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ABSTRACT

Introduction: Rural female adolescents experience unique circumstances to sexual health care and information as compared to
urban adolescents. These circumstances are largely due to their more isolated geographical location and rural sociocultural factors.
These circumstances may be contributing factors to an incidence of adolescent pregnancy that is higher in rural areas than in urban
cities. Thus, this higher incidence of pregnancy may be due to the ways in which rural adolescents make decisions regarding
engagement in sexual intercourse. However, the rural female adolescent sexual decision-making process has rarely, if ever, been
studied, and further investigation of this process is necessary. Focusing on rural female adolescents aged 16—19 years is especially
significant as this age range is used for reporting most pregnancy and birth statistics in Ontario.

Methods: Charmaz’s guidelines for a constructivist grounded theory methodology were used to gain an in-depth understanding of
eight Ontario rural female adolescents’ decision-making process regarding sexual intercourse and pregnancy, and how they viewed
rural factors and circumstances influencing this process. Research participants were obtained through initial sampling (from criteria
developed prior to the study) and theoretical sampling (by collecting data that better inform the categories emerging from the data).
Eight participants, aged 1619 years, were invited to each take part in 1-2-hour individual interviews, and four of these participants
were interviewed a second time to verify and elaborate on emerging constructed concepts, conceptual relationships, and the

developing process. Data collection and analysis included both field notes and individual interviews in person and over the
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telephone. Data were analyzed for emerging themes to construct a theory to understand the participants’ experiences making sexual
decisions in a rural environment.

Results: The adolescent sexual decision-making process, Prioritizing Influences, that emerged from the analysis was a complex and
non-linear process that involved prioritizing four influences within the rural context. The influences that participants of this study
described as being part of their sexual decision-making process were personal values and circumstances, family values and
expectations, friends’ influences, and community influences. When influences coincided, they strengthened participants’ sexual
decisions, whereas when influences opposed each other, participants felt conflicted and prioritized the influence that had the most
effect on their personal lives and future goals. Although these influences may be common to all adolescents, they impact the rural
female adolescent sexual decision-making process by influencing and being influenced by geographical and sociocultural factors that
make up the rural context.

Conclusions: This study reveals important new and preliminary information about rural female adolescents’ sexual decision-
making process and factors that affect it. Findings improve understanding of how rural female adolescents make choices regarding
sexual intercourse and pregnancy and can be used to guide future research projects that could facilitate effective development of
sexual health promotion initiatives, inform rural health policy and practices, and enhance existing sexual education programs in rural

communities.
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and circumstances, such as geographical location, economic
resources, and available health care, that impact this decision-

making process.

Methods

Methodology

This research was conducted using constructivist grounded
theory methodology as  described by Charmaz™.
Constructivism is a worldview that assumes that there are
many realities and that the participant and researcher co-

construct knowlcdgc“. Schreiber and Stern®

suggest that
grounded theory is ideal for understanding the social
processes that occur in human interactions, and that it is
especially useful for under-researched phenomena, making it
appropriate for this study. In this study, rural female
adolescents’ decision-making regarding sexual intercourse
and pregnancy was regarded as a process influenced by their

rural context.
Participant sampling

A purposive sample of eight participants was used for this
study. Inclusion criteria were self-identification as female
between the ages of 16 and 19 years, having lived in rural
areas of Ontario with a population less than 30 000 for the
majority of their adolescence with a minimum of 1 year,
heterosexual, unmarried, and not in a common law
relationship. Participants who had been pregnant and/or had
given birth were also invited to participate in the study.
Adolescent females currently living in a city were included in
the study provided they had lived rurally for a minimum of

1 year.

