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Introduction 
Brief History of the  
Canadian Guidelines for  
Sexual Health Education

 
The Canadian Guidelines for Sexual Health Education were first published 
in 1994 by Health Canada with funding provided by the Government of 
Canada’s Family Violence Initiative. In 1991, prior to the creation of the first 
edition of the Guidelines, the Expert Interdisciplinary Advisory Committee 
on Sexually Transmitted Diseases in Children and Youth (EIAC-STD) of Health 
Canada recommended that programs for sexual and reproductive health 
should be established and based upon national guidelines for sexual health 
education. A similar recommendation for the development of national 
guidelines was made by the Federal/Provincial/Territorial Working Group on 
Adolescent Reproductive Health.

A central theme that emerged from both the committee and the working 
group was the need for comprehensive and accessible sexual health 
education to empower individuals of all ages to deal with the range of 
sexual health issues they encounter at different stages in the lifespan.

The Committee and working group recognized that educational programs 
promoting “healthy sexuality” and “sexual health” were emerging as an 
important component of health promotion education in schools, public 
health units, and other community settings. They noted, as well, that no 
clear statement of principles of sexual health education existed to guide 
and unify those working in this area.1 

The content of the first edition of the Canadian Guidelines for Sexual Health 
Education was developed by a national working group comprised of 13 
individuals with expertise in various aspects of sexual health, including 
education, public health, women’s issues, health promotion, medicine, 
nursing, social work, and psychology, as well as two working group co-chairs 
(Michael Barrett from the Sex Information & Education Council of Canada 
[SIECCAN] and William Fisher from the University of Western Ontario). 
SIECCAN provided research and administrative coordination.
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In 2003, the Canadian Guidelines for Sexual Health Education were revised 
and published by Health Canada. Research and administrative coordination 
were provided by the Community Acquired Infections Division of Health 
Canada and SIECCAN, with input from members of a working group of 
reviewers and focus group participants with expertise in sexual health 
promotion and education.  

In 2008, the Canadian Guidelines for Sexual Health Education were revised a 
second time and published by the Public Health Agency of Canada. Revisions 
for this edition resulted from review and input from experts in the fields of 
sexual health education and promotion including the Sexual Health Working 
Group of the Joint Consortium for School Health, the Sexual Health and Sexually 
Transmitted Infections (STI) Section, Centre for Communicable Diseases and 
Infection Control of the Public Health Agency of Canada, and SIECCAN.

The 2003 and 2008 revisions to the Canadian Guidelines for Sexual Health 
Education were primarily in the form of streamlining, including reference 
and language updating, as well as an expansion of the Research section. 
The overall objectives, structure, and content of the Guidelines remained 
consistent throughout the three editions.

THE NEW 2019 EDITION OF THE CANADIAN GUIDELINES FOR  
SEXUAL HEALTH EDUCATION

DEVELOPMENT OF THE 2019 CANADIAN GUIDELINES FOR SEXUAL HEALTH EDUCATION

In 2017, SIECCAN was funded through the Public Health Agency of Canada’s 
(PHAC) HIV and Hepatitis C Community Action Fund to produce a series of 
resources to increase the capacity of the education sector to provide effective 
sexual health education. This included the creation of an expanded and revised 
edition of the 2008 Canadian Guidelines for Sexual Health Education.  

The 2019 Guidelines were developed using information from three sources: 
1) the results from an online consultation, 2) the contributions and feedback 
from both a working group and a reviewer group, and 3) updated, relevant 
scientific research on sexual health and sexual health education. 

In the Fall of 2017, SIECCAN conducted a quantitative and qualitative online 
consultation. Over 200 people from across Canada involved in sexual health 
education, promotion, and research participated in the consultation. 
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The consultation consisted of the following four parts:

1. Evaluation of each section of the 2008 Guidelines.

2. Suggestions for revising the structure and content of the Guidelines.

3. Identification of settings and populations to be addressed.

4. Specification of grade and age benchmarks for the provision of 
information and skills to prevent STIs.

The consultation respondents provided a wide-range of constructive 
suggestions for increasing the effectiveness of the Guidelines. Subsequently, 
a Working Group and a Reviewer Group, both consisting of individuals from 
across Canada with an extensive range of expertise relevant to sexual health 
education, were established to advise SIECCAN on the development of the 
revised Guidelines. The Working Group members participated in a two-day 
meeting to make recommendations for the revised content. The members 
of the Working Group and Reviewer Group provided multiple rounds of 
feedback on draft sections of the Guidelines written by SIECCAN.

GOALS OF THE 2019 GUIDELINES

The general goals of the Canadian Guidelines for Sexual Health Education 
have remained consistent across all three previous editions. These goals 
are indicative of the original rationale and intent of the Guidelines and 
also reflect how the Guidelines have been utilized by governments, 
administrators, program planners, and educators over the course of the 
three previous editions.

The general goals of the 2019 Guidelines are similar to previous editions:

1. Guide educators and others in the development, implementation, 
and evaluation of comprehensive sexual health education activities 
to enhance sexual health and well-being and to prevent outcomes 
that can have a negative impact on sexual health and well-being.
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2. Provide a framework for evaluating new and existing sexual health 
education activities/programs, policies, and related services 
available to people in Canada.

3. Offer educators, program planners, and policy makers a clear 
understanding of the goals, key components, and settings for 
delivery of comprehensive sexual health education.

When creating the new edition of the Guidelines, one of SIECCAN’s 
objectives was to provide a level of continuity and consistency with the 
previous editions. All editions of the Guidelines have been purposely 
structured to provide guidance for the provision of sexual health education 
that remains relevant and applicable over time. However, it has been over 20 
years since the first edition of the Guidelines was issued and over 10 years 
since the last revision was published in 2008. 

Therefore, it is important for the new edition of the Guidelines to accurately 
reflect key changes in Canadian society that are relevant to sexual health and 
well-being, to recognize and address the need for greater inclusivity in sexual 
health education, and to incorporate emerging priorities for the field.

Some changes include: 

Changing demographics:  
Canada’s demographics continue to evolve and change (e.g., the aging of 
the population and in terms of cultural and ethnic diversity). Sexual health 
educators (and others) should be aware and consider the changing needs 
of people in Canada when creating and providing sexual health education 
programs and policies. 

The Process of Truth and Reconciliation:  
The process of truth and reconciliation between Indigenous people and 
non-Indigenous people is ongoing and multifaceted. Awareness and 
constructive involvement of the field of sexual health education is critical. It 
is important for sexual health educators to be aware of the intergenerational 
impact of colonialism on the sexual health and well-being of Indigenous 
people and to incorporate this awareness into sexual health education. 
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Technology:  
The widespread adoption of technology (e.g., the internet, smartphones), as 
well as the popularity of social networking sites (e.g., Facebook, Instagram, 
Snapchat), has transformed how people learn and communicate about 
sexuality. These developments have profound implications for the content 
and delivery of effective sexual health education.

LGBTQI2SNA+ and other emerging identities:  
The need to provide relevant and effective sexual health education 
tailored to the learning needs of lesbian, gay, bisexual, transgender, queer, 
intersex, Two-Spirit, nonbinary, and asexual youth must be a priority for 
sexual health education. All youth need to become informed through the 
sexual health education they receive about the diversity of sexual and 
gender expression.

Consent related to sexual activity and gender-based violence: 
Understanding what constitutes consent, as well as the autonomy and ability 
to give, withhold, or withdraw consent, is a central component of sexual 
health. Integrating the concept of consent must be a priority for sexual 
health education. Addressing the topic of consent within sexual health 
education requires a necessary discussion of sexual and gender-based 
violence and our individual and community responsibility to prevent it.

IMPORTANT NEW CONTENT

CORE PRINCIPLES OF COMPREHENSIVE SEXUAL HEALTH EDUCATION

The 2008 Canadian Guidelines for Sexual Health Education included five 
guiding principles for sexual health education: 1) Accessible sexual health 
education for all Canadians; 2) Comprehensiveness of sexual health 
education; 3) Effectiveness of educational approaches and methods; 4) 
Training and administrative support; and 5) Program planning, evaluation, 
updating and social development.

The 2019 Guidelines are based on nine core principles that define and inform 
comprehensive sexual health education. These core principles are presented 
at the beginning of the document to emphasize their importance as the 
foundation for comprehensive sexual health education in Canada.
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EDUCATORS AND SETTINGS FOR THE PROVISION OF COMPREHENSIVE SEXUAL  
HEALTH EDUCATION

Although previous editions of the Canadian Guidelines for Sexual Health 
Education were intended for application in a wide range of settings and 
populations, the primary focus was school-based sexual health education for 
youth. Brief mentions of other settings were interspersed within more general 
discussions of the field. 

The current version of the Guidelines has adopted a broad approach that 
makes specific reference to the wide-range of settings in Canada that are 
appropriate for the delivery of sexual health education. The 2019 Guidelines 
include a new section that identifies key educators and settings that have 
important roles in ensuring equitable access to comprehensive sexual health 
education for all people in Canada.

BENCHMARKS FOR SEXUALLY TRANSMITTED INFECTION (STI) PREVENTION AND  
LINKING TO STI TESTING SERVICES IN SCHOOLS

This new section of the Guidelines provides specific benchmarks for 
integrating STI prevention efforts within a comprehensive sexual health 
education curriculum from Kindergarten to Grade 12.

STRUCTURE OF THE 2019 CANADIAN GUIDELINES FOR SEXUAL HEALTH EDUCATION 

The 2019 Guidelines consist of seven sections. The first highlights the 
importance of comprehensive sexual health education to people in Canada. 
This is followed by a section outlining the core principles that should inform 
sexual health education programs and curriculums. Section three identifies 
the multiple factors that can influence sexual health and well-being and 
that should be accounted for in sexual health education. Sections four and 
five identify the goals and key components of comprehensive sexual health 
education and describe how to use theory to develop, implement, and 
evaluate sexual health education programs and curriculums. The sixth section 
describes specific settings and educators that are central to the delivery of 
comprehensive sexual health education. The final section outlines specific 
benchmarks for the provision of STI prevention information and the linking of 
youth to STI testing within school-based curricula.

Each section begins with a brief summary, followed by specific Guidelines 
statements. These Guidelines statements form the foundation of the 
document and should be referred to when planning, implementing, and 
delivering comprehensive sexual health education. Detailed information and 
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relevant research in each section provides context for effective and inclusive 
sexual health education programs and policies in Canada. 

The Guidelines statements are not intended to provide specific teaching 
strategies or to constitute a comprehensive sexual health education curriculum. 

The 2019 Canadian Guidelines for Sexual Health Education provides 
a framework for the development and evaluation of comprehensive 
evidence-based sexual health education in Canada.

REFERENCES

1  Health Canada. Canadian Guidelines 
for Sexual Health Education. Ottawa, 
ON. Health Programs and Services 
Branch, Health Canada: 1994; p. 4
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The Importance of 
Comprehensive  
Sexual Health Education

 

Sexual health is a key component of overall health, well-being, 
and quality of life. It is a major determining factor in the well-
being of individuals, partners, families, and communities. 
Furthermore, the sexual health of people in Canada has important 
social and economic implications for the country. Therefore, 
the development and implementation of comprehensive sexual 
health education aimed at enhancing sexual health and well-
being and preventing outcomes that negatively impact sexual 
health should be a public policy priority.

The World Health Organization (WHO) defines health as ‘a state of complete 
physical, mental, and social well-being and not merely the absence of disease 
or infirmity.’1 The WHO definition is consistent with a biopsychosocial approach 
that recognizes that health consists of biological, psychological, and social 
components and the interaction of these components contributes to overall 
health and well-being. A biopsychosocial approach to health differs from 
more traditional medical models that have been primarily concerned with the 
diagnosis and treatment of physiological health problems. A biopsychosocial 
approach is more holistic (i.e., it addresses the entire person) and suggests a 
positive component of health in the form of well-being.

Similarly, the WHO takes a holistic approach to defining sexuality and sexual 
health:
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Sexuality is a central aspect of being human throughout life and 
encompasses sex, gender identities and roles, sexual orientation, 
eroticism, pleasure, intimacy and reproduction. Sexuality is experienced 
and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, 
behaviours, practices, roles, and relationships. While sexuality can 
include all of these dimensions, not all of them are always experienced 
or expressed. Sexuality is influenced by the interaction of biological, 
psychological, social, economic, political, cultural, ethical, legal, historical, 
religious, and spiritual factors.2 

Sexual health is a state of physical, emotional, mental and social well-being 
in relation to sexuality; it is not merely the absence of disease, dysfunction 
or infirmity. Sexual health requires a positive and respectful approach 
to sexuality and sexual relationships, as well as the possibility of having 
pleasurable and safe sexual experiences, free of coercion, discrimination 
and violence.2

The WHO definitions of health, sexuality, and sexual health are supported 
by research indicating that sexual health and well-being are important 
contributing factors to quality of life and overall health and well-being.3,4,5,6,7,8,9 
Individuals are well aware of these connections: Surveys of young adult and 
midlife Canadians indicate that about 85% agree with the statement “I feel my 
sexual health contributes to my overall health and well-being.”10

The key role of sexual health and well-being in contributing to people’s 
overall health and well-being clearly suggests that sexual health education 
has an important function in Canadian society. Comprehensive sexual health 
education broadly aimed at equipping people throughout the lifespan to 
enhance sexual health and well-being (e.g., having respectful and satisfying 
interpersonal relationships, increased self-acceptance, increased capacity to 
access sexual and reproductive health services) and to prevent outcomes that 
can have a negative impact on sexual health and well-being (e.g., acquisition 
and transmission of sexually transmitted infections [STIs], unintended 
pregnancies, sexual coercion/trauma/abuse/harassment, relationship 
problems) should be a public policy priority.
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THE ENHANCEMENT OF SEXUAL HEALTH AND WELL-BEING

Sexual health education has often focused primarily, if not exclusively, on the 
biological aspects of sexual health (e.g., reproduction) and the prevention of 
negative outcomes (e.g., STI). 

Although the prevention of negative outcomes is a valid and 
important objective, the enhancement of sexual health and 
well-being is of equal importance.

Sexual satisfaction in romantic partnerships is positively linked to physical 
health, overall life satisfaction, and well-being.3,11,12,13 For lesbian, gay, 
bisexual, and transgender individuals, feeling positively about one’s sexual 
orientation or gender identity is also linked to greater health and well-
being.14,15,16 It is important that sexual health education effectively equips 
people with the information and skills to enhance their sexual health and 
well-being by addressing the individual, interpersonal, and positive aspects 
of human sexuality. 

