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ABSTRACT ARTICLE HISTORY
Reproductive health education (RHE) programmesin schools are a well- Received 27 June 2016;
recognised means of helping young people make informed decisions Accepted 5 January 2017
relating to their sexual health and well-being. Very little research

. . . KEYWORDS
however has investigated attitudes towards such programmes among Reproductive health
students in the Arab world. A national HIV education curriculum education; sex education;
was developed in Lebanon in 2005. However, in the context of GSHS (Global School-based
competing priorities and mixed levels of social resistance, curriculum Student Health Survey);
implementation to date is far from universal. This study aimed to attitudes; Lebanon
determine the prevalence of support for school-based RHE and the
main factors associated with such support among young people aged
11-16 years in Lebanon. A secondary analysis of data from the 2011
Global school-based Student Health Survey (GSHS) was conducted.
Students who supported RHE (58.1%) were more likely to be of higher
grade level (adjusted OR [Odds Ratio] = 1.78, p-value = 0.005), to have
ever drunk alcohol (adjusted OR = 1.52, p-value = 0.012), to prefer
mixed classes for RHE (adjusted OR = 3.19, p-value < 0.0001), to say RHE
should start before or at puberty (adjusted OR=3.57, p-value < 0.0001),
and to be exposed to more health education topics in school (adjusted
OR= 1.2, p-value < 0.0001). Identifying such sub-groups in the student
body should inform the equitable implementation of RHE in culturally
diverse settings like Lebanon.

Background

Youth and adolescence are recognised as a critical developmental phase characterised by
an extensive process of self-exploration and identity-development (Brinthaupt and Lipka
2012; Valkenburg, Schouten, and Peter 2005). The combination of sensation-seeking and
impulsivity accompanying the journey of some adolescents can render some young people
more vulnerable to risky sexual behaviours and subsequent negative health outcomes (Dir,
Coskunpinar, and Cyders 2014; Hoyle, Fejfar, and Miller 2000). For instance, in USA, half of
new sexually transmitted infections each year occur among young adults aged 15-24 years
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(CDC 2015). Given that young people’s negative sexual outcomes are preventable in nature
(Browning et al. 2008; Eaton et al. 2012), public health interventions should aim to enhance
young people’s sexual knowledge, attitudes and safe behaviours. Health services, the media
and schools are commonly used settings for such education.

Studies in many countries have shown that curriculum-based sex and HIV programmes
delivered in school settings are promising interventions to reducing risky sexual behaviours
in adolescents (Kirby, Laris, and Rolleri 2007), despite the methodological challenges sur-
rounding the evaluation of such work. After participating in effective sex education pro-
grammes, young people experience delayed sexual debut, more protected sexual relations,
and lower rates of unwanted pregnancies and sexually transmitted infections (Kirby, Laris,
and Rolleri 2007; Speizer, Magnani, and Colvin 2003; UNESCO et al. 2009). As social values
play a pivotal role in determining women and men'’s sexual health and well-being (Grose,
Grabe, and Kohfeldt 2014), comprehensive sexuality education that builds on these values
can influence students’ decision-making skills and gender norms to fight HIV stigma and
discrimination based on sexual orientation (Grose, Grabe, and Kohfeldt 2014; Haberland,
Rogow, and Hallgarten 2010; UNESCO 2013).

In view of the many obstacles facing a comprehensive universal implementation of effec-
tive RHE programmes,’ a report by the World Health Organization (WHO) recognised the
need for research and programme evaluation in RHE, with the aim of promoting youth sexual
health (WHO Department of Reproductive Health and Research 2011). The report empha-
sised the importance of identifying ‘different subgroups of young male and female adoles-
cents’to work with. It also suggested that the GSHS could be used to identify the association
between various risk factors and sexual health outcomes among youth (WHO Department
of Reproductive Health and Research 2011).