Participant recruitment

Study advertisements, such as tear-off flyers and brochures,
were placed in various locations in rural Ontario such as rural

health units, hospital lobbies, shopping malls, theatres, and

stores that were relevant and available to rural adolescent
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females. Flyers were also posted at Western University to
recruit female adolescents who had left their rural hometown

to pursue their education.
Data collection strategies

Research participants were obtained through initial sampling
(from criteria developed prior to the study) and theoretical
sampling (by collecting data that better inform the categories
emerging from the data). A total of eight adolescents
participated in the study and were interviewed by the same
female interviewer. Four of these participants were re-
interviewed to better saturate the data for a total of 12
conducted interviews. Six out of eight of the initial interviews
were in person and took place at Western University and in a
public library and medical center in small towns. The other
two participants were interviewed by telephone, as were the
four participants who were re-interviewed. All participants
were rcquircd to sign a consent form. To respect
participants’ privacy, participants aged 16 and 17 years did
not require parental consent because of the highly sensitive

and personal nature of the study.

Interviews involved open-ended questions to explore
participants’ experience living in a rural or small town as a
female adolescent; access to sexual health education,
information, and care; decision-making regarding engaging in
sexual intercourse; decision-making experiences regarding
pregnancy; and factors that affect personal, family, and
community expectations about sexual intercourse and
pregnancy. Particular emphasis was placed on exploring how
the rural context affects rural female adolescents’ experiences
regarding such sexual decision-making. Interviews of 1—
2 hours were audio-recorded and transcribed verbatim. Field
notes were also used to record observations and perceptions
about participants and the researchers’ assumptions before,

) . )
during, or after an interview

Data analysis

Data analysis followed the three coding guidelines for

constructivist grounded theory as set out by Charmaz®:
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20,23

coding transcribed interviews™ ", sorting recurring codes

into more abstract categories with the use of constant
comparison analysis and theoretical samplingzo’n, and
developing and testing hypotheses about the emerging theory
during ongoing data collection and analysiszs. Memos were
written to record pre-existing assumptions; thoughts, feelings
and questions that surfaced during data collection and
analysis; and methodological choices”. QSR International
NVivo v10 qualitative data analysis software (QSR
International; http://www.qsrinternational.com) was used

to manage transcript data coding20’24.

Approachesfor creating authenticity

Charmaz’s® four quality criteria — credibility, originality,
resonance, and usefulness — were used to create authenticity.
Attempting credibility involved becoming familiar with the
research topic, employing investigator triangulation, and
gathering sufficient data. Originality addresses whether the
research offers innovative insights and an elaboration of
current ideas found in the literature; as this study’s research
questions have rarely been examined in other studies,
findings will significantly add to the current literature.
Attempting resonance involved ensuring that analytic
categories represent the complete gathered data; in this
study, theoretical sampling was used to ensure that categories
were fully elaborated, refined, and included many participant

viewpoints.

Finally, usefulness of research is defined as whether it
contributes to current knowledge and to creating a better
world. Through publications and presentations, findings from
this research will contribute to the current literature and help
to inform rural healthcare practices and sexual health

promotion initiatives.
Ethics approval
This study was approved by the Health Sciences Research

Ethics Board (HSREB) at Western University (approval no.
103894).
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Results

Demographic information, relationship status, and brief
sexual history of study participants are shown in Table 1.
Participants are referred to by their pseudonyms to protect

their identities.

The core sexual decision-making process that participants
engaged in, Prioritizing Influences, consisted of prioritizing
four key influences: personal values and circumstances,
family’s values and expectations, friends’ influences, and
community influences (Figl). The process of prioritizing
involved assessing the influences present in their lives,
evaluating the advantages and drawbacks of each decision,
and, finally, prioritizing which influence affected them the
most. These influences and the sexual decision-making
process were embedded in and significantly affected by the

rural context.
The rural context

The process that rural female adolescents experience in
sexual decision-making is situated in and influenced by the

rural context.