Youth in Canada also identify the enhancement of sexual health and well-
being as an important component of their sexual health education. That 
is, youth report a desire to learn about content related to sexual health 
enhancement (e.g., healthy relationships, communication skills, pleasure) and 
rate these topics as valuable.17,18,19,20,21 However, content related to enhancing 
sexual health and well-being often receives less emphasis; youth typically 
report that the biological aspects of sexuality (e.g., reproduction, puberty) 
and STI prevention and unintended pregnancy receive the most emphasis in 
their sexual health education.17,18,19,20,21 

There is evidence that comprehensive sexual health education can be 
effective in enhancing students’ sexual health and well-being. Sexual health 
education that addresses the individual and interpersonal aspects of sexuality 
has been associated with improvements in students’ communication skills 
and their ability to access sexual and reproductive health services.22 By 
incorporating the enhancement of sexual health and well-being as a primary 
objective, comprehensive sexual health education becomes more relevant 
to people’s needs and can therefore make an important contribution to the 
broader health and well-being of people in Canada.
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ENHANCING REPRODUCTIVE HEALTH 

The Government of Canada is committed to advancing sexual and 
reproductive health rights.23 Reproductive health includes the ability of 
individuals to decide whether or not to have children; to choose the number, 
spacing, and timing of children; and to parent their children in a safe and 
supported environment (i.e., without threat of violence). According to 
research published in 2015, there are over 180,700 unintended pregnancies 
in Canada each year.24 Although many unintended pregnancies are not 
unwanted and result in positive experiences for parents and their children, 
the number of unintended pregnancies suggests that sexual health education 
can play an important role in equipping individuals to make autonomous and 
informed reproductive choices.

Comprehensive sexual health education can also help raise awareness of 
the social, historical, and systemic factors that affect reproductive health. 
Reproductive choices and access to reproductive healthcare services and 
supports can be impacted by marginalization and oppression based on race, 
gender, class, sexuality, and ability.25

Indigenous women, women of colour, 
individuals with disabilities, and LGBTQI2SNA+ 
people have historically had their sexual 
health disproportionality impacted by laws 
and policies that limited their sexual and 
reproductive rights (e.g., forced sterilization, 
systemic removal of children, lack of access to 
reproductive technology). 

LGBTQI2SNA+:  
Lesbian, gay, bisexual, 
transgender, queer, 
intersex, Two-Spirit, 
nonbinary, asexual, and 
other emerging identities.

 

Comprehensive sexual health education can contribute to the 
enhancement of reproductive health by: 

1. Providing the information, motivation, and skills to use effective 
contraception.

2. Equipping individuals to navigate and overcome systemic barriers 
to accessing contraception and reproductive health care (including 
abortion and midwifery services).

3. Linking individuals to reproductive health services and supports.
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Research indicates that educational interventions can be effective at 
increasing contraceptive use among sexually active youth.26,27

PREVENTION OF OUTCOMES THAT CAN NEGATIVELY IMPACT SEXUAL 
HEALTH AND WELL-BEING 

SEXUALLY TRANSMITTED INFECTIONS

Sexually transmitted infections (STIs) are a significant public health concern 
in Canada.28 According to the Public Health Agency of Canada, STIs “levy 
a significant physical, emotional, social, and economic cost to individuals, 
communities, and society.”29 

Bacterial (e.g., chlamydia, gonorrhea, syphilis) and viral (e.g., Human 
papillomavirus [HPV] and herpes simplex virus [HSV]) STIs are common within 
the Canadian population28,29,30,31 and a disproportionate number of cases of 
STI occur among youth.26 In the period between 1996 to 2017, approximately 
2300 new cases of HIV were documented each year (ranging from 2051-
2712).32 By the end of 2016, the estimated number of people living with HIV 
was 63,110 and it is estimated that 1 in 7 Canadians infected with HIV had not 
been diagnosed and were unaware of their infection.33 

The health consequences of STIs include various cancers, chronic diseases, 
infertility, ectopic pregnancy, as well as fetal and neonatal complications. In 
addition, STIs result in a host of negative psychosocial outcomes including 
STI-related stigma.

The Pan-Canadian Framework for Action: Reducing the Health Impact of 
Sexually Transmitted and Blood-Borne Infections in Canada by 2030 cites a 
lack of comprehensive sexual health education as a factor contributing to 
the high prevalence of STIs in Canada and identifies sexual health education 
as a critical component in reducing the number of new infections.29 The 
Public Health Agency of Canada’s Population-Specific Status Report: HIV/
AIDS and Other Sexually Transmitted and Blood Borne Infections Among 
Youth in Canada identifies sexual health education as an essential tool in the 
prevention of HIV and other STIs among youth.31 

It is critical that comprehensive sexual health education includes information 
and skills to equip individuals to reduce their risk for STIs and links people to 
STI testing provided in schools and other settings. There is ample evidence 
that STI prevention programming in educational settings are effective for 
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building communication and self-efficacy skills related to STI risk-reduction 
(e.g., using barriers).34,35

SEXUAL AND GENDER-BASED VIOLENCE AND DISCRIMINATION

Sexual and gender-based violence is a significant public health problem and 
human rights violation.36 People of all genders and identities experience 
violence. However, in Canada, specific groups are disproportionately 
impacted by sexual and gender-based violence. These groups include 
women and girls, Indigenous people, LGBTQI2SNA+ individuals, people 
living in northern, rural, and remote communities, people with disabilities, 
individuals who are new to Canada, children and youth, and seniors.37 

In 2014, there were approximately 636,000 self-reported incidents of sexual 
assault among people aged 15 and older in Canada.38 Of these incidents, 
87% were committed against women and 47% were committed against young 
women aged 15 to 24 years.38 In 2017, police-reported rates of violence 
were higher for survivors who were young women and girls under the age 
of 24 years.39 Young women and girls were more likely to experience sexual 
violence compared to boys and young men; rates were nearly 14 times 
higher for young women 18-24 years compared to young men of the same 
age. Gay, lesbian, and bisexual people are twice as likely to experience 
violence compared to heterosexual individuals.40 In one national survey of 
Canadian high school students, 21% of LGBTQI2SNA+ individuals reported 
being physically assaulted or harassed because of their sexual orientation.41 
Transgender students reported higher levels of harassment and physical 
assault due to their gender expression when compared to other students with 
sexual minority identities and non-LGBTQI2SNA+ students.41 

Comprehensive sexual health education can help reduce sexual and 
gender-based violence and discrimination in Canada in the following ways: 

1. By promoting respect for human rights and gender equality.

2. Teaching people the information and skills to ensure all partners feel 
safe and fully consent before and during sexual activity.

3. By increasing people’s awareness of the societal norms, attitudes, 
and practices which contribute to violence based on gender or 
sexual identity.
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Sexual health education can be effective in addressing discriminatory attitudes 
towards LGBTQI2SNA+ individuals.42 Sexual health education related to sexual 
and gender-based violence can improve gender-equitable attitudes and 
prevent physical, sexual, and emotional violence in relationships.43 

ACCESS TO COMPREHENSIVE SEXUAL HEALTH EDUCATION FOR ALL 
PEOPLE IN CANADA: A PUBLIC POLICY PRIORITY

Comprehensive sexual health education has the demonstrated ability  
to contribute to the enhancement of sexual health and to reduce the 
incidence of outcomes that can have a negative impact on sexual health 
and well-being.22,34,35,44 

As such, access to comprehensive sexual health education should be a 
basic right for all people in Canada and a public policy priority. 

Access to comprehensive sexual health education also has significant 
economic implications. Sexually transmitted infections, unintended 
pregnancies, sexual and gender-based violence, and discrimination 
against LGBTQI2SNA+ individuals result in substantial economic costs to 
Canadian society in the form of higher health care expenses and other 
expenditures.24,45,46,47,48,49,50,51,52 Comprehensive sexual health education can 
help to alleviate these economic costs by addressing factors that contribute 
to the negative outcomes that impact on the sexual health and well-being of 
individuals, families, and communities. 

Providing access to comprehensive sexual health education for all people in 
Canada is a shared responsibility that requires the participation of families, 
communities, schools, and all levels of government (including the medical 
and legal systems). The Canadian Guidelines for Sexual Health Education 
are intended to provide guidance and support to individuals, organizations, 
and governments in the development and provision of high quality 
comprehensive sexual health education.
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Core Principles of 
Comprehensive Sexual  
Health Education

 

According to the World Health Organization (WHO) working definition: 

“ Sexual health is a state of physical, emotional, mental and 
social well-being in relation to sexuality; it is not merely the 
absence of disease, dysfunction or infirmity.”1 

Although the WHO definition includes “well-being in relation to sexuality,” 
the terms “sexual health and well-being” are adopted in these Guidelines to 
emphasize that the goals of comprehensive sexual health education are not 
limited to the achievement of biological/physical wellness but also include 
psychological, emotional, relational, and social well-being related to sexuality. 

Comprehensive sexual health education is a process that requires the 
participation of multiple sectors of society including the family and the 
education, public health, primary healthcare, community agency, care facility, 
and correctional institutions of Canadian society. 

The goals of comprehensive sexual health education are to equip 
people with the information, motivation, and behavioural skills to 
enhance sexual health and well-being (e.g., having respectful and 
satisfying interpersonal relationships, increased self-acceptance, 
increased capacity to access sexual and reproductive health 
services) and to prevent outcomes that can have a negative impact 
on sexual health and well-being (e.g., acquisition and transmission 
of sexually transmitted infections [STIs], unintended pregnancies, 
sexual coercion/trauma/abuse/harassment, relationship problems). 
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The following core principles should inform, and be respected, in 
the planning and teaching of sexual health education in Canada.

COMPREHENSIVE SEXUAL HEALTH EDUCATION:

IS ACCESSIBLE TO ALL PEOPLE INCLUSIVE OF AGE, RACE, SEX, GENDER IDENTITY, 
SEXUAL ORIENTATION, STI STATUS, GEOGRAPHIC LOCATION, SOCIO-ECONOMIC 
STATUS, CULTURAL, OR RELIGIOUS BACKGROUND, ABILITY, OR HOUSING STATUS  
(E G , THOSE WHO ARE INCARCERATED, HOMELESS, OR LIVING IN CARE FACILITIES) 

All people should have access to age-appropriate sexual health 
information and resources beginning in early childhood and continuing 
across the life span. For sexual health education to be equally accessible 
to all people, programs must be designed and taught in ways that 
respectfully address the learning needs of the specific audience. These 
learning needs may be dependent on a range of factors including age, 
race, sex (i.e., variations in reproductive or sexual anatomy, including 
intersex), gender identity, sexual orientation, STI status, health status, 
geographic location, socio-economic status, cultural, or religious 
background, ability, or housing status (e.g., those who are incarcerated, 
homeless, or living in care facilities). 

In order to develop and implement sexual health education programs 
which are fully accessible and relevant to target audiences, these 
stakeholders should be consulted and engaged in the planning, 
implementation, and evaluation process. For example, First Nations, Inuit, 
and Métis peoples may have distinct perspectives about what culturally 
safe sexual health education is in their communities and their community-
specific values related to sexuality and sexual health must be respected.
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PROMOTES HUMAN RIGHTS INCLUDING AUTONOMOUS DECISION-MAKING AND 
RESPECT FOR THE RIGHTS OF OTHERS 

Sexual health education should educate people about their human rights 
in relation to sexual and reproductive health. The content and guiding 
philosophy of sexual health education programs should be aligned 
with The Canadian Charter of Rights and Freedoms which outlines all 
Canadians’ rights to personal liberty and freedom of thought, belief, 
and opinion. Sexual health education should encourage and facilitate 
a person’s right to make informed, autonomous decisions. To promote 
human rights, sexual health education should also strongly emphasize 
that individuals have an equal obligation to respect the rights of others. 
Comprehensive sexual health education should empower people to 
recognize and respond to sexual health and well-being inequality or 
injustices that they, or others, may face.

IS SCIENTIFICALLY ACCURATE AND USES EVIDENCE-BASED TEACHING METHODS 

The content delivered in sexual health education programs should be 
grounded in current and credible scientific research evidence and best 
practice. The teaching strategies and methods utilized should be well-
tested and empirically-supported by ethically and scientifically sound 
research. 

Sexual health education programs should be based on theoretical models 
that can be used to plan, implement, and evaluate sexual health education 
programs. Theory is useful for sexual health education because theories 
specify relevant constructs and principles. Theory can guide curriculum 
development and allow for testing of the efficacy of the program.  

Based on scientific findings, effective sexual health education programs 
integrate elements of 1) knowledge and understanding, 2) motivation, 3) 
skills, and 4) critical awareness of social-environmental factors that may 
enhance or prevent the achievement of sexual health and well-being. 
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IS BROADLY-BASED IN SCOPE AND DEPTH AND ADDRESSES A RANGE OF TOPICS 
RELEVANT TO SEXUAL HEALTH AND WELL-BEING 

There is a broad range of information, values, beliefs, attitudes, norms, 
and behaviours that contribute to sexual health and well-being. Although it 
is often necessary to target specific attitudes and behaviours within sexual 
health education program objectives, it is also important to recognize 
that achieving and maintaining sexual health and well-being involves a 
number of factors. Sexual health education programs targeted at youth, 
particularly school-based programs, should address–with sufficient depth–
the range of factors that impact sexual health and well-being, including 
understanding, establishing, and maintaining healthy interpersonal 
relationships.

IS INCLUSIVE OF THE IDENTITIES AND LIVED EXPERIENCES OF LESBIAN, GAY, BISEXUAL, 
TRANSGENDER, QUEER, INTERSEX, TWO-SPIRIT, NONBINARY, AND ASEXUAL PEOPLE 
(LGBTQI2SNA+), AND OTHER EMERGING IDENTITIES  

Sexual health education should be taught in a manner that does not 
assume that all individuals are heterosexual, identify with the sex they were 
assigned at birth, or have bodies that fit traditional biological definitions 
of male/female. Sexual health education programs should be relevant to 
and address the learning needs of LGBTQI2SNA+ people. Sexual health 
education programs should encourage acceptance and respect for the 
diversity of sexual and gender identities that exist in the community and 
include the critical evaluation of discriminatory attitudes and practices.
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PROMOTES GENDER EQUALITY AND THE PREVENTION OF SEXUAL AND  
GENDER-BASED VIOLENCE 

Sexual health education programs should promote gender norms that 
contribute to gender equality and sexual well-being. Sexual health 
education should provide information about power dynamics and 
gender, as well as the diversity of genders, identities, and expressions to 
encourage acceptance and respect for diversity. Not all people are born 
exclusively male or female and not all people identify as strictly a man 
or a woman–some people identify as transgender, and others identify as 
genderqueer, agender, or other fluid gender identities. 

