs (Helmer et al. 2015). 

•Young people expressed concerns about confidentiality in a 
remote Northern Territory community (Reibel et al. 2015), in 
Adelaide (Kelly and Luxford 2007) and across different settings 
in the Our Lives study (Chenhall et al. 2013; Senior and 
Chenhall 2013).



GOANNA 2-2017-2019 

•Ethics and site engagements 
•Will be held in 6 states and territories at 8 

different events over two consecutive years 
between 2017-2019

•The same GOANNA questionnaire will be used 
with some minor changes and a few new 
questions

•Results will allow monitoring of trends in health 
and behaviour related to sexually transmissible 
infections and blood borne viruses 



Summary 

• Programs that address, encompass all 3 domains 
of;  individual risk, social vulnerability sexual 
agency are required

• More research is required among young Aboriginal 
men 

• More detailed analysis of what youth-friendly 
sexual health services’ (WHO 2010, 38) might 
mean for young Aboriginal and TSI people.  

• Future programs might want to explore the value of 
peer support systems and youth-centred harm 
reduction programmes that deal honestly with 
young Indigenous Australian’s everyday 
experiences and social realities.
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