Living in a secluded or isolated area: Participants
reported that living in a rural area presented several
challenges in the form of seclusion or isolation, which created
distance between rural female adolescents and available
opportunities. For instance, friends and romantic partners
lived far away, there were limited entertainment options, less
local sexual and reproductive services and resources, and
more time spent with their families. Driving was reported as
a necessity for all participants due to the distance between
people, health services, and activities. However, the ability to
drive was dependent on having a driver’s license, finances for
fuel expenses, access to a vehicle, and challenging weather
conditions. As Melissa explained, 'It’s expensive to go
everywhere so you kind of think twice about going out before

you do.'
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Table 1: Participant demographics

Pseudonym Age Ethnicity Current Living Hometown Relationship Sexual activity Previous
(years) education situation population status pregnancy
Melissa 18 Caucasian Year 1 university Alone 830 Casual sex with one Sexually active None
partner
Molly 18 Caucasian Year 1 university Alone 2000 In a relationship Sexually active None
Cindy 19 Caucasian Year 2 university Alone 1100 Single No sexual activity None
Lizzie 16 Caucasian Grade 11 With family 1000 Single Sexually active - oral and None
manual stimulation only
Robin 18 Caucasian Year 1 university Alone 5200 In a relationship Sexually active — oral and None
manual stimulation only
Allison 18 Caucasian Year 1 university Alone 985 Single No sexual activity None
Sally 18 Caucasian Year 1 university | With family 985 Single Sexually active — manual None
stimulation only
Jenny 17 Caucasian Grade 12 With family 9146 Single No sexual activity None
Religious, traditional and rvative RURAL CONTEXT —— . Dating constraints
environment
Living in a secluded or Everyone knows everyone
isolated area and everything

S
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= Assessing community supporfiveness
= Limited local access to sexual
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Figure 1: Rural female adolescents’ sexual decision-making process.
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Everyone knowing everyone and everything:
Participants explained that it is common for rural community
members to know each other well, and that it may be difficult
for rural female adolescents to keep their sexual decision-
making private. For instance, Lizzie stated that community
members might be aware of who adolescents are dating or
sleeping with and who is pregnant or has a sexually
transmitted infection. Such gossip was very prevalent in
participants’ rural communities and community members’
judgmental attitudes could make adolescents question or feel
guilty about their sexual or reproductive choices. When rural
female adolescents’ privacy and anonymity are reduced, their
sexual decision-making process can be compromised. For
example, they might choose to not see a healthcare provider
out of fear that they will run into someone they know in the
waiting room. Robin explained that 'People would be scared
to ... get ... condoms because they would run into people
that they know.' Participants also explained that some rural
female adolescents who are pregnant may drop out of school
due to gossip.
Religious, traditional, and conservative
environment: All participants explained that their
hometowns had a religious Christian presence of various
denominations with many community members who
subscribed to traditional and conservative values: 'Almost
everybody goes to a church and they have some ... kind of,
um, religious upbringing ... to stay abstinent ‘til you’re
married [Jenny]."' These values were likely to influence them
to delay sexual intercourse until marriage or avoid accessing
contraception out of fear of being judged negatively by
community members or excluded from their community if
they chose to engage in premarital sex: 'A lot of times it
would be the parents [who] would tell their kids to not talk
to me and not go anywhere near me because I'm a bad

influence [if I were sexually active][Jenny].'

Dating constraints: Participants stated that visibility,
community interest, and judgment can affect a rural female
adolescent’s choices to date and engage in sexual activity

because she may not feel comfortable being the talk of the
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town. Allison commented on the 'quality of male people
around here'. With fewer partners to choose from, Cindy
said that female adolescents tended to broaden the age range
of their partners, and that often an older male adolescent
would date a younger female adolescent and that 'the girls

who were dating older guys almost always got pregnant.'
Personal values and circumstances

Assessing personal readiness: Assessing personal
readiness was a subjective experience for participants based
on their age, availability of a sexual partner, and personal
beliefs regarding premarital sex. The availability of alcohol
and/or drugs at a rural party could impact their decision to
engage in sexual activity as could pressure from a male.
Religious beliefs played a significant role in the sexual
decision-making for some participants. For instance, Cindy
stated, 'Being Christian, I believe that sex is for marriage.'
Others were more concerned with waiting for the right

person, and not necessarily for marriage.