Sexual health education programs should incorporate a trauma-informed 
approach that recognizes that many of the people receiving sexual health 
education may have experienced some form of sexual or gender-based 
violence. Sexual health education programs can play an active role in 
contributing to the reduction of sexual and gender-based violence by 
helping people become aware of societal norms, attitudes, and practices 
that contribute to violence (e.g., misogynistic beliefs, homophobia, 
transphobia). Gender may determine the amount of power, influence, and 
freedom a person has to consent, refuse, or participate in sexual activities 
and this may make them more vulnerable to violence. 

Sexual health education programs should assert the right of everyone to: 
1) set boundaries communicated verbally or non-verbally, understanding 
that consent can be withdrawn at any time and 2) clearly ask for and 
communicate affirmative consent (e.g., saying yes). Sexual health 
education should help individuals learn how to ensure that all partners feel 
safe and fully consent before sexual activity occurs.
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INCORPORATES A BALANCED APPROACH TO SEXUAL HEALTH PROMOTION THAT INCLUDES 
THE POSITIVE ASPECTS OF SEXUALITY AND RELATIONSHIPS AS WELL AS THE PREVENTION 
OF OUTCOMES THAT CAN HAVE A NEGATIVE IMPACT ON SEXUAL HEALTH AND WELL-BEING 

An exclusive focus on the prevention of negative outcomes in sexual 
health education does not necessarily reduce negative outcomes. A 
prevention-only focus can result in a distorted view of human sexuality that 
emphasizes negativity and contributes to shame and stigma. Grounding 
sexual health education in an approach that combines both positive and 
relationship-enhancing aspects of human sexuality (e.g., having respectful 
and satisfying interpersonal relationships), along with the information 
and skills to prevent outcomes that can have a negative impact on sexual 
health and well-being (e.g., STIs), can empower people to protect and 
enhance their sexual health. A balanced approach to sexual health 
promotion incorporates both positive portrayals of sexuality and harm 
reduction strategies when necessary to reach program goals.

IS RESPONSIVE TO AND INCORPORATES EMERGING ISSUES RELATED TO SEXUAL 
HEALTH AND WELL-BEING 

In order to be relevant and effective, sexual health education must be 
responsive to people’s current and changing sexual health education needs.

For example, modern communication technologies (e.g., cell phones/
smartphones, social media apps/websites) have fundamentally changed 
the way people are exposed to, learn about, and communicate with 
respect to sexuality. These technologies can have benefits (e.g., increased 
access to sexuality information, connecting with relationship partners), 
but also pose significant challenges (e.g., misinformation, privacy, and 
exploitation risks of online communication). 

Many people will be exposed to media portrayals of gender and sexuality 
(e.g., via social media, movies/television/music videos/online games, 
pornography) that challenge sexual health and well-being in either positive 
or negative ways. Sexual health education programs should facilitate the 
development of media and digital literacy skills that will enable people 
to critically evaluate the sexuality-related material they encounter, as well 
as develop the knowledge and skills to use communication technologies 
safely and respectfully.
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IS PROVIDED BY EDUCATORS WHO HAVE THE KNOWLEDGE AND SKILLS TO DELIVER 
COMPREHENSIVE SEXUAL HEALTH EDUCATION AND WHO RECEIVE ADMINISTRATIVE 
SUPPORT TO UNDERTAKE THIS WORK 

Sexual health education is provided in a variety of contexts and settings. 
Educators should establish collaborative partnerships with students, 
parents, and health and community services to strengthen sexual health 
education. Ideally, individuals who provide sexual health education should 
be 1) knowledgeable about sexuality, 2) well-trained in the theory and 
practice of comprehensive sexual health education, and 3) administratively 
supported with appropriate institutional policies. Educators should also be 
provided with opportunities to develop their knowledge and skills to deliver 
comprehensive sexual health education on an ongoing basis including 
access to resources, in-service training, and professional development.

Parents and guardians are essential partners in the sexual health education 
of their children. Parents and guardians should also have access to 
resources to increase their capacity, knowledge, and skills to provide 
their children with accurate information about sexuality and sexual health 
and well-being. Faith leaders, cultural communities, community opinion 
leaders, and peers are examples of other groups that should have access 
to resources, training, and support to provide comprehensive sexual 
health education.

REFERENCES
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The Determinants of Sexual 
Health and Well-Being: 
Implications for Comprehensive 
Sexual Health Education 

 

A determinants of health perspective proposes that a broad 
range of personal, social, economic, and environmental 
factors influence individual and population health.1,2 This 
perspective has been adopted by researchers, institutions, 
and governments, including the Government of Canada and 
the World Health Organization.1,2

A determinants of health perspective can be usefully applied to sexual 
health.3,4,5 There are a wide range of determinants of health that have been 
shown to impact sexual health and well-being. Some of these are modifiable 
(e.g., attitudes) and others are not modifiable (e.g., age).

DETERMINANTS INCLUDE:

individual factors  
(e.g., beliefs)

interpersonal factors  
(e.g., behaviours of partners)

community factors  
(e.g., access to sexual health services)

broader societal factors  
(e.g., cultural and societal attitudes 
related to sexual health)

This perspective also incorporates the interrelationship between different 
aspects of health. That is, sexual health is related not only to physical health, 
but also to the emotional and mental health of an individual, suggesting that 
many factors contribute to one’s overall health and well-being.
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The application of a determinants of health perspective is useful in a 
variety of contexts. However, this perspective is especially important for 
sexual health education provided to populations who have experienced 
discrimination, marginalization, stigmatization, or unequal access to services 
and may, as a result, be more likely to experience negative sexual health 
outcomes (e.g., STIs, unintended pregnancy, sexual coercion). These 
populations include girls and women; queer and trans youth and adults; 
lesbian, bisexual, and gay youth and adults; men who have sex with men; 
children, youth and adults with disabilities; Indigenous peoples; ethnocultural 
minorities; newcomers; and sex workers.3,4,6,7,8

Sexual health and well-being are determined and influenced by 
multiple factors. 
The factors listed below influence sexual health and well-being at four 
basic levels: individual, interpersonal, community, and societal.

1  INDIVIDUAL 2  INTERPERSONAL

• Individual knowledge, 
motivation, attitudes, 
beliefs, values, and skills

• Attitudes and behaviours of partners, peers, 
families, and health professionals

• Sexual health education provided by parents/
guardians and peers

3  COMMUNITY 4  SOCIETAL

• Access to comprehensive 
sexual health education 
in different settings (e.g., 
education, health, and 
community sectors)

• Access to relevant 
comprehensive sexual 
health care and services 
(e.g., counseling and clinical 
services for STI testing, 
treatment, and prevention, 
contraception, pregnancy, 
reproductive choice, sexual 
assault services, and sexual 
function and psychosexual 
counseling and treatment) 

• Government laws and policies related to sexual 
health (e.g., comprehensive sexual health 
education curriculums, sexual and reproductive 
health care and services, funding for vaccines 
and medications related to sexual health and 
contraceptives, funding for sexual health 
education training and research)

• Societal structures and conditions (e.g., socio-
economic status, housing status, levels of 
equality related to gender, sexual orientation, 
race, and Indigenous identity)

• Cultural and social attitudes (e.g., societal 
attitudes towards sexuality/sexual health, 
gender, LGBTQI2SNA+ individuals; societal 
attitudes and beliefs about race, immigration 
status, and Indigenous identity; media messages 
about sexuality/sexual health, gender, race etc.)
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GUIDELINES

SEXUAL HEALTH EDUCATION SHOULD TAKE INTO ACCOUNT AND INCORPORATE THE 
MULTIPLE FACTORS THAT INFLUENCE SEXUAL HEALTH AND WELL-BEING 

Sexual health education should equip individuals to understand and 
engage with–or modify–individual, interpersonal, community, and societal 
factors that affect sexual health and well-being. Sexual health education is 
more likely to be effective if it addresses sociocultural issues.9 

Sexual health education programs need not address all factors that 
influence sexual health. The specific objectives of a sexual health education 
program, and the intended audience, should dictate the extent to which the 
program addresses different determinants of sexual health. For example, 
brief educational programs which seek only to provide generic information 
about a particular aspect of sexual health to a broad audience may be 
successful in increasing recipients’ knowledge. However, it is unlikely that 
such programs alone will be fully effective in promoting specific sexual 
health behaviours unless they address the important interpersonal, 
community, and societal level determinants of those behaviours.

SEXUAL HEALTH EDUCATION SHOULD LINK PROGRAM RECIPIENTS TO APPROPRIATE 
HEALTH RESOURCES–ONLINE AND IN THE COMMUNITY–THAT ARE DELIVERED IN WAYS 
THAT REFLECT THE CORE PRINCIPLES OF COMPREHENSIVE SEXUAL HEALTH EDUCATION 

Sexual health education programs that collaborate and provide linkages or 
referrals to relevant resources in the community are more likely to achieve 
program objectives.10,11 For example, sexual health education programs 
should partner with and link program recipients to appropriate services 
for STI testing and treatment, sexual assault survivor support programs, 
relationship counseling, sexual therapy, LGBTQI2SNA+ support, and 
contraception and reproductive health care. This includes ensuring and 
improving access to sexual health care and services that are culturally safe, 
trauma-informed, and able to address the needs of all people.
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Goals and Key Components  
of Comprehensive  
Sexual Health Education

The purpose of this section is to outline and describe the goals and 
components of comprehensive sexual health education. 

GUIDELINES

THE GOALS OF COMPREHENSIVE SEXUAL HEALTH EDUCATION ARE TO INCREASE 
THE CAPACITY FOR SEXUAL HEALTH ENHANCEMENT (E G , HAVING RESPECTFUL 
AND SATISFYING INTERPERSONAL RELATIONSHIPS, INCREASED SELF-ACCEPTANCE, 
INCREASED CAPACITY TO ACCESS SEXUAL AND REPRODUCTIVE HEALTH SERVICES) 
AND THE PREVENTION OF OUTCOMES THAT CAN HAVE A NEGATIVE IMPACT ON 
SEXUAL HEALTH AND WELL-BEING (E G , ACQUISITION AND TRANSMISSION OF STIS, 
UNINTENDED PREGNANCIES, SEXUAL COERCION/TRAUMA/ABUSE/HARASSMENT, 
RELATIONSHIP PROBLEMS)  

In order to be effective, sexual health education programs should focus on 
both the positive and relationship enhancing aspects of human sexuality 
and the prevention of negative outcomes. 
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THE KEY COMPONENTS OF COMPREHENSIVE SEXUAL HEALTH EDUCATION INCLUDE 
INFORMATION, MOTIVATION/ATTITUDES, BEHAVIOURAL SKILLS, AND ENVIRONMENTAL 
FACTORS THAT AFFECT SEXUAL HEALTH AND WELL-BEING  

The content provided in sexual health education must be directly relevant 
to individuals’ sexual health and well-being so it can be used to support 
people in making informed, autonomous decisions and to incorporate 
the information into behaviour when necessary. However, providing 
information alone is not enough to achieve the objectives of most sexual 
health education programs. Comprehensive sexual health education 
programs should also address motivation/attitudes, behavioural skills, and 
environmental factors that affect sexual health and well-being.1,2,3,4

TO INCREASE PROGRAM EFFECTIVENESS, COMPREHENSIVE SEXUAL HEALTH 
EDUCATION PROGRAMS SHOULD INCORPORATE THEORETICAL MODELS OF 
BEHAVIOURAL CHANGE INTO THE PLANNING, DELIVERY, AND EVALUATION PROCESS  

Well-tested theoretical models that can be used as the basis of 
comprehensive sexual health education include the Information-
Motivation-Behavioural Skills Model (IMB), Social-Cognitive Theory, the 
Transtheoretical Model, and The Theory of Reasoned Action and Theory of 
Planned Behaviour.5,6,7,8,9

GOALS

The overarching goal of comprehensive sexual health education is 
to enhance the ability of an individual to achieve and maintain sexual 
health and well-being over their lifetime.

Specific goals are divided into two categories: those related to the enhancement 
of sexual health and well-being and those that seek to prevent outcomes that can 
have a negative impact on sexual health and well-being (see Table 1). 
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In addition, it is important that comprehensive sexual health education 
includes “ongoing discussions about social and cultural factors relating 
to broader aspects of relationships and vulnerability, such as gender and 
power inequalities, socio-economic factors, race, STI status, disability, sexual 
orientation, gender identity.”10

To achieve the goals of comprehensive sexual health education, 
programs must include evidence-based, age-appropriate, 
and inclusive information, address attitudes and motivational 
factors, and teach relevant behavioural, relationship, and 
interpersonal skills.

Table 1: The Goals of Comprehensive Sexual Health Education 
 

GOAL 1:  
Enhancement of sexual health and well-being

1 1
Increase in self-acceptance, self-esteem, self-image, comfort, and 
confidence related to sexuality.

1 2
 Increase in capacity to have and ensure healthy, consensual, respectful, 
equitable, mutually beneficial, and satisfying interpersonal relationships.

1 3
 Increase in awareness of and capacity to access sexual and reproductive 
health services (including STI testing, treatment and prevention services, 
as well as contraceptive services).

1 4
 Increase in awareness of, and respect for, human rights related to 
sexuality and reproductive health. 

1 5
Increased capacity of parents and guardians, teachers, and sexual health 
educators to deliver high quality sexual health education (e.g., increased 
knowledge of teaching strategies, increased skills, and comfort).

1 6
 Increased capacity for self and group advocacy related to sexual health 
and well-being.
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GOAL 2:  
Prevention of outcomes that can have a negative impact on sexual health 
and well-being

2 1 Decrease in the acquisition and transmission of STIs.

2 2 Decrease in unintended pregnancies.

2 3
Decrease in sexual problems (e.g., problems with sexual response, 
relationship problems that negatively impact sexual health and well-being).

2 4 Decrease in sexual coercion/trauma/assault/abuse/harassment.

2 5
Decrease in discrimination and violence based on sex (i.e., variations 
in reproductive or sexual anatomy, including intersex), gender identity, 
gender expression, sexual orientation, and STI status.