To be effective, young people should be involved in the process of planning, implement-
ing and evaluating RHE programmes that target them (Jensen and Simovska 2005; Wight
1999), especially in developing countries witnessing an emerging awareness of the need
for RHE (Boonstra 2011; WHO Department of Reproductive Health and Research 2011). In
the last decade, researchers in the developing world have sought students’opinion regarding
school-based sex and RHE (Benzaken, Palep, and Gill 2011; Chen et al. 2008; Ogunjimi 2006).
Questions raised in these studies have included students’ preferred point of reference for
advice about sexual health in Mumbai, India (Benzaken, Palep, and Gill 2011), their accept-
ance of sex education in the school curriculum in River State, Nigeria (Ogunjimi 2006), and
their willingness to attend optional sex education courses in Shanghai, China (Chen et al.
2008). Studies in developed countries have asked young people what specific topics they
think should be tackled by sex and RHE, or aimed at evaluating already established pro-
grammes (Allen 2005; Byers, Sears, and Foster 2013; Forrest et al. 2004). In Canada, Byers,
Sears, and Foster (2013) examined middle school students’ perception of the quality of the
sex education they have received in school. In addition to the biological aspect of sexual
health and development, secondary school students in Southern England (Forrest et al.
2004) and New Zealand (Allen 2005) wanted to have more concrete information about sexual
pleasure, homosexuality, masturbation and love and sexual relationships.

The health promotion literature emphasises the importance of attitudes for change in
HIV-related behaviour (Basen-Engquist and Parcel 1992; Godin 1996). Some studies have
highlighted the importance of constructivist learning theories in health education in school
settings (Jensen and Simovska 2005; Payton et al. 2000). In particular, consulting with and
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engaging young people when implementing RHE is necessary for the sustainability and
effectiveness of such programmes in reaching them (Allen 2005; UNFPA 2010). However, to
date, no study has investigated patterns associated with students’support for RHE in Lebanon
and the Arab world. Identifying such patterns could be used to inform a targeted implemen-
tation of future RHE programmes, especially in developing countries with little or no expe-
rience in the universal provision of RHE.

This study is the first in Lebanon and the Arab world to examine a variety of characteristics
differentiating students who support RHE from those who do not. In order to inform advo-
cacy movements supporting the broader integration of health education topics, this study
explored the expected association between students’ level of exposure to a variety of health
education topics and their positive attitude towards RHE (Catalano et al. 2004). The role of
comprehensive health education programmes in positive youth development is amplified
by the anticipated reduction in parental resistance to such programmes, as compared to
their response to sexual health focused programmes. The literature is abundant with studies
linking youth sexual behaviour to substance use and to parent-child communication about
sexual health concerns (Staton et al. 1999; Taylor et al. 2003; Wills et al. 2003); which led us
to consider the latter two factors to be potentially associated with students'attitudes to RHE
in Lebanon.

Lebanon is a country situated at the Eastern basin of the Mediterranean Sea. Most of its
5 million population reside in urban areas (87%) (UNESCO Institute for Statistics 2014).
Around 42% of the population in Lebanon is aged less than 24 years (UNESCO Institute for
Statistics 2014). The country benefits from a well-established educational system formed by
the public and private sectors. Public schools are predominantly attended by less financially
privileged students compared to private schools (Al Haddad and Brakhya 2012). The Lebanese
population is comprised of 18 recognised sects belonging mainly to the Muslim and Christian
religions (Faour 2007). Despite the distinctive liberal semblance of some aspects of social
life in Lebanon, gender norms and sex-related taboos remain prevalent among the conserv-
ative majority. As of January 13, 2016, the UNHCR (UN Refugee Agency) listed on its website
that Lebanon currently hosts over 1 million refugees from neighbouring Syria who have
been witnessing violence for over five years, to date. Taking into account the diverse chal-
lenges associated with conflict and population displacement (McGinn et al. 2011), sexual
and reproductive health needs in Lebanon are enhanced by the inflow of Syrian refugees.