Maintaining reputation: Participants noted that in a
rural town, making certain decisions, such as engaging in
sexual activity outside of a relationship or marriage, can
negatively impact a rural female adolescent’s reputation, as
Melissa explained: '"Where I'm from, like, the people that
sleep around have a very BAD reputation ...
around and, because it’s such a small town, EVERYBODY

knows about it." Participants also explained that, due to

and it gets

decreased availability of rural employment, finding a job in
their rural town was highly dependent on their connections,
and an adolescent’s reputation is taken seriously. If a rural
female adolescent has a reputation for being sexually active, it
may be difficult for her to find employment because she may
be deemed promiscuous and irresponsible. Furthermore, this
reputation can cause loss of friends if other parents decide

that she might be a negative influence on their children.

Managing transportation and financial resources: If
participants wanted birth control services, they would likely

have to tell their parents in order to either have the parent
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drive them or secure access to a car to drive themselves. As
Melissa explained, 'You can’t get ANYTHING. ... Nothing’s
accessible to you. ... So everything has to be driven to." This
is problematic for rural female adolescents who do not feel
comfortable telling their parents about their sexual health
appointment, decisions, or activities, and, thus, their
commitment to access sexual health services could be
minimized or eliminated. Participants noted that they also
needed to finance drives to the pharmacy, health clinic, or
store to buy contraceptives, condoms, monthly birth control
pills, the ‘morning after’ pill, or a pregnancy test without
their parents’ knowledge, or if they drove to a different town
to avoid being recognized by their community members

while buying these items.

Assessing future goals: Preventing pregnancy was a
specific concern for participants because they wanted to wait
until they had finished their education and were settled in
future careers. As Molly said, 'It would be a lot longer [after
pregnancy] to try to finish your degree if you EVEN went
back to it." Robin observed that many rural female
adolescents who get pregnant, 'have not gone to post-
secondary education [and] some of them haven’t even ...
graduated secondary education.' Participants noted that these
young women experienced fewer employment opportunities

and life choices.
Family’s values and expectations

Spending the majority of time with family: Melissa
explained, 'There’s a lot of people who are really close with
their families and if ... [their families] would think badly of a
decision like ... having sex randomly ... you’re less likely to
do it." However, time spent with family did not necessarily
mean that the family was close, consulted, or sought out
regarding sexual decision-making. For example, Sally
mentioned that she spent a lot of time with her family but
never felt close enough to talk to them about sex.

Family members’ attitudes towards sex: Family
members’ openness regarding sexual health affected whether
participants would approach them for help with relationships

or sexual-health-related questions. However, participants
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were reluctant to talk to their family about sexual activity
unless it was serious like a pregnancy or a medical concern
that might warrant the need for birth control or treatment.
This reduced their likelihood of obtaining sexual information
from their most accessible resource in their rural town: their
parents. Some participants came from families that did not
discuss sex at all, and talking to their families for information
on sexual activity was not an option for them. For example,
Sally mentioned that 'My family ... would NEVER give us

information on [sex]. ... That was such a taboo subject.'

Negotiating family’s rules: A rural female adolescent’s
family’s rules could impact her sexual decision-making
process by influencing her ability to make her own decisions,
limiting her options, and shaping values regarding sexuality in
the rural context. For instance, Robin mentioned that 'l
never realized why [my mom] was strict until, like, I realized
that there was that part of town where [adolescent
pregnancy] happens.' Although Melissa’s parents let her
attend parties, they never let her spend the night because they
believed that those who slept over had a higher likelihood of
engaging in sexual activity. In this situation, Melissa’s parents
both limited and gave her the freedom to make her own
sexual decisions while she was at parties by placing rules

around her attendance such as with a curfew.