KEY COMPONENTS (THEORY)

In the process of planning, implementing, and evaluating comprehensive 
sexual health education programs, it is important for policy makers and 
program planners to use well-tested and research-supported theoretical 
models to develop program components. There is clear evidence that 
integrating a well-tested theoretical model of behaviour change into the 
planning, delivery, and evaluation of a sexual health education program 
increases its effectiveness.11 

There are a number of well-tested theoretical models that can be used as the 
foundation for comprehensive sexual health education programs (e.g., Social 
Cognitive Theory, Transtheoretical Model, Theory of Reasoned Action, and 
Theory of Planned Behaviour).5,6,7,8,9 

The information-motivation-behavioural skills (IMB) model1,2,3 is a 
well-tested theoretical model that has been used as the basis for a 
wide variety of effective sexual and reproductive health promotion 
interventions. Therefore, the IMB model is used in this section to 
illustrate the components of comprehensive sexual health education.
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Utilizing the IMB model, the components of information, motivation, and 
behavioural skills can be used by educators as the basis for the planning, 
delivery, and evaluation of comprehensive sexual health education programs 
(Figure 1). Take note of the environmental component added to the model 
that indicates the importance of social, cultural, and structural factors 
in an individual’s ability to enhance and maintain their sexual health and 
well-being.4,12,13 The components presented in Figure 1 can also apply to 
educational and sexual health promotion programs targeting couples, 
communities, and populations.

Figure 1: Key Components of Comprehensive Sexual Health Education

Environmental Factors
(Understanding & Engagement)

Motivation
(Emotional, Personal, Social) 

Information/Knowledge

Behavioural Skills

Comprehensive
Sexual Health

Education

Increased capacity for the 
enhancement of sexual health 
and well-being and prevention 
of outcomes that can have a 
negative impact on sexual 
health and well-being  
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SPECIFIC COMPONENTS OF SEXUAL HEALTH EDUCATION USING THE IMB MODEL

1. Information/Knowledge

•  Should be relevant to the individual’s personal sexual health and well-being
•  Can be used to make informed, autonomous decisions
• Can be translated into relevant behaviour change

2. Motivation

• Impact of social norms and peer pressure
• Perceived vulnerability to negative outcomes
• Perceived opportunity for positive outcomes
•  Emotional motivation: a person’s level of comfort or discomfort with sexuality 

(e.g., feelings of self-acceptance and self-worth related to sexuality)
•  Personal motivation: beliefs and attitudes towards specific sexual health 

prevention or promotion acts
•  Social motivation: perceived social support or opposition for an individual’s 

enactment of a sexual health prevention or promotion behaviour 

3. Behavioural Skills

•  Translating information/knowledge and motivation/attitudes into intentions, 
confidence (i.e., self-efficacy), and behaviour conducive to sexual health and 
well-being (e.g., using condoms, dental dams, other barriers [e.g., gloves], 
and/or birth control)

•  Communication through ongoing conversation (e.g., discussing consent, 
setting sexual limits, expressing sexual preferences; understanding and 
expressing nonverbal communication)

•  Accessing resources/health services

4.  Environmental Factors (Understanding and engagement)

•  Awareness of the ways that social, cultural, economic, political contexts can 
negatively/positively affect sexual health and well-being

•  Strengthening capacity for self and group advocacy related to sexual health 
and well-being

•  Strengthening access to user-friendly, stigma-free sexual and reproductive 
health services
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UTILIZING THE IMB MODEL TO TRANSLATE THEORY INTO PRACTICE

The IMB model specifies that for sexual health education to be 
effective it must:

1
provide information that is directly relevant to sexual health and well-
being,

2
develop the motivational factors (individual attitudes/social norms) that 
influence sexual health behaviour, and

3
teach the specific behavioural skills that are needed to protect and 
enhance sexual health and well-being (Figure 2).

The three key elements of the IMB model1,2,3 and research support for the 
model are described in more detail below.

Figure 2:  The Information, Motivation, Behavioural Skills Model for 
the Enhancement of Sexual Health and Well-Being and the 
Prevention of Negative Sexual Health Outcomes

Note:  Adapted from Fisher, W.A., & Fisher, J.D. (1998). Understanding and promoting 
sexual and reproductive health behavior: Theory and method. Annual Review of Sex 
Research, 9,39-76.

BehaviourBehavioural
Skills

Information

Motivation
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INFORMATION

To be effective, comprehensive sexual health education 
programs should provide evidence-based information that is 
relevant and easy to translate into behaviours that enhance 
sexual health and prevent negative outcomes. 
Information about the contexts in which individuals will be engaging in the 
specific behaviours and how to navigate these contexts is also important 
(e.g., identifying potential barriers to access for sexual health services and 
strategies for self-advocacy).

The information provided in sexual health education programs should be: 

Directly relevant to the  
behavioural objective

Easy to translate into the 
behavioural objective

Example: If the objective is to 
increase contraceptive use, 
information directly relevant to 
achieving this objective would 
include informing a person about 
how a specific form of birth control 
works, how it is used effectively, 
how it can be accessed, what 
barriers they may face in accessing 
it, how to navigate those barriers, 
how it can be paid for, and how it 
can be discussed with a health care 
provider and with a partner.

Example: If the objective of a sexual 
health education program is to 
encourage STI testing, creating a 
directory of local, user-friendly, and 
accessible sexual and reproductive 
health services or resources is 
information that a person can use 
to engage in that behaviour.
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MOTIVATION

Even people who receive sexual health information that is easy to translate 
into behaviour need motivation to act on what they have learned. 

In order for sexual health education programs to achieve their objectives, 
program planners and educators should also focus on the motivations for 
potential change.

Motivations that influence sexual health and well-being behaviour typically 
take three forms:

Emotional motivation Personal motivation Social motivation

Someone’s emotional 
responses to sexuality 
(i.e., their degree of 
comfort or discomfort) 
as well as their response 
to specific sexual health-
related behaviours may 
influence whether or not 
they take the necessary 
actions to translate 
their knowledge into 
behaviour. People with 
negative emotional 
responses to sexuality 
are less likely to 
communicate with 
others about a sexual 
health issue. 

Example: If a program 
aims to help parents 
increase their ability 
to provide high quality 
sexual health education 
to their children, having 
parents examine their 
emotional responses 
to sexuality could be 
beneficial. 

A person’s attitudes 
and beliefs about a 
specific sexual and 
reproductive health 
behaviour strongly 
influence whether that 
person engages in that 
behaviour. 

Example: If the 
objective of a program 
is to increase the 
capacity for individuals 
to have consensual and 
respectful relationships, 
then it is important for 
people to examine their 
beliefs as well as their 
attitudes about sexual 
communication and 
consent. A person who 
has positive attitudes/
beliefs about the 
importance of consent 
is more likely to bring it 
up and discuss consent 
with partners.

A person’s beliefs 
regarding social norms 
(i.e., their perceptions of 
social support pertaining 
to relevant sexual and 
reproductive health 
behaviour) also influence 
their likelihood of acting 
on the program content 
they receive. 

Example: Sexual health 
education programs 
that focus on increasing 
self-acceptance among 
LGBTQI2SNA+ people 
could examine perceived 
social support for 
coming out. Young 
people who are in the 
process of questioning, 
understanding, and 
affirming their sexual 
orientation or gender 
identity are more likely 
to come out if they 
perceive their social 
group as supportive 
of LGBTQI2SNA+ 
individuals and identities. 
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BEHAVIOURAL SKILLS

Individuals who have the relevant information and motivation still may 
not engage in specific behaviours targeted by sexual health education 
programs if they lack the skills needed to enact the behaviours. 

It is essential to teach the behavioural skills needed to 
accomplish objectives related to potential behaviour change. 
For example, sexual health education programs for children with 
objectives related to reducing the risk of exploitation and abuse need to 
teach children the specific behavioural skills for disclosing inappropriate 
touch to trusted adults.

Behavioural skills related to sexual and reproductive health consist of the 
following:

The practical skills  
to engage in the behaviour

The self-efficacy  
to engage in the behaviour

This involves problem solving, 
effective communication, and the 
ability to evaluate ideas. 

Example: A person who can benefit 
from HIV pre-exposure prophylaxis 
(PrEP) can learn the practical skills 
for accessing and properly using 
the medication. They can also learn 
the skills needed to advocate for 
themselves and others in accessing 
resources when social barriers are 
present (e.g., when providers do 
not initiate STI testing or access 
to prevention strategies because 
individuals are perceived to be 
“not at risk” based on assumptions 
about their sexual identities and 
relationships).

This includes a person’s belief in 
their ability to successfully manage 
a situation, accomplish a task, have 
healthy conversations with a partner, 
locate and access services etc.

Example: A person must feel 
confident in their ability to have 
discussions regarding condom, 
dental dam, or other barrier use 
and/or consent with a partner 
in order to engage in these 
discussions. 

Example: A teacher must feel 
confident in their ability to teach 
the curriculum to their students and 
communicate with students when 
they pose questions in order to 
provide high quality comprehensive 
sexual health education. 
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RESEARCH SUPPORT FOR THE IMB MODEL

The IMB model is well supported by evaluation research demonstrating 
its effectiveness as the foundation for a range of sexual health promotion 
interventions, targeting STI/HIV prevention,3,14,15,16 contraceptive use,17 HPV 
vaccine uptake,18 HIV treatment adherence,14 and indicators of sexual well-
being.19

Evidence of the IMB model’s applicability and effectiveness has been 
demonstrated in different populations including young adult women20 
and men,21,22 low income youth,15 racial minority youth,23 adolescent girls,24 
lesbian, gay, bisexual, and trans youth,19 incarcerated youth,25 men who have 
sex with men,16 commercial sex workers,26 and women who have experienced 
intimate partner violence.27

Table 2 provides examples of how the IMB components would apply to 
programs targeting seven different behavioural objectives that are linked to 
the overall goals of comprehensive sexual health education : 1) increasing 
the use of condoms, dental dams, or other types of barriers, 2) increasing STI 
testing, 3) accessing the human papillomavirus (HPV) vaccine, 4) increasing 
awareness and use of PrEP and post-exposure prophylaxis (PEP) for HIV 
prevention, 5) obtaining/discussing consent for sexual activity with partners, 
6) building capacity for educators to teach a comprehensive sexual health 
education curriculum, and 7) increasing capacity for seeking support 
following sexual assault.
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TABLE 2:  INFORMATION-MOTIVATION-BEHAVIOURAL SKILLS FOR SEXUAL HEALTH 
ENHANCEMENT/NEGATIVE OUTCOME PREVENTION

OBJECTIVE 1: 
Increase condom use, dental dam use, or other barrier use to prevent STI 
transmission

INFORMATION

Acquire 
knowledge 
relating to:

• Basic information regarding anatomy, physiology, STIs, 
and pregnancy 

• STI risk behaviours and transmission
• Effectiveness of condoms, dental dams, and other barriers 

in preventing STI transmission or acquisition
• What a condom is, what a dental dam is, what other types 

of barriers are (e.g., gloves)
• Where to access condoms, dental dams, and other 

barriers (including free and low-cost options)
• How to use a condom, dental dam, and other barriers, 

correctly (e.g., checking expiration dates, applying and 
removing barriers, storage of condoms, dental dams, and 
other barriers)

• How to discuss condom, dental dam, or other type of 
barrier use with a partner

• Keeping condoms, dental dams, and other barriers 
available 

• Comfortable and pleasurable condom, dental dam, or 
other type of barrier use

MOTIVATION

Discuss/
Address:

• Target audience’s vulnerability to STIs 
• Ideas/beliefs about personal responsibility/safety
• Ideas about sexual scripts and gender norms that impact 

condom, dental dam, and other type of barrier use
• Individual/peer/public attitudes/norms towards using or 

not using condoms, dental dams, or other barriers
• The specific benefits of condom, dental dam, or other 

type of barrier use to the individual 
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OBJECTIVE 1: 
Increase condom use, dental dam use, or other barrier use to prevent STI 
transmission

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• How to access condoms, dental dams, and other types of 
barriers

• How to discuss condom, dental dam, and other types of 
barrier use with a partner

• Scripting unilateral use of a condom, a dental dam, or 
other type of barrier 

• How to use a condom, dental dam, or other type of 
barrier (e.g., opening the package, putting a condom on, 
taking it off; placing the dental dam over a partner’s vulva 
and/or anus so that it creates a barrier between the mouth 
and the genitals)

• Skills for pleasurable condom, dental dam, and other type 
of barrier use (e.g., assessing condom fit, placing lube on 
the inside of the condom or dental dam)

• How to discuss and engage in alternative types of sex 
if no condom, dental dam, or other type of barrier is 
available

OBJECTIVE 2: 
Increase STI testing

INFORMATION

Acquire 
knowledge 
relating to:

• STI risk behaviours, transmission, and acquisition 
• Asymptomatic nature of STIs
• Destigmatising STIs and STI testing 
• The types and effectiveness of STI tests and their window 

periods
• How to access STI screening, testing, and prevention 

services
• The standards of confidentiality when accessing sexual 

health services
• Benefits of testing for oneself and one’s partner(s)
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OBJECTIVE 2: 
Increase STI testing

MOTIVATION

Discuss/
Address:

• Target audience’s vulnerability to STIs 
• Ideas/beliefs about personal responsibility/safety
• Ideas/beliefs around STI testing and stigma
• Positive peer/public attitudes/norms towards STI testing
• Post-screening/post-testing peace of mind

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• Locating and accessing STI testing services
• Obtaining psychological support after receiving a positive 

diagnosis
• Communicating results to partners

OBJECTIVE 3: 
Accessing HPV Vaccination

INFORMATION

Acquire 
knowledge 
relating to:

• What is HPV
• How HPV is transmitted
• HPV prevalence
• HPV and risk of cancer
• Who should have the HPV vaccine and at what ages
• Who is eligible for free vaccines
• HPV vaccine effectiveness and side effects
• Where to access the vaccines
• Insurance coverage and/or communication regarding 

financing

MOTIVATION

Discuss/
Address:

• Personal/parental/institutional/societal attitudes towards 
getting vaccinated

• Perceptions of social support for getting vaccinated

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• Discussing HPV vaccination with providers, parents, 
partners

• Accessing vaccination funding if necessary and options 
for financial support

• Navigating HPV vaccination process
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OBJECTIVE 4: 
Increasing awareness and use of PrEP and PEP for HIV prevention

INFORMATION

Acquire 
knowledge 
relating to:

• The purpose and role of PrEP and PEP in preventing HIV 
• How PrEP and PEP work
• Effectiveness of PrEP and PEP
• Recommendations for PrEP and PEP use
• Importance of STI testing and safer sex practices in 

conjunction with PrEP/PEP use
• How to access PrEP and PEP 
• Cost, insurance, and healthcare coverage

MOTIVATION

Discuss/
Address:

• The advantages/benefits of PrEP/PEP in preventing HIV 
infection

• The importance of adherence (taking PrEP and PEP 
exactly as prescribed) to maximize effectiveness

• Personal/institutional/societal attitudes towards PrEP and 
PEP

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• Locating and accessing PrEP or PEP from appropriate 
settings/healthcare providers

• Initiating discussions regarding PrEP or PEP in healthcare 
settings and with healthcare providers

• Initiating discussions and maintaining open dialogue 
regarding PrEP with partners

OBJECTIVE 5: 
Obtaining/discussing partner consent to sexual activity

INFORMATION

Acquire 
knowledge 
relating to:

• General and legal definitions of clear, affirmative consent 
and sexual assault

• Factors that contribute to non-consensual sexual activity
• Understanding nonverbal communication 
• Discussion of consent within relationships (e.g., consent 

should not be assumed just because people are already in 
a relationship)

• Communication skills needed to establish shared interest 
and mutual understanding of desired sexual behaviours
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OBJECTIVE 5: 
Obtaining/discussing partner consent to sexual activity

MOTIVATION

Discuss/
Address:

• Personal attitudes towards the importance of clear, 
affirmative consent

• Ideas/beliefs about personal responsibility to ensure the 
safety of others

• Ideas about perceived social support for obtaining clear, 
affirmative consent

• Perceived costs and benefits of clear, affirmative consent
• Personal comfort and competency in navigating 

conversations related to sexual behaviours, interests, and 
boundaries.