A survey conducted in seven public and private universities in Lebanon in 2009 (N = 1410)
revealed that 73% of male and 22% of female unmarried university students reported having
ever had a sexual relationship (Barbour and Salameh 2009). Among sexually active partici-
pants, 48% of men and 60% of women had had at least one unprotected instance of sexual
intercourse (Barbour and Salameh 2009). These percentages may underestimate the true
prevalence of young people’s sexual activity, especially for women who are more susceptible
to social desirability bias in their responses. To interrupt the cycle between scarcity of evi-
dence and the‘policy of silence’surrounding youth premarital sex, effective RHE programmes
can break the taboo by influencing the new generation’s social values (DeJong et al. 2005,
2007).

Recently, the Lebanese National AIDS Control programme in collaboration with the
Lebanese Ministry of Education and the United Nations Population Fund (UNFPA) succeeded
in integrating several HIV topics into the national secondary school curriculum (Kouyoumjian
2011; National AIDS Control Program and Lebanese Ministry of Public Health 2010; UNAIDS
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2014).The large sociocultural variability embedded within the Lebanese population renders
the implementation of the written curriculum particularly challenging. Although valuable
progress has been made, the actual implementation of RHE in Lebanon is still far from meet-
ing effective RHE requirements. In fact, HIV-related knowledge alone is not sufficient to
promote healthy sexual behaviour (UNESCO Institute for Statistics 2014). Furthermore, in
the Lebanese national curriculum, RHE topics are provided in a non-mandatory booklet for
secondary school level classes that many school administrations and teachers choose to
disregard.

The objective of this study was to assess students’support for school-based RHE and the
main factors associated with it, among Lebanese students in grades 7-9 (11-16 years old).
The analysis of such patterns will help tailor RHE programme implementation to specific
subgroups’ needs and concerns in a way to optimise the equity and effectiveness of such
interventions. Evidence on patterns of receptivity of RHE among students can be used as
the basis to support the future universal and well-contextualised implementation of RHE in
Lebanon.

Methods
Source of data

The GSHS is a worldwide collaborative data collection project aimed at assisting countries
to assess health protective and risk factors, among school-attending young people in grades
7-9 (WHO et al. 2007). The GSHS is a school-based survey developed by WHO in collaboration
with the United Nations Children’s Fund (UNICEF), the United Nations Educational, Scientific
and Cultural Organization (UNESCO), and the Joint United Nations Programme on HIV and
AIDS (UNAIDS) with technical assistance from the US Centers for Disease Control and
Prevention (CDC). Itis based on a self-administered questionnaire distributed to a nationally
representative sample of middle school students, and has been conducted in many counttries.
Each country in which GSHS is administered chooses the survey questions from three sets
based on its needs: (1) core questionnaire modules grouped under 10 topics and provided
by the GSHS to be chosen from; (2) core expanded questions, also provided by the GSHS
that can be selected for further information on a specific topic; and (3) country specific
questions (CDC and WHO 2013).2

The GSHS was conducted twice in Lebanon in 2005 and again in 2011. The GSHS 2011,
used in this study, included the following modules: alcohol use; dietary behaviours; drug
use; hygiene; mental health; physical activity; protective factors; and violence and uninten-
tional injury.

Sampling

The GSHS 2011 in Lebanon used a two-stage stratified cluster sampling design. In the first
stage, schools were randomly selected with a probability of inclusion proportional to stu-
dents’enrolment size. Then students in grades 7, 8 and 9 in selected schools were recruited.
Students’ participation was voluntary and anonymous. The school response rate was 88%
and that of students was 99%. A total of 2286 students from 44 schools participated in the
survey (CDC 2011). Boys formed 46.7% of the sample and girls 53.3%.
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Measurement

The primary outcome of interest of our study was students’ support for in-class RHE. This
was assessed in the GSHS by the question’Do you support being taught about reproductive
health topics in school classes?’ (in Arabic: pawall JMA Lulasy) daiall aual so 8l 25 Gf 055 Ja
424l The question is country-specific and is not found in the GSHS questionnaires of other
countries worldwide.

Three answers were possible ‘Yes, ‘No"and ‘l don’t know'. For analysis purposes, primary
outcomes were recombined into 'Yes'and ‘No/I don't know'.