Avoiding family disappointment: In a  rural
environment in which family closeness is highly regarded and
in which families spend the majority of their time together,
participants explained that disappointing their family would
be particularly difficult and meaningful, and priority would
be placed on avoiding family disappointment. For instance,
Cindy explained that when her family referred to people
living together before marriage as 'shacked up,' it gave
premarital sex a 'negative connotation' and that 'You don’t
wanna do something that’s negative." Similarly, Jenny said
that if she had decided to engage in sexual activity before
marriage, 'it would be very devastating' to her parents and

that 'they would cry over it and pray for me a lot.’
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Friends’ influences

Friends’ views on adolescent sex: Participants’ most
immediate friend groups tended to have similar interests and
values regarding adolescent sexual activity. Jenny stated that
her church friends were a primary influence on her decisions
regarding sexual activity rather than her friends from school
because of shared values and increased time spent with one
another. Furthermore, Molly explained that having friends
who were sexually active normalized adolescent sexual
activity for her, and this affected her personal readiness to
engage in sexual activity at a younger age than she had

originally planned.

Preferring to talk to selected friends about sex:
Participants mentioned that they considered their friends as
resources for sexual information, especially if they came from
families that did not discuss sexual activity. Sally explained,
'[Friends were] how I found what sex WAS! I didn’t know
ANYTHING from home.' However, participants noted that
their friends could not always to be trusted with private
information due to the consequences of this information for

reputations, employment, friendships, and other areas of life.

Attending rural parties: Parties in rural towns were
described as often located in isolated areas, unsupervised, and
a convenient place to engage in sexual activity, which was
often a decision facilitated by alcohol or drug use.
Participants explained that rural female adolescents who
decided to engage in sexual activity at a party might be
making a decision in the moment that they were unable to
prepare for ahead of time by, for example, having condoms

available, due to distance and compromised transportation.

It was very common to have large age gaps at parties because
there are fewer people in rural areas in general. As Robin
explained, 'In order for [the party] to be successful ... they
really had to widen the age group.' Participants noted that it
was not unusual, therefore, for there to be a significant age
variance at a rural party and to have younger female

adolescents engaging in sexual activity with older male
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adolescents who may be more sexually experienced and

persistent.
Community influences

Experiences with adolescent pregnancy: Every
participant had known several females who had experienced
an adolescent pregnancy. Participants explained that it was
also not unusual for a rural female to become pregnant during
her adolescent years, while still in school, as young as in
grade seven, and sometimes by an older male adolescent.
Cindy stated that 'At one point there was 22 girls in my
school who were pregnant. ... It wasn’t unusual to be a ...
high school student with a ... child." Seeing other rural
female adolescents’ pregnancy experiences influenced
participants’ decisions to engage in safe sexual intercourse or
to postpone sexual intercourse because they saw the
difficulties that these young women endured, including
dropping out or staying in school amidst gossip, struggling to
raise their child with limited resources, or having to give

their child up for adoption.

Assessing community supportiveness: Participants
explained that, in some ways, they felt that community
members were not supportive of rural female adolescents’
decisions to engage in sexual activity. For instance, Allison
explained that, even though she did not go to a Catholic
school, she still found that 'it was a struggle to get the high
school to stop teaching abstinence as a sexual education
program' due to the high religiosity in her town. Allison felt
it would be easier to make decisions regarding sexual health if
the topic were openly discussed. However, while some adults
in rural communities remained 'old fashioned,' Sally noted
that times are slowly changing, and that more parents do not
have a problem with safe, premarital adolescent sexual

activity.

Limited local access to sexual resources in town or
at school: Due to the limited local access to sexual
resources in a rural town — specifically to preferred female
healthcare professionals — sexual health resources at school

can sometimes be the only ones available to rural female
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adolescents. Each participant had varying levels of sexual
health resources in town or at school, for example a guidance
counselor, community health nurse, or sexual health nurse.
Having access to a sexual health nurse at school was not
always helpful to rural female adolescents because of the high
visibility at school and the ease of gossip spreading.
Appointments outside of school, however, would require

skipping class and risking parents finding out.