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• Bringing up and discussing/communicating own consent 
and obtaining consent from partners (e.g., personal script 
for obtaining/giving consent) 

• Assessing verbal and nonverbal consent skills throughout 
the sexual encounter to ensure there is unambiguous, 
ongoing, clear, affirmative consent

• Bringing up and discussing shared interest and mutual 
understanding of desired sexual behaviours

OBJECTIVE 6: 
Building capacity for educators to teach a comprehensive sexual health 
education curriculum 

INFORMATION

Acquire 
knowledge 
relating to:

• Sexual health and well-being
• Guidelines for comprehensive sexual health education
• Importance of comprehensive sexual health education for 

target audience and their right to receive comprehensive 
sexual health education 

• Understanding of curriculum specifications
• Where to access resources and professional development 
• How to develop lesson plans 
• How to answer student questions 
• How to enhance confidence and comfort discussing 

sexual health topics
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OBJECTIVE 6: 
Building capacity for educators to teach a comprehensive sexual health 
education curriculum 

• How to deliver inclusive materials for individuals with a 
range of identities, biological differences, and abilities 

• Effective teaching strategies for sexual health topics
• Strategies for dealing with parent/student discomfort
• How to communicate and discuss sexual health and well-

being with target audience

MOTIVATION

Discuss/
Address:

• Perceived personal/parental/societal attitudes and values 
towards sexual health education 

• Perceived professional support for delivering curriculum 
• Perceived barriers and facilitators to curriculum 

implementation
• Ideas and beliefs about professional responsibility
• Personal comfort and competency with delivering 

materials for individuals with a range of identities, 
biological differences, and abilities

• Identifying personal biases that may impact comfort 
delivering materials

• The link between sexual health education and sexual 
health and well-being as a motivation enhancer

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• How to develop a lesson plan
• Teaching strategies
• Dealing with parent/student discomfort
• How to communicate and discuss sexual health and well-

being with target audience 
• How to deliver materials for (and how to support) 

individuals from a range of identities, biological 
differences, and abilities
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OBJECTIVE 7: 
Increasing capacity to seek support following sexual assault 

INFORMATION

Acquire 
knowledge 
relating to:

• General and legal definitions of clear, affirmative consent 
and sexual assault

• Healthy, unhealthy, and abusive relationships
• Stereotypes and myths related to sexual coercion/assault 

(e.g., victim blaming, self-blame)
• Available supports and services (e.g., personal, 

community, medical, legal)
• Barriers to receiving help
• Importance of disclosing to well-being
• Confidentiality 
• Reporting and the legal system
• Counseling 
• Strategies for supporting a person who discloses sexual 

coercion/assault

MOTIVATION

Discuss/
Address:

• Perceived societal support for seeking sexual assault 
resources

• Perceived support of family and peers to seek out sexual 
assault services

• Perceived support for accessing legal (e.g., police) and 
healthcare (e.g., sexual assault centre, hospital) services 
related to sexual assault

BEHAVIOURAL 
SKILLS

Practicing and 
applying the 
knowledge on:

• How to report sexual assault (e.g., within the legal system, 
healthcare system)

• How to access various supports and services
• Dealing with emotional barriers to reporting/disclosing
• How to respond to a person’s disclosure in a supportive 

capacity

ADDITIONAL THEORETICAL MODELS FOR THE DEVELOPMENT OF 
COMPREHENSIVE SEXUAL HEALTH EDUCATION PROGRAMS

There are a number of other well-tested and empirically supported 
theoretical models (described below) that can provide a solid foundation 
for the development of comprehensive sexual health education programs. 
However, it is important to note that models that address information or 
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motivation alone (without attending to behavioural skills) are often insufficient 
to equip individuals to initiate and maintain patterns of sexual health 
behaviour.1,2,3

SOCIAL-COGNITIVE THEORY

Evaluation research indicates that health interventions informed by Social-
Cognitive Theory (SCT) can help to enhance sexual health and well-being.28,29,30,31 
SCT6 suggests that people learn from one another by observation, imitation, 
and modelling. The theory provides a framework for understanding, predicting, 
and changing human behaviour and several of the components overlap with 
the IMB model. SCT identifies human behaviour as an interaction of personal, 
environmental, and behavioural factors (Figure 3). 

Figure 3: Social Cognitive Theory Factors

PERSONAL
FACTORS
e.g., knowledge, 
understanding, 
expectations,
attitudes

HUMAN
BEHAVIOUR 

BEHAVIOURAL
FACTORS
e.g., skills, 
practice,
self-efficacy

ENVIRONMENTAL FACTORS
e.g., social norms, 
influence of others
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Social Cognitive Theory can be applied to sexual health education in several 
ways. For example, researchers applied SCT in an HIV and STI reduction 
intervention program at three public STI clinics.31 The program activities targeted 
personal factors such as knowledge of condom use, and behavioural factors 
such as condom use self-efficacy, and how to discuss safer sexual behaviours 
with a partner. Consistent with SCT, developing an understanding about 
effective condom use and enhancing condom use self-efficacy was linked to 
higher condom use with a partner at a three-month follow-up.

TRANSTHEORETICAL MODEL

The Transtheoretical Model has provided the basis for effective STI and 
pregnancy prevention interventions32,33 and the enhancement of sexual 
well-being.34 This model considers behaviour change as a process rather 
than as an isolated event. According to the model, individuals participating 
in behaviour change interventions should be guided through a five-stage 
continuum:9 

1
PRECONTEMPLATION:  
little or no intention to change the  
behaviour in the near future

2
CONTEMPLATION:  
intention to change behaviour in the  
near future (e.g., within the next 6 months)

3

PREPARATION:  
intention to take steps to changes  
(e.g., buying condoms or dental dams with  
the goal of introducing the condoms or  
dental dams into the sexual interaction)

4
ACTION:  
engaging in the health behaviour  
(e.g., using the condoms or dental dams during sexual interactions)

5
MAINTENANCE:  
consistent practice of desired health behaviour (e.g., consistent 
condom or dental dam use) over a period of 6 months or longer



Canadian guidelines for Sexual Health Education 53

The Transtheoretical Model has also shown promise for use in programs that 
aim to reduce the risk of dating violence among high school students.35 For 
example, students completed an intervention focused on progress through 
the stages of change for using healthy relationship skills and skills for keeping 
oneself safe in a relationship. Those who completed the intervention were 
less likely to report several types of dating violence and more likely to report 
using healthy relationship skills compared to a group who did not complete 
the program.

THEORY OF REASONED ACTION AND THEORY OF PLANNED BEHAVIOUR

The Theory of Reasoned Action (TRA) and Theory of Planned Behaviour (TPB) 
are two related models that identify overlapping constructs as resulting in 
behaviour change. Both are well-tested and have provided the theoretical basis 
for effective interventions targeting STI prevention and condom use.36,37,38

The TRA is a theory that focuses on an individual’s intention to behave a certain 
way.5,8 This intention is determined by one or both of two major factors: 

ATTITUDE SUBJECTIVE NORMS
the individual’s positive or negative 
feelings towards performing a 
specific behaviour

an individual’s perception of social 
norms regarding the sexual health 
behaviour

The TPB is an extension of the TRA. The TPB proposes that behavioural 
intentions are a result of attitudes toward a behaviour, subjective norms 
toward the behaviour, and perceived behavioural control or the feeling that 
the individual can indeed perform the behaviour in question (i.e., self-efficacy). 
Research and interventions framed by the TPB have demonstrated the theory’s 
applicability when targeting condom use among adolescents36,39 and adults.38 
Research suggests that TPB constructs also predict HPV vaccine uptake among 
young adult women.37

The TRA and TPB have been incorporated into online multi-media programs 
to reduce unintended pregnancies and STIs among women.40 For example, 
women who completed an interactive online program had more positive 
attitudes regarding communication with their partner and healthcare 
provider, increased self-efficacy for preventing pregnancy, and expressed 
greater intentions to use a contraceptive method and engage in STI risk 
reduction strategies.
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Planning, Delivery, and 
Evaluation of Comprehensive 
Sexual Health Education

The purpose of this section is to assist with the process of planning, delivering, 
and evaluating new comprehensive sexual health education programs. 

TWO APPROACHES ARE PRESENTED: 

The first is a basic assessment and 
planning, delivery, and evaluation 
framework that may be useful for 
programs that are relatively limited 
in scope and objectives.

The second approach, Intervention 
Mapping, is an extensive, detailed 
framework better suited to 
programs that are greater in scope, 
include multiple objectives, and 
have access to more resources. 

These approaches are introduced here to illustrate the assessment and 
planning, delivery, and evaluation process as it applies to the creation of new 
programs. Aspects of both approaches can be used to assess and modify 
programs that are already in place. 

A starting point for assessing existing programs is to assess the extent 
to which an education program or curriculum is consistent with the Core 
Principles of Comprehensive Sexual Health Education. A sample checklist to 
assess existing programs in relation to the Core Principles is provided below.
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GUIDELINES

EXISTING SEXUAL HEALTH EDUCATION PROGRAMS AND CURRICULUMS SHOULD BE 
EVALUATED TO ASSESS THE EXTENT TO WHICH THEY ARE CONSISTENT WITH THE CORE 
PRINCIPLES OF COMPREHENSIVE SEXUAL HEALTH EDUCATION  

Sexual health education programs and curriculums that are found to be 
inconsistent with the Core Principles should be modified accordingly. 
Existing programs and curriculums should also be evaluated with respect 
to their effectiveness in reaching their stated objectives.   

TO ENSURE AND MAINTAIN EFFECTIVENESS, SEXUAL HEALTH EDUCATION PROGRAMS 
SHOULD USE–AT MINIMUM–A BASIC PROCESS THAT INCLUDES THREE DISTINCT STEPS: 
ASSESSMENT AND PLANNING, DELIVERY, AND EVALUATION (SEE FIGURE 1)  

This approach is useful for programs that have limited program objectives 
or are limited in scope and resources. 

THE ASSESSMENT AND PLANNING PHASE SHOULD IDENTIFY THE TARGET AUDIENCE’S 
SEXUAL HEALTH EDUCATION NEEDS WITH RESPECT TO INFORMATION, ATTITUDES/
MOTIVATION, AND BEHAVIOURAL SKILLS  PROGRAM AND EVALUATION GOALS SHOULD 
ALSO BE ESTABLISHED 

For example, questionnaires can be used to assess the target audience’s 
current level of information, motivation, and behavioural skills concerning 
specific aspects of sexual health and well-being. 

IN THE DELIVERY PHASE, PLANNERS AND EDUCATORS SHOULD PROVIDE PROGRAM 
ACTIVITIES AND MATERIALS THAT ARE BASED ON THE ASSESSMENT FINDINGS, THE 
IDENTIFIED GOALS/OBJECTIVES, AND EVIDENCE-BASED RESEARCH AND THEORY  

Programs should address the gaps in the target audience’s sexual health 
and well-being needs. 
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EVALUATION MEASURES SHOULD BE USED TO DETERMINE IF A SEXUAL HEALTH 
EDUCATION PROGRAM HAS BEEN SUCCESSFUL IN REACHING ITS STATED OBJECTIVES  

Evaluation results enable program planners to identify strengths and 
weaknesses in a sexual health education program so that, if necessary, 
modifications may be made to increase the program’s effectiveness.

INTERVENTION MAPPING PROVIDES AN EXTENSIVE AND DETAILED PROCESS 
FRAMEWORK FOR THE DEVELOPMENT OF THEORY- AND EVIDENCE-BASED HEALTH 
PROMOTION PROGRAMS  

The Intervention Mapping process consists of six steps:

1 Needs assessment; 

2 Specifying programme outcomes; 

3
Selecting theory- and evidence-based intervention methods and 
practical applications; 

4 Designing and organizing the program; 

5 Specifying adoption and implementation plans; and

6 Generating an evaluation plan. 

This framework may be useful for programs that are larger in scope or have 
multiple objectives.
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THE CORE PRINCIPLES OF COMPREHENSIVE SEXUAL HEALTH EDUCATION:  
A CHECKLIST FOR EVALUATING EXISTING PROGRAMS/CURRICULUMS

The following checklist, adapted from the Core Principles of 
Comprehensive Sexual Health Education, can be utilized as a basic method 
to evaluate existing sexual health education programs and curriculums. 
The checklist can be adapted to correspond to a program’s audience and 
specific stated objectives.

The sexual health education program/curriculum:

•  Is equally accessible to all members of the intended audience, addresses 
the audience’s specific learning needs, and is culturally-sensitive 

•  Respects/promotes human rights including autonomous decision-
making and respect for the rights of others

• Is scientifically accurate and uses evidence-based teaching methods

•  Is broadly-based in scope and depth and addresses the range of topics 
relevant to program/curriculum objectives

•  Is inclusive of the identities and lived experiences of LGBTQI2SNA+ people

•  Promotes gender equality and the prevention of sexual and gender-
based violence

•  Incorporates a balanced approach to sexual health promotion that 
includes the positive aspects of sexuality and relationships, as well as 
the prevention of outcomes that can have a negative impact on sexual 
health and well-being

•  Is responsive to and incorporates emerging issues related to sexual 
health and well-being (e.g., addresses media/digital literacy skills)

•  Is provided by educators who have the knowledge and skills to deliver 
the program or curriculum and who receive administrative support to 
deliver it

•  Includes an assessment and planning, delivery, and evaluation process 
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BASIC PRINCIPLES OF ASSESSMENT AND PLANNING, DELIVERY, AND 
EVALUATION

In order to be effective, even relatively brief sexual health 
education initiatives/programs need to employ a basic 
assessment and planning, delivery, and evaluation process.

The three steps summarized below provide an outline of how to engage 
in this process (see Figure 1). In each step, the information-motivation-
behavioural skills (IMB) model1,2,3 (used to illustrate the components of 
comprehensive sexual health education; see Goals and Key Components) is 
applied to provide an example of how theoretical models can be used in the 
development, creation, and evaluation of sexual health education programs. 

Figure 1:  Three Step Process for Comprehensive Sexual Health 
Education

Assessment 
and Planning

Assess the target 
population's 
sexual health 
education needs 
and establish 
program and 
evaluation goals

Delivery

Use evidence-based 
strategies/techniques 
to deliver relevant and 
appropriate sexual 
health education

Information from the evaluation 
is used to form the next version 
of the program 

Evaluation

Measure the 
effectiveness of 
the program in 
relation to its 
stated objectives 
and identify areas 
that require 
modification
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STEP 1: ASSESSMENT AND PLANNING

ASSESSMENT

• Assess the target population’s sexual health education needs 
   Effective sexual health education programs are based on a broad 

assessment and understanding of individual, community, and social 
needs.

   A needs assessment examines conditions within a community or target 
audience to determine the nature, depth, or scope of audience needs. 
This process involves collaboration with persons for whom the program is 
intended to be delivered.

   When possible, a community-based approach should be used to gather 
assessment information (i.e., engage meaningfully with the target 
audience to better understand what their specific needs are).

   Program planners should consider conducting a needs assessment, and/
or a feasibility study (i.e., a study to assess the practicality of the program). 
Information from a needs analysis and a feasibility study will provide 
planners with information on what kind of programming is needed, and if 
the program is appropriate in terms of timing, resources, and audience.

•  Determine baseline data related to specific sexual health attitudes, beliefs, 
social norms, knowledge, motivation, behaviours, and community-based 
outcomes. This can be completed using a variety of methods: e.g., existing 
data, focus groups, interviews, or surveys administered to a representative 
sub-sample of the target population.

•  Use the information obtained in the assessment to establish specific program 
objectives.
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STEP 1: ASSESSMENT AND PLANNING

PLANNING

•  There are two kinds of planning that need to be considered: planning the 
program itself (i.e., the activities) and planning the evaluation of the program.

•  Program planning should incorporate evaluation into the early planning 
stages. Careful program evaluation ensures that learning outcomes are 
clearly defined from the outset and are being met over time, which in turn 
can guide program delivery and modification. Program planning and design 
should be based on the current research, other program evaluations, and 
assessment of need.

•  Determine the activities (using best practices, evidence-informed strategies, 
and information), outputs, and methods for collecting data.

•  Determine methods for completing the analysis for outcomes (short, medium, 
and/or long-term). 

•  Determine roles and responsibilities with stakeholders.
•  Develop a logic model or evaluation plan and ensure all necessary 

stakeholders are in agreement with the plan. The plan needs to be 
reasonable, feasible, and acceptable to stakeholders.

•  Ensure that educators and program facilitators have appropriate training 
to implement the program and ensure that the program is implemented 
similarly across all educators and facilitators.

•  Determine how the program will be evaluated. Program delivery evaluation 
consists of several forms, including process and outcome evaluation.

   The purpose of process evaluation is to improve the operation of an 
existing program and focuses on what the program does and for whom.

   The purpose of outcome evaluation is to assess the impact of a program 
and focuses on examining the changes that occurred as a result of the 
program and whether it is having the intended effect on stated objectives.

   The plan for evaluation should be built into the overall program plan, prior 
to its actual launch. This is especially important for outcome evaluation. 
In order to determine whether a program made a difference or not, there 
needs to be an understanding of how things were before the program was 
implemented (e.g., knowledge, attitudes, beliefs).
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EXAMPLE

A needs assessment at a university campus might identify that LGBTQI2SNA+ 
students report experiences of discrimination and marginalization. Therefore, 
one program objective may be to enhance acceptance of gender and sexually 
diverse individuals. 
In the assessment phase, a sub-sample of students may be selected to fill out a 
questionnaire to measure their: 
•  Knowledge related to the diversity of sexual and gender identities and 

expressions (information); 
•  Attitudes, perceptions, and social norms related to sexual and gender 

identities and expressions (motivation); and 
•  Skills and confidence in their own ability to identify and communicate about 

instances of homophobia, transphobia, etc. (behavioural skills).

STEP 2: DELIVERY

•  Implement the sexual health education program based on the assessment 
findings and stated objectives.

•  Incorporate evidence-based program materials.
•  Apply theory-based components to achieve program objectives. 
•  For each target group, address where gaps exist in relation to the program 

objectives and needs of the individual.
•  Use available assets to reach program objectives (e.g., community 

partnerships, physical structures, or locations where programs take place).
•  Monitor program activities according to program design.
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EXAMPLE

If the assessment phase of an intervention determined that seniors were at 
increased risk for STIs, the intervention phase may be designed to increase the 
use of barriers among seniors. 
The intervention would be designed to:
•  Fill knowledge gaps among the target group (information); 
•  Reinforce the group’s personal views about barrier use and help them to 

personalize the risks of STIs (motivation); and 
•  Incorporate role-playing exercises to help individuals learn how to negotiate 

barrier use with partners and how to use a barrier (behavioural skills).

STEP 3: EVALUATION

•  Evaluation is required to determine whether the program achieved its 
objectives. Therefore, evaluation methods should directly target the specific 
objectives outlined in the assessment and planning phase.

•  Evaluation research enables program planners to identify strengths and 
weaknesses in the program so that, if necessary, modifications may be made 
to increase the program’s effectiveness.

•  Evaluation should also include a mechanism to capture any unintended 
outcomes that emerge separately from the stated objectives of the program. 
Such unintended outcomes may also identify particular strengths and 
weaknesses in the program that are not revealed by an analysis of just the 
stated objectives.

•  It is important for program planners to consider and address factors that can 
have an impact on the validity of the evaluation findings. 

   When possible, the evaluation of new programs should include a control 
group to ensure that observed changes are actually the result of the 
program and not the result of external influences. 
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STEP 3: EVALUATION

   When there is a control group, program planners can ensure that all 
individuals in the target audience receive the potential benefits of the 
program by providing a modified/improved version of it to the control 
group after the evaluation process is completed (i.e., a staggered 
implementation approach). 

   Using different types of measures (quantitative and qualitative) can 
increase confidence in the evaluation data.

   It is also necessary to document the extent and quality of the program 
implementation (i.e., process evaluation). If a program fails to meet its 
objectives, it is important to know whether it was a result of the core 
components of the program, or as a result of other factors (e.g., whether 
the program was not implemented as planned, a lack of sensitivity/
specificity of the assessment measures, a poorly conducted evaluation).

•  Program planners should carefully consider if their evaluation procedures 
require review from a research ethics board. For example, projects that 
involve a staggered implementation approach or control groups should 
be assessed to ensure that no potential harms can result from using these 
evaluation procedures.

EXAMPLE

The evaluation phase of a community-based sexual health education program 
focusing on HPV-related cancer prevention might include the following steps: 
•  Determining specific and measurable program objectives, in this case: 
 1)  Increasing HPV-related knowledge
 2)  Increasing HPV-prevention behaviours
•  At the beginning of the program, participants would complete a 

questionnaire that assesses:
   Their knowledge of the prevalence, causes and preventive measures 

associated with HPV-related cancer (information),
   Their personal attitudes towards taking the necessary precautions to 

reduce their risk of HPV-related cancer (motivation,) and
   Their perceived ability and skills to change risk behaviours (e.g., barrier 

use) and seek screening/ vaccination services to reduce the risk of HPV-
related cancer (behavioural skills).
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EXAMPLE

•  The questionnaire could directly assess the occurrence and frequency of 
risk behaviours (e.g., barrier-free oral, anal, or vaginal sex). In this case, the 
questionnaire should ask the participants whether they have been screened 
for cervical or anal cancer and, if so, how frequently and determine whether 
the participants have received the HPV vaccine.

•  Use a staggered implementation approach: randomly split individuals (or 
any other units receiving the program, such as classes or schools) that have 
completed the questionnaire into two groups: 

 1)  A control group that does not receive the new sexual health education 
program (or receives a standard version of the program, until evaluation 
has been completed) and

 2)  An intervention group that does receive the program. 
•  As part of the evaluation process, the questionnaire would be re-

administered to both groups after the program has been completed to 
measure the extent of change in each targeted area in order to determine 
program effectiveness.

•  Program planners would review the results in order to identify parts of the 
program that require modification. The control group would then receive a 
modified/improved version of the program.

INTERVENTION MAPPING

Intervention Mapping provides a process framework for the development 
of theory- and evidence-based health promotion and disease prevention 
programs.4,5 Intervention Mapping is a logical process involving a series 
of sequential and iterative steps that guide development of evidence- and 
theory-based interventions. 

Intervention Mapping uses a structured and detailed planning 
process to ensure that interventions are grounded in the needs of 
target audiences, informed by theory and evidence, and sensitive to 
the organizational, environmental, and cultural contexts in which they 
are embedded.6
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The Intervention Mapping approach has been used to plan and develop a 
range of health promotion interventions and can be used for sexual health 
education programs with a wide variety of objectives. 

Intervention Mapping has been used to develop programs targeting:

•  increasing the quantity and quality of parent-child communication about 
sexuality6 

• promotion of STI testing among youth7

• HIV pre-exposure prophylaxis program implementation8 

•  creation of a website and web app to increase youth use of sexual health 
services9 

•  reduction of sexual orientation-based prejudice among high school 
students10

•  the selection and dissemination of evidence-based sexual health 
education programs.11

INTERVENTION MAPPING AND THE PROCESS OF PROGRAM DEVELOPMENT

1  NEEDS ASSESSMENT

Meaningfully engage with community members and other stakeholders to 
identify the health issue or education need and the individual or environmental 
factors that contribute to it. 
For example, sexual health related statistics on the population group in question 
can help to identify the need for a sexual health education program. Focus 
group sessions and needs assessment questionnaires can identify the specific 
educational needs of the group.

2  IDENTIFICATION OF GENERAL PROGRAM GOALS AND SPECIFIC OBJECTIVES
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Based on the needs assessment, program planners, in consultation with key 
stakeholders, identify what they hope will change as a result of the sexual health 
education program. 
•  What do individuals need to learn? 
•  What information, attitudes, and or behavioural skills need to be targeted? 
•  If the program will specifically target environmental factors outside of 

the individuals’ control, what must be changed in the environment for the 
program to achieve its objectives? 

•  In sum, what are the determinants of individual and community change?

3  SELECTION OF APPROPRIATE THEORETICAL MODEL(S) AND STRATEGIES

Select a theoretical model that best matches the specific sexual health education 
program objectives (e.g., IMB model, Social Cognitive Theory, Theory of Planned 
Behaviour). 
The selected theoretical model can then be used to develop and inform the 
strategies/methods that will be used to achieve the specific program objectives.

4  DESIGN OF PROGRAM

Program planners organize the strategies/methods into a realistic deliverable 
program feasible for the target audience and setting.

5  DEVELOPMENT OF PROGRAM IMPLEMENTATION PLAN

Develop an evidence-based plan for the adoption, implementation and 
sustainability of the program. 
•  This includes a specific schedule of interactions and information exchange 

between those who deliver the program and those who receive it.

6  DEVELOPMENT OF A PROGRAM EVALUATION PLAN

Generate an evaluation plan to measure the effect of the program in achieving 
the specific program objectives.
Process evaluations can also be useful in determining the ways the program can 
be improved the next time it is delivered.
Conduct outcome and process evaluations. 
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Educators and Settings for  
the Provision of Comprehensive  
Sexual Health Education

 

In order to be accessible to all people in Canada, multiple 
sectors of society need to participate in the delivery of 
comprehensive sexual health education. 

This section identifies key educators and settings that have important roles in 
ensuring equitable access to comprehensive sexual health education across 
the life span. A checklist of steps for providing brief sexual health education 
programs in diverse settings is provided below.

GUIDELINES

TO ENSURE THAT IT IS ACCESSIBLE TO ALL PEOPLE IN CANADA, COMPREHENSIVE 
SEXUAL HEALTH EDUCATION SHOULD BE PROVIDED IN, AND THROUGH, A RANGE OF 
RELEVANT SETTINGS  

These settings include: 
•  The home 
•  Schools, colleges, and universities
•  Public health units/departments
•  Health care settings (hospitals, public/community health clinics, primary 

care offices, college/university campus heath units/school nurse offices)
•  Short and long-term care facilities serving children, youth, adults, and 

seniors with disabilities or chronic illnesses
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•  Community-based organizations serving: seniors (e.g., long-term 
care); LGBTQI2SNA+ youth and adults; Indigenous people including 
First Nations, Inuit, and Metis communities; ethnocultural minorities, 
newcomers and immigrant communities; street-involved youth and 
adults, vulnerably-housed individuals, people who use drugs, and sex 
workers

•  Religious Institutions (e.g., churches, mosques, synagogues, temples)
•  Detention and correctional facilities

POLICY MAKERS SHOULD ENSURE THAT INDIVIDUALS AND GROUPS WORKING IN A 
RANGE OF RELEVANT SETTINGS ARE PROVIDED WITH THE RESOURCES AND TRAINING 
OPPORTUNITIES TO INCREASE THEIR CAPACITY TO DELIVER COMPREHENSIVE SEXUAL 
HEALTH EDUCATION 

These individuals and groups include: 
•  Parents, guardians, and extended family members
•  Community elders and other community leaders
•  Teachers, educational assistants, school nurses, counselors and other 

trained sexual health educators (e.g., teachers specifically trained 
to provide sexual health education; sexual health educators from 
community-based organizations) in schools

•  Public/community health department nurses, physicians, and educators
•  Primary health care physicians and nurses
•  Allied health professionals (e.g., midwives, doulas, physiotherapists, 

occupational therapists, psychologists, social workers) 
•  Health and education personnel working with children, youth, adults, 

and seniors with developmental, intellectual, and physical disabilities or 
chronic illnesses

•  Indigenous midwives/doulas and other health providers in First Nations, 
Inuit, and Metis communities

•  Personnel serving and working with seniors; LGBTQI2SNA+ people; 
ethnocultural minorities, newcomers, and immigrant communities; 
street-involved youth and adults, vulnerably-housed people, people 
who use drugs, and sex workers

•  Detention and correctional facility personnel
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PARENTS AND GUARDIANS SHOULD BE SUPPORTED IN THEIR ROLE AS SEXUALITY 
EDUCATORS OF THEIR CHILDREN 

Parents and guardians play a pivotal and complementary role in the sexual 
health education of their children. They provide guidance, communicate their 
values, and set behavioural expectations for their children related to sexuality. 