Sexual education in rural schools: The way that sexual
education was taught at school was often highly dependent on
the school’s values and articulation of the curriculum, and on
the teacher’s approach to the topic. If it was not taught
properly or at all, the students may have missed their only
opportunity to learn about safe sexual activity. Melissa
explained that many students attended Catholic school in her
rural community, not because they were religious, but
because it was the closest school to them, and other school
options were too far away. Therefore, some students might
receive abstinence education at a Catholic school even though
they did not subscribe to these beliefs and would prefer other

forms of sexual education.

Discussion

Barriers and facilitators to rural female

adolescents’ sexual decision-making

Participants in the study listed several barriers to sexual
decision-making in a rural town, which echoed barriers to
sexual health services found by other researchers, such as
religiosity, transportation difficulties, boredom due to limited
leisure activities, social exclusion due to sexual behavior
and/or reputation, future prospects and goals, high visibility
and familiarity, and scarcity of discreet services™ ™.
Participants in this study also identified several novel
supportive factors that helped them cope with sexual
decision-making barriers within the rural context, such as
distance from a boyfriend if they did not wish to be sexually
active, the flexibility of some health professionals in making

appointments due to difficulty of travel, and informed and
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dedicated sexual health teachers, especially if parents and
other rural services and resources were inaccessible. While
researchers agree that sexual health education is an important
sexual decision-making facilitator®™*, this study highlights
that participants themselves also believe in the importance
sexual health education and are open to it if it is taught

effectively and informatively.

Recommendations to facilitate rural female

adolescents’ sexual decision-making

These study findings can help address sexual health issues in
rural schools, rural communities, and with rural female

adolescents.

Rural schools: To improve rural adolescent sexual health
education, it is important that teachers tailor the sexual health
curriculum to their rural community”. For instance, if there
is a higher prevalence of adolescent pregnancy in a school,
teachers could make pregnancy prevention the main focus of
their sexual health education program. Furthermore,
knowing what rural services are available, including reputable
educational websites and help lines when in-person services
are inaccessible, would be particularly useful for rural female
adolescents. Teachers who work in rural schools that do not
allow sexual education may be able to distribute general
health information, such as trustworthy health websites, that
include a section on sexual health information. Rural teachers
can also consult with a local public health nurse or sexual

health promoter to help facilitate teaching sexual education.

Another approach in rural schools is to increase students’
sexual health literacy“. Based on participants’ explanations,
improved sexual health literacy for adolescents living in a
rural environment could include knowing where and how to
anonymously access accurate sexual health information and
resources; effectively communicating sexual and reproductive
needs with rural health professionals, partners, family
members, and peers; and making and adhering to informed
sexual decisions that are appropriate to their values and

desires.
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Availability of adolescent sexual health information and
resources in rural schools would allow for increased access to
healthcare providers, information on sexual health, and
resources such as condoms and birth control in under-

o 1935
resourced communities

. However, while having access to
sexual health services in rural schools can be helpful, the
study’s results indicate that the type of resource provided is
also important. For example, having a public health nurse
rather than a sexual health nurse at schools could facilitate
anonymity regarding the services being sought, reduce
rumors, and may be more accepted in schools not offering

sexual education.

Rural towns: Sexual healthcare resources need to be local
and accessible after school and on weekends and need to
emphasize confidential access without family involvement to
adolescents. In addition, rural female adolescents would
benefit from enhanced access to female health practitioners to

. . . 36
discuss reproductive issues™ .

As rural communities are often religiously inclined, the
church may act as a resource for rural populations, such as
female adolescents, who have compromised health
resources’’. Parish nurses, registered nurses who work within
a faith community, could provide sexual health information®®.
Small rural parishes that may not be able to afford parish
nurses could consider sharing the cost of one nurse.
Collaboration between health and religious staff could include
open discussion with leaders of faith communities, such as
ministers, on adolescent values and sexual health choices and
options in order to help rural female adolescents make

informed sexual decisions.