Parents and guardians should be supported through access to sexual 
health education resources designed for their needs. As such, the home is 
a key setting for important aspects of sexual health education which can 
complement comprehensive sexual health education provided in schools 
and other settings. Parents and guardians should have the opportunity 
to provide constructive input to schools on the sexual health education 
needs of their children.

PROVINCIAL/TERRITORIAL MINISTRIES OF EDUCATION SHOULD ENSURE THAT 
CHILDREN AND YOUTH RECEIVE AGE-APPROPRIATE SCHOOL-BASED COMPREHENSIVE 
SEXUAL HEALTH EDUCATION FROM THE BEGINNING OF ELEMENTARY SCHOOL TO THE 
END OF HIGH SCHOOL  

Every provincial/territorial ministry of education mandates that young 
people receive some form of education on sexual health. 

Since schools are the only formal educational institution to have 
meaningful (and mandatory) contact with nearly every young person, they 
are in a unique position to provide children, youth, and young adults with 
comprehensive sexual health education that gives them the knowledge, 
motivation, and skills they will need to make and act upon decisions that 
promote sexual health and well-being throughout their lives. 

It is, therefore, essential that schools provide sexual health education 
beginning in the early school years and continuing to the end of the high 
school years that is consistent with the Core Principles of Comprehensive 
Sexual Health Education.
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TEACHERS, EDUCATIONAL ASSISTANTS, SCHOOL NURSES, AND OTHER TRAINED SEXUAL 
HEALTH EDUCATORS IN SCHOOLS SHOULD HAVE ACCESS TO SUFFICIENT RESOURCES AND 
TRAINING OPPORTUNITIES TO PROVIDE COMPREHENSIVE SEXUAL HEALTH EDUCATION 

Teachers, educational assistants, school nurses, and other trained sexual 
health educators (e.g., teachers specifically trained to provide sexual 
health education) in schools play an essential role in the provision of 
comprehensive sexual health education to children and youth. 

Colleges and universities responsible for the pre-service training of school 
teachers, nurses, and other sexual health educators should be strongly 
encouraged to provide access to in-depth training on the provision of 
comprehensive sexual health education. 

Teachers, nurses, and other trained sexual health educators in schools 
who provide sexual health education should have access to sufficient 
resources to teach sexual health education effectively, in-service training, 
and continuing education opportunities to increase their capacity to teach 
comprehensive sexual health education effectively. 

This includes training on how to implement sexual health education 
curriculum with diverse populations (e.g., LGBTQI2SNA+ students) and 
to effectively teach students the media and digital literacy skills to access 
accurate and unbiased sexual health information online.

PROVINCIAL/TERRITORIAL MINISTRIES OF HEALTH SHOULD ENSURE THAT PUBLIC 
HEALTH UNITS/DEPARTMENTS ARE SUPPORTED IN PROVIDING COMPREHENSIVE 
SEXUAL HEALTH EDUCATION  

Public health units/departments across Canada provide a range of 
important sexual health promotion services (e.g., STI testing and 
prevention, provision of sexual health information). In providing these 
services, they are well-placed to deliver specifically targeted sexual health 
education to people of all ages who may lack access from other sources. 
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Provincial/territorial ministries of health should support public health units/
departments in providing comprehensive sexual health education. This 
should include providing public health unit/department nurses, educators, 
and other relevant personnel with opportunities for in-service and 
continuing education to increase their capacity to provide comprehensive 
sexual health education to the public.

PRIMARY HEALTH CARE PROVIDERS AND ALLIED HEALTH PROFESSIONALS SHOULD 
RECEIVE PRE- AND IN-SERVICE TRAINING TO FULFILL THEIR ROLES AS AUTHORITATIVE 
SOURCES OF SEXUAL HEALTH EDUCATION  

For many people in Canada, primary health care providers (e.g., physicians 
and nurses working in primary care offices, hospitals, public/community 
health clinics, college/university campus heath centres, and school nurse 
offices) are a preferred source of authoritative sexual health information. 

Allied health professionals who work in primary health-care settings (e.g., 
psychologists, social workers, occupational therapists, physiotherapists) are 
also in a position to provide specifically targeted sexual health education. 

Colleges and universities providing in-service training to primary healthcare 
providers should include sexual health education training consistent with 
the Core Principles of Comprehensive Sexual Health Education. In-service 
sexual health education training geared to specific health care settings 
should also be provided to primary healthcare providers. 

Training in best practices and competency to work with LGBTQI2SNA+ 
individuals and other marginalized populations is essential to ensure that 
these populations have access to and receive accurate, supportive, and 
affirming sexual health education that meets their specific learning needs.
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SHORT AND LONG-TERM CARE FACILITIES SERVING CHILDREN, YOUTH, ADULTS, AND 
SENIORS WITH DISABILITIES OR CHRONIC ILLNESSES SHOULD PROVIDE ACCESS TO 
COMPREHENSIVE SEXUAL HEALTH EDUCATION 

Children, youth, adults, and seniors with developmental, intellectual, and 
physical disabilities, as well as people with chronic illnesses, often lack 
access to sexual health education relevant to their specific needs. Every 
person has individual needs, strengths, and challenges. Comprehensive 
sexual health education should be adapted to clients’ specific learning 
needs. Personnel in these facilities can be provided with opportunities for 
in-service and continuing education to increase their capacity to provide 
comprehensive sexual health education. Staff should be trained to connect 
individuals to appropriate services. 

Colleges and universities providing pre-service training for front-line 
workers (e.g., caregivers, personal support workers, learning attendants) 
working with persons with developmental, intellectual, physical disabilities, 
and/or chronic illnesses should include sexual health training consistent 
with the Core Principles of Comprehensive Sexual Health Education.

SEXUAL HEALTH EDUCATION FOR INDIGENOUS PEOPLE, INCLUDING FIRST NATIONS, 
INUIT, AND MÉTIS COMMUNITIES MUST BE CULTURALLY SAFE AND EMBODY 
COMMUNITY-SPECIFIC VALUES RELATED TO SEXUALITY AND SEXUAL HEALTH   

Indigenous people, including First Nations, Inuit, and Métis communities, 
have their own distinct traditions, values, and communication practices 
with respect to sexuality and sexual health. 

It is important for sexual health educators to be aware of the 
historical context of colonialism, imperialism, and capitalism and the 
intergenerational impact on First Nations, Inuit, and Métis people with 
respect to sexuality and sexual health.
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Educators should actively engage in a respectful way with First Nations, 
Inuit, and Métis individuals and groups to tailor sexual health education to 
their specific needs and values.

There are a range of individuals (e.g., traditional midwives/doulas) and 
community and health organizations within First Nations, Inuit, and Métis 
communities that play active roles in providing sexual health education. 
Policy makers should ensure that these individuals and groups have 
access to sufficient resources and training opportunities to provide 
comprehensive sexual health education in their communities.

COMMUNITY-BASED ORGANIZATIONS SERVING LGBTQI2SNA+ YOUTH AND ADULTS ARE 
ESSENTIAL PROVIDERS OF COMPREHENSIVE SEXUAL HEALTH EDUCATION AND SHOULD 
BE ADEQUATELY FUNDED TO PROVIDE SEXUAL HEALTH EDUCATION AND SERVICES 
THROUGHOUT CANADA 

Community-based organizations play an essential role in ensuring and 
promoting the sexual health and well-being of LGBTQI2SNA+ youth 
and adults. Due to persistent and ongoing discrimination, violence, 
marginalization, and stigma, LGBTQI2SNA+ people face many obstacles and 
challenges in establishing and maintaining their sexual health and well-being. 

Some LGBTQI2SNA+ youth and adults may not have access to comprehensive 
sexual health education programs in schools and healthcare settings that 
meet their needs. Therefore, it is important to offer sexual health education in 
community organizations dedicated to LGBTQI2SNA+ populations. 

For many LGBTQI2SNA+ youth and adults, community-based 
organizations are the most important, if not only, source of sexual health 
education and services that meets their specific needs. 

This may be of particular concern in the case of rural parts of Canada where 
adequate access to sexual health education and services for LGBTQI2SNA+ 
youth and adults is lacking. Access to accurate online resources is essential 
for individuals who cannot access face-to-face services. Policy makers 
should ensure that community-based and online organizations serving 
LGBTQI2SNA+ youth and adults across Canada are adequately funded to 
provide comprehensive sexual health education and services.
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ORGANIZATIONS SERVING ETHNOCULTURAL MINORITIES, NEWCOMERS AND 
IMMIGRANT COMMUNITIES CAN PLAY AN IMPORTANT ROLE IN PROVIDING 
COMPREHENSIVE SEXUAL HEALTH EDUCATION 

For comprehensive sexual health education to be accessible to all people 
in Canada, it is necessary that programs addressing the community specific 
sexual health education needs of ethnocultural minorities, newcomers, and 
immigrant communities are developed and made widely available. 

Ethnocultural identity shapes sexuality and sexual health attitudes and 
behaviours. For example, ethnocultural factors may influence attitudes 
towards marriage, gender identity and expression, sexual orientation, sexual 
health education, and sexual relationships. As a result, it is important that 
ethnocultural minorities, newcomers, and immigrant communities receive 
culturally-competent sexual health education that is inclusive of their diverse 
individual and group needs. 

The goal of providing culturally-competent sexual health education should 
be balanced with the right of all people in Canada to receive education that 
is fully consistent with the Core Principles of Sexual Health Education. 

In-person and online community organizations serving these groups are 
well-placed to provide sexual health education and policy makers should 
ensure that they have adequate resources and training opportunities to do 
so. Personnel working within these organizations should be properly trained 
to connect individuals to appropriate services.

RELIGIOUS INSTITUTIONS SHOULD SEEK TO PROVIDE SEXUAL HEALTH EDUCATION THAT IS 
CONSISTENT WITH THE CORE PRINCIPLES OF COMPREHENSIVE SEXUAL HEALTH EDUCATION

Many people in Canada look to religious institutions (e.g., churches, 
mosques, synagogues, temples) to inform their values and seek guidance 
from their religious leaders related to sexuality. As such, religious institutions 
may be involved in the provision of sexual health education.



Canadian guidelines for Sexual Health Education 79

Where religious institutions do provide sexual health education, they are 
strongly encouraged to consult the Canadian Guidelines for Sexual Health 
Education, with specific reference to the Core Principles of Comprehensive 
Sexual Health Education.

Religious institutions providing sexual health education should ensure 
that the personnel providing education are properly trained to connect 
individuals to appropriate sexual health services.

COMMUNITY-BASED ORGANIZATIONS SERVING STREET-INVOLVED YOUTH AND ADULTS, 
VULNERABLY-HOUSED INDIVIDUALS, PEOPLE WHO USE DRUGS, AND SEX WORKERS 
SHOULD LINK INDIVIDUALS TO SEXUAL HEALTHCARE SERVICES, HAVE STAFF THAT 
ARE PROPERLY TRAINED TO CONNECT INDIVIDUALS TO APPROPRIATE SERVICES, AND 
SHOULD BE ADEQUATELY FUNDED TO PROVIDE SEXUAL HEALTH EDUCATION AND 
SERVICES THROUGHOUT CANADA 

Street-involved youth and adults, vulnerably-housed individuals, people 
who use drugs, and sex workers often face many economic, physical safety, 
mental health, and social challenges. They are vulnerable to negative sexual 
health outcomes including sexual and gender-based violence, STIs, and 
unintended pregnancy. 

Many street-involved youth are not in school and do not have access to 
school-based sexual health education. They often experience significant 
barriers to health care and other supports. Community-based organizations 
may be the only available and accessible source of sexual health education 
for street-involved and vulnerably-housed people. People who use drugs 
and sex workers may avoid contact with traditional service agencies for fear 
of judgment. 

Harm reduction organizations also play an important role in linking these 
groups to sexual healthcare services. It is, therefore, essential that policy 
makers adequately fund organizations that serve these populations and 
ensure that staff are properly trained to provide comprehensive sexual 
health education and to connect individuals to sexual healthcare services. 
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ORGANIZATIONS SERVING SENIORS SHOULD PROVIDE ACCESS TO COMPREHENSIVE 
SEXUAL HEALTH EDUCATION       

Sexual health and well-being remain fundamental aspects of the overall 
well-being of seniors (i.e., people aged 65 and over). Sexual health and 
well-being are also of equal importance for seniors living in long-term care 
facilities (e.g., retirement and nursing homes, assisted-living facilities). 

There are many potential challenges to the sexual health and well-being of 
people living in long-term care facilities including loneliness, isolation, loss 
of a partner, and a range of physical and mental chronic conditions. Despite 
these challenges, many residents of long-term care facilities wish to maintain 
and optimize their sexual health and well-being and can greatly benefit from 
comprehensive sexual health education targeted to their specific needs. 

Policy makers should consider the sexual health education of residents 
when creating and implementing policies related to long-term care facilities 
serving seniors. Comprehensive sexual health education in long-term care 
facilities should be accessible and tailored to residents’ learning needs. 

Personnel in these facilities should be provided with opportunities for in-
service and continuing education to increase their capacity to provide 
effective comprehensive sexual health education to seniors, including 
LGBTQI2SNA+ seniors, and should include training to connect seniors to 
appropriate sexual health services. 

DETENTION AND CORRECTIONAL FACILITIES SHOULD PROVIDE ACCESS TO 
COMPREHENSIVE SEXUAL HEALTH EDUCATION  

Youth and adults in the care of correctional facilities are at risk for negative 
sexual health outcomes such as STIs and sexual and gender-based violence. 
Some have become involved with the criminal justice system as a result of 
their perpetration of sexual and gender-based violence. Many youth and 
adults in the care of correctional facilities have no access to much needed 
sexual health education. 
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Policy makers overseeing facilities serving these populations should ensure 
that comprehensive sexual health education tailored to client learning 
needs is accessible and that personnel in these facilities are provided with 
opportunities for in-service and continuing education to increase their 
capacity to provide effective comprehensive sexual health education.

CHECKLIST STEPS FOR PROVIDING BRIEF SEXUAL HEALTH EDUCATION 
PROGRAMS IN DIVERSE SETTINGS

Educators in diverse settings conduct sexual health education programs of 
varying scope, depth, and length. In-person group education sessions, individual 
assessment and counseling, classroom lessons, provincial/territorial health and 
education curriculums, websites and social media platforms/campaigns, videos, 
apps, factsheets, and brochures are a few examples of the variety of methods 
and materials that can be used to provide sexual health education.

The objectives of sexual health education programs may vary from increased 
factual knowledge about a particular sexual health topic, to sustained 
individual/group behavioural change, to community or societal level 
structural changes involving sexual health and well-being. 