Due to the lack of services and resources in rural towns, rural
assets such as strong family connections should be
emphasized. Families can be an immediate resource for sexual
health information if the family is accepting of discussing
sexual health openly and is knowledgeable themselves®. One
option to encourage open family discussion about sexual
activity and relationships is a rural nurse-led family session
that could help to provide parents with sexual health

information and discussion opportunities related to how to
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approach this topic with their children, and including
adolescent  perceptions  regarding  confidentiality and

. 3340
sexuality” .

Rural female adolescents: Another critical aspect of
sexual health promotion involves empowering rural female
adolescents, for example by helping them to determine or
identify their values regarding sexual activity. Although it is
important for both males and females to have an
understanding of each other’s sexual values and preferences,
and to encourage such dialogue between the two sexes, as
participants noted, additional female-specific sessions that
involve empowerment regarding sexual decision-making
would be very useful. These sessions could be led by public

health nurses, health promoters or teachers.

Telehealth and the internet have become increasingly popular
methods of obtaining health care in rural areas due to their
ability to increase healthcare access to isolated rural
individuals and to lower travel costs for health care®'.
Through telehealth, a rural female adolescent could obtain
quick and confidential access to a healthcare professional and
sexuality-related information. When available at home, at the
library, or at school, the internet can also be a confidential
source of sexual health information, especially with the use of
smart phoncs“. However, the internet may not provide
sufficient, adequate, or reliable information on sexuality,

#_and should thus be used in concert

when used on its own**
with more reliable sexual health information from a

healthcare provider or health educator.

Text messaging can also be used as a way for adolescents to
access sexual health information and services, and it has been
used successfully among at-risk adolescents in San
Francisco®. The option of text messaging services with health
professionals may be preferable to looking up information on
the internet in rural areas that do not have good internet
access. Text messaging also has the potential to provide
immediate contact with a health professional, quick answers
to sexual health questions, and the benefit of not having to

travel for this information.
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Strengths and limitations

This study contributes to the knowledge on rural female
adolescent  health and sexual health promotion by
incorporating the views and experiences of rural female
adolescents, who are rarely included in research. In addition,
this study is one of the first to explore sexual decision-making
process by rural female adolescents in Canada. Furthermore,
a methodological strength for this study is the measures to

ensure authenticity.

Limitations of this study include not having had an
opportunity to interview a participant who had been pregnant
and/or given birth for her perspectives regarding pre-
pregnancy sexual decision-making; not having been able to
interview most participants in their hometowns, which
limited the understanding of participants’ rural contexts;
interviewing some participants in person and some by
telephone; and participants not being of culturally diverse

backgrounds.

Suggestions for future research include investigating the same
topic with younger rural adolescent age groups, such as ages
13—16 years, rural male adolescents, lesbian, gay, bisexual
and transgender youth, and with adolescents from other rural
cultures, such as Aboriginal or immigrant adolescents.
Furthermore, it would be beneficial to explore adolescents’,
teachers’, and parents’ views of sexual education and
knowledge of sexual health; the impact of adolescent
pregnancies in rural communities; sexual health education in
rural public schools and rural religious schools, such as
Catholic and Mennonite schools; rural healthcare providers’
unique insights regarding rural adolescents’ sexual health; and
the potential sexual exploitation of rural female adolescents
by older male adolescents. Telehealth, social media, and
sexual health promotion initiatives in rural schools and
communities should also be evaluated regarding their impact
on adolescent sexual decision-making and sexual health
literacy. Finally, more literature related to adolescent sexual
behavior needs to be disaggregated for gender and

geographical location (ie rural versus urban) to advance

© James Cook University 2016, http://www jcu.edu.au

gendered understanding about rural youth sexual health and

other health related topics.

Conclusions

This study reveals important new and preliminary
information about rural female adolescents’ sexual decision-
making process and factors that influence this process, both
positively and negatively. Recommendations provided may
help to ameliorate rural female adolescents’ sexual decision-
making experiences and ensure that these females are
empowered and knowledgeable to make sexual decisions that

are appropriate for them.
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