Program planners involved in sexual health education should consult the 
Goals and Key Components and Planning, Delivery, and Evaluation sections 
of these Guidelines for information related to designing, delivering, and 
evaluating programs that are greater in scope or include multiple objectives. 
Program planners developing new sexual health education programs with 
limited objectives and brief duration can also use the check list below to 
guide new program development and delivery.
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STEPS FOR PROVIDING BRIEF SEXUAL HEALTH EDUCATION PROGRAMS 
IN DIVERSE SETTINGS

1
Ensure consultation with administrative and community 
stakeholders (including meaningful engagement with target 
audience, e.g., students).

2 Create statement of program rationale and objectives.

3
Review relevant literature, best practices, and programs with same/
similar objectives.

4 Develop planning, delivery, and evaluation plan.

5
Ensure sufficient financial resources and personnel are in place to 
deliver the program.

6

Generate an assessment of program personnel comfort level, 
knowledge, and skills to deliver the program; provide training 
if necessary (e.g., community health educators and service 
providers may need to receive cultural competency training to 
deliver the program).

7
Review assessment and consultation with intended audience to 
determine audience-specific characteristics and needs.

8
Assess internal and external resources and connect to relevant 
community partners and services/resources as appropriate.

9 Develop program materials/resources.

10
Review of program for consistency with the Core Principles of 
Comprehensive Sexual Health Education.
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Benchmarks for Sexually 
Transmitted Infection (STI) 
Prevention and Linking to STI 
Testing Services in Schools

Sexually transmitted infections (STIs) can negatively impact the health and 
well-being of young people in Canada, particularly if left untreated. There 
are a broad range of factors that increase a person’s risk for acquiring an STI. 
These include societal structures and conditions (e.g., socio-economic status, 
housing status, levels of equality related to gender, sexual orientation, race, 
and Indigenous identity).

Comprehensive sexual health education should address these factors in 
seeking to equip youth with the information, motivation, and behavioural 
skills to reduce their risk of STIs. As a part of this process, it is critical to 
provide children and youth with timely and age-appropriate information 
related to personal STI prevention, testing, treatment, and management.

Comprehensive sexual health education can effectively assist youth and 
young adults in reducing their risk for STI acquisition or transmission and 
increase their capacity to access STI testing, management, and treatment 
services.1,2,3,4,5,6

This section outlines specific benchmarks for the provision of STI prevention 
information and the linking of youth to STI testing within school-based curricula.
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GUIDELINES

THE MOST EFFECTIVE SCHOOL-BASED STI PREVENTION EFFORTS ARE INCORPORATED 
WITHIN A COMPREHENSIVE SEXUAL HEALTH EDUCATION CURRICULUM AIMED AT BOTH 
ENHANCING SEXUAL HEALTH AND WELL-BEING AND PREVENTING OUTCOMES THAT CAN 
HAVE A NEGATIVE IMPACT ON SEXUAL HEALTH AND WELL-BEING  

Sexual health education should include information directly related to 
STIs (e.g., STI stigma, risk, prevention, treatment, and management) and 
information that helps students build the skills needed to seek appropriate 
resources and make decisions that support their sexual health and well-
being (e.g., developing healthy relationships).

SEXUAL HEALTH EDUCATION IN SCHOOLS SHOULD AVOID SHAME OR FEAR-BASED 
APPROACHES TO STI PREVENTION   

The stigma associated with STIs and STI testing can result in shame and 
avoidance of testing, treatment, and communicating with partners about 
barrier use during sexual interactions. Therefore, sexual health education 
should seek to reduce STI-related stigma. 

THE DEVELOPMENT OF SKILL SETS AND THE PROVISION OF SEXUAL HEALTH INFORMATION 
SHOULD BEGIN IN EARLY GRADES (I E , KINDERGARTEN THROUGH GRADE 3) AND 
CONTINUE THROUGHOUT STUDENTS’ EDUCATION  

Learning about the proper names for one’s body parts, appropriate 
hygiene activities, relationships, and consent are all integral concepts 
students must understand and apply to reduce their STI risk and enhance 
their sexual well-being. 
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STUDENTS CAN BEGIN BEING PROVIDED WITH INFORMATION RELATED TO THE HPV 
VACCINE IN GRADE 4 AND GIVEN MORE DETAILED STI INFORMATION IN AGE-APPROPRIATE 
WAYS THROUGHOUT GRADES 5-7/8  *

Discussions and skill development related to the prevention, treatment, and 
management of STIs should continue throughout Grades 8/9-12 but include 
more detailed information.  

* In some places in Canada, high school begins in Grade 7, Grade 8, or Grade 9.

YOUTH SHOULD BE LINKED TO COMMUNITY STI TESTING SERVICES BY GRADE 7  

Students should also be provided with information linking them to 
community services that provide confidential counseling and information on 
sexual and reproductive health.

 
THE IMPORTANCE OF PROVIDING CHILDREN AND YOUTH WITH  
AGE-APPROPRIATE EDUCATION ON STIS AND STI TESTING SERVICES

STIs are a significant public health concern in Canada.7,8 STIs can have a 
substantial impact on the health and wellbeing of Canadian youth, despite 
being largely preventable and treatable. A number of STIs are common 
among youth and young adults and can result in significant negative physical, 
psychological, and social outcomes.7,9

In most cases, STIs do not have physical symptoms. A person can acquire or 
transmit an STI even if no symptoms are present. If young people are unaware 
of this, they may not know that they should be tested. 

The stigma associated with STIs and STI testing can also prevent individuals 
from being tested and therefore miss or delay treatment. Not having symptoms 
and fear of being judged or treated differently are common reasons why a 
person may not get tested or go to a clinic for services.10,11 Fear of mistreatment 
by healthcare providers and fear of discrimination add additional challenges to 
obtaining STI testing for LGBTQI2SNA+ individuals.12,13
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Having access to STI-related education and being linked 
to testing resources that appropriately address the diverse 
needs of young people within a comprehensive sexual 
health education curriculum is necessary for the prevention 
and management of STIs.

SITUATING STI PREVENTION WITHIN COMPREHENSIVE SEXUAL HEALTH 
EDUCATION

Comprehensive sexual health education incorporates a balanced approach to 
sexual health that includes both enhancing sexual health and well-being and 
the prevention of outcomes that can have a negative impact on sexual health 
and well-being, including STIs. There is clear evidence that comprehensive 
sexual health education has the potential to effectively assist youth and 
young adults in reducing their risk for STIs.1,2,3,4,5,6 

Furthermore, many Canadians perceive sexual health education as a primary 
tool for promoting STI knowledge and testing.

Eighty percent of Canadians surveyed indicated that a key 
approach for encouraging STI testing was “increased sexual 
health education and information about seeking testing that is 
free of judgement and is culturally sensitive.”11

Since schools are the only formal educational institution to have meaningful 
(and mandatory) contact with nearly every young person, they are in a 
unique position to provide youth with STI information and to link students to 
appropriate testing resources. 

The most effective forms of school-based STI prevention 
efforts do not occur in isolation but are integrated within a 
broader comprehensive sexual health education curriculum. 
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COMPREHENSIVE SEXUAL HEALTH EDUCATION SHOULD INCLUDE:

Information, motivation, and 
behavioural skills directly related to 
STI prevention, testing, treatment 
and management.

Information that helps students 
build the skills needed to seek 
appropriate resources and make 
decisions that support their sexual 
health and wellbeing. 

School-based comprehensive sexual health education can play an 
important role in helping youth and young adults reduce their risk 
of STIs and in linking them to STI testing and treatment services.
Table 1 indicates key benchmarks for the provision of STI information 
identified by grade/age. Many of the benchmarks specifically address 
knowledge and skill development directly related to STIs. For example, 
beginning in Grade 4, students should understand what HPV is and why the 
HPV vaccine is important. This is in line with recommendations from Canada’s 
National Advisory Committee on Immunization that students can begin 
receiving the vaccination at age nine.9 

Other benchmarks in Table 1 identify areas and skill sets that are important 
for the development and implementation of STI-related prevention/
management skills. For example, understanding the concept of consent is 
central for young children as it helps them to identify their own (and others’) 
personal boundaries and to develop a sense of bodily autonomy. As students 
get older, understanding how to set boundaries (communicated verbally 
or nonverbally) and clearly ask for and communicate affirmative consent is 
important for the discussion of safer sex practices.

The benchmarks identified in Table 1 below are ongoing throughout 
students’ time in school and are cumulative. That is, information and skills that 
are acquired in the early grades should be built upon in subsequent grades. 

Importantly, the benchmarks in Table 1 are not meant to 
constitute a comprehensive sexual health education curriculum 
but provide specific benchmarks for the provision of STI-
related information and the linking of STI-testing within a 
comprehensive sexual health education curriculum.
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TABLE 1:  KEY BENCHMARKS FOR THE PROVISION OF STI-RELATED EDUCATION  
IN SCHOOLS 

* Note:  Benchmarks related directly to STIs are bolded.  
Benchmarks for supportive information and skill sets indirectly related to STIs are 
not bolded.  
The supportive information included here is not exhaustive and is not meant to 
constitute a comprehensive sexual health education curriculum.  

KINDERGARTEN TO GRADE 3 (AGES 4-8)

BENCHMARKS RELATED TO STI PREVENTION

Learn the accurate names for body 
parts, including genitals*

Learn what a vaccine is and what it 
does

Understand basic body care 
activities (e.g., hygiene) 

Learn about consent and bodily 
autonomy (e.g., for hugs, for 
holding hands, personal safety)

Learn what germs are and how they 
can be transmitted

Learn to identify characteristics of 
healthy relationships

*  Educators should be aware of and inclusive to variations in reproductive or sexual anatomy, 
including intersex
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GRADE 4 TO GRADE 5 (AGES 8-10)

BENCHMARKS RELATED TO STI PREVENTION WHEN TO LINK 
STUDENTS TO STI 
TESTING SERVICES AND 
RELATED RESOURCES

Understand what HPV is and why the HPV 
vaccine is important

Based on 
recommendations 
from Canada’s 
National Advisory 
Committee on 
Immunization, 
young people may 
begin receiving 
the HPV vaccine at 
age 9.9 Therefore, 
in some provinces/
territories, students 
will begin receiving 
the HPV vaccine in 
Grade 4, while in 
others this will be in 
later grades/ages

Understand that infections can be sexually 
transmitted

Understand information related to reproduction

Understand the physical, biological,* 
psychological, emotional, and social changes 
associated with puberty

Understand personal hygiene behaviours 
associated with the onset of puberty

Understand that consent is linked to partnered 
sexual activity 

Understand the relationship between sexual 
activity and pregnancy and reproduction 

Understand that people engage in sexual activity 
for many reasons (i.e., not just to make babies)

Media literacy: understand the difference 
between good sources of information and 
inaccurate sources of information 

Learn how to communicate (e.g., with peers, 
caregivers)

*  Educators should be aware of and inclusive to variations in reproductive or sexual anatomy, 
including intersex 
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GRADE 6 TO GRADE 8 (AGES 10-13)

BENCHMARKS RELATED TO STI PREVENTION WHEN TO LINK 
STUDENTS TO STI 
TESTING SERVICES AND 
RELATED RESOURCES

Understand how STIs can and cannot be 
transmitted BEGINNING IN GRADE 7:

Understand that many STIs do not have 
symptoms Students should 

be provided with 
specific information 
on where they can 
obtain confidential 
STI testing within 
their community

Understand that there are different types of 
STIs (e.g., bacterial and viral) with different 
symptoms and health outcomes

Understand that regular STI testing is needed 
once a person becomes sexually active 

Understand the importance of STI testing 
for the survivors in cases of sexual coercion/
assault

Students should 
be provided 
with confidential 
community and 
school counseling 
resources (e.g., 
school nurse, 
guidance counselor) 
to access if they are 
not comfortable 
speaking with 
someone in their 
family

Understand STI diagnoses and treatment

Understand how STIs can impact a person’s 
physical and emotional health and well-being

Understand that there are a range of 
behavioural options to reduce the risk of 
STIs and unintended pregnancy (e.g., not 
engaging in sexual behaviours that involve 
risk for STI and pregnancy, using barriers, 
engaging in lower-risk sexual activities)
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BENCHMARKS RELATED TO STI PREVENTION WHEN TO LINK 
STUDENTS TO STI 
TESTING SERVICES AND 
RELATED RESOURCES

Understand that STI prevention strategies 
may differ depending on the type of sexual 
activity (e.g., using a condom for oral, vaginal 
or anal sex with a person who has a penis; 
using a dental dam for oral sex with a partner 
who has a vulva)

Understand the social and cultural factors 
associated with STI risk and prevention

Understand how STI-related stigma and 
stereotypes impact people’s lives

Understand harm reduction strategies such  
as post-exposure prophylaxis (PEP) and  
pre-exposure prophylaxis (PrEP) 

Understand how to access confidential 
STI testing and treatment services in their 
communities and understand the limits to 
confidentiality

Address information, motivation, and 
behavioural skills to set sexual limits, practice 
safer sex (e.g., barrier use), disclose STI status, 
and discuss when to get tested with a partner

Understand the extent to which different 
contraceptive methods do or do not protect 
against STIs
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GRADE 9 TO GRADE 10 (AGES 13-15)

BENCHMARKS RELATED TO STI PREVENTION WHEN TO LINK 
STUDENTS TO STI 
TESTING SERVICES AND 
RELATED RESOURCES

Continue discussions from previous grades 
but in greater detail/complexity² (e.g., more 
elaborate biology, detailed discussions about 
interpersonal and social factors that impact 
STI risk and access to services)

Reiterate 
information on 
counseling and 
sexual health 
services in students' 
communities

Media literacy: identify credible sources of 
information about sexuality and STIs; critical 
assessment of the portrayal of safer sex 
practices in sexually explicit media 

Continue discussions on sexual decision making; 
understand how one’s own actions can impact 
other people

Provide 
opportunities for 
students to speak to 
a trusted healthcare 
provider (e.g., a 
nurse or social 
worker) through 
the school or link 
students to a trusted 
health care provider

Understand the ethics of responsible sexual 
interactions 

Analyze strategies for choosing responsible and 
respectful sexual expressions

Continue discussions about consent within sexual 
relationships

Understand the impact of drugs and alcohol on 
consent, sexual interactions, and safer sex
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GRADE 11 TO GRADE 12 (AGES 15-17)

BENCHMARKS RELATED TO STI PREVENTION

Continue discussions from previous grades but in greater  
detail/complexity

Understand advanced information about STI management 

Understand the ethics and legal aspects of STI/HIV status
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