We included a variety of independent variables (see Appendix 1) divided into five cate-
gories: (1) socio-demographic characteristics, (2) home and school environment, (3) sub-
stance use, (4) knowledge, attitudes and skills regarding reproductive health and RHE, and
(5) exposure to health education in school. Socio-economic status was measured by two
indicators: (1) attending a public vs. private school (Al Haddad and Brakhya 2012) and (2)
reporting frequent hunger episodes due to not having enough food at home (Yes/No).
Substance use was measured using lifetime consumption of alcohol (Yes/No) and drugs
(Yes/No). Two indicators were used related to school and home environments: (1) whether
the student ever communicated with her/his parents about reproductive health topics, and
(2) the student’s perceptions about the friendliness of schoolmates. Knowledge, attitudes,
and skills regarding reproductive health and RHE were measured using the variables ‘Ever
heard of HIV/AIDS;Perceived sex refusal skills,‘Opinion on appropriate age for starting RHE,
and ‘Preference for mixed or single-sex classes for discussion of reproductive health topics.
In order to measure the number of health education topics covered in class, we created a
discrete score ranging from 1 to 10. Variables included in the score were assessed by ques-
tions like ‘During this school year, were you taught in any of your classes how to avoid HIV
infection or AIDS?' and ‘During this school year, were you taught in any of your classes the
benefits of healthy eating?’

Data analysis

A Chi-square test was undertaken to evaluate the unadjusted association between the out-
come variable‘support for RHE'and the variables hypothesised to be related to it (the list of
independent variables considered for the analysis is provided in Appendix 1). A total of 13
variables showing significance at the binary level were included in this study’s multivariate
analysis. Statistical analyses were performed using STATA (version 10) and SPSS (version 18).
The two-stage stratified cluster sampling design was accounted for using the relative sample
weight. Statistical significance was assumed at a = 0.05 level.

Ethical considerations

Approval to conduct this study was granted by the American University of Beirut Institutional
Review Board, Beirut, Lebanon. Authorisation to access the previously unpublished 2011
GSHS data was requested and granted by the WHO office in Lebanon, the Lebanese Ministry
of Education and Higher Education, and the Lebanese Ministry of Public Health.
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Results

The 2011 GSHS included 2286 students almost equally divided between boys (46.7%) and
girls (53.3%) with 62.2% of the sample going to public schools and 37.8% to private schools.
Table 1 presents a summary of sample characteristics. The majority of participants were
between 13 and 15 years old (76.8%). More than half of the students (58.1%) supported
the implementation of RHE in school classes with girls having lower odds of support than
boys (OR [Odds Ratio] =0.82, p-value = 0.035) (Table 2). Thirty-seven per cent of partici-
pants were aware of the role of abstinence in protecting against HIV infection, yet almost
one-third had never heard of HIV/AIDS. The majority of students never discussed the topic

Table 1. Sample profile of 2286 adolescent students who participated in the 2011 GSHS (Global School-
based Student Health Survey) in Lebanon.

Variables Answers N %
Support for Reproductive Health Education (RHE) Yes 1244 58.1
No 657 27.8
I don't know 326 14.1
24 1.0
Age 11 years old or younger
12 yearsold 268 1.2
13 years old 618 25.6
14 years old 619 28.6
15 years old 477 22.6
16 years old or older 267 10.3
1064 46.7
Gender Male
Female 1220 53.3
1081 62.2
School type Private
Public 1205 37.8
922 38.1
Grade level 7th
8th 910 327
9th 452 29.2
Ever went hungry in the past 30 days because food was Never/rarely 1944 86.3
missing at home Sometimes/most of the time/always 326 13.7
Ever used drugs in life Yes 81 4.0
No 2109 96.0
Ever drank alcohol in life Yes 751 379
No 1444 62.1
Communication with parents about reproductive health Yes 784 34.7
No 1421 65.3
Perceive having sex refusal skills Yes 1254 58.4
No/I don’t know 964 41.2
Opinion on appropriate age for starting RHE Before or during puberty 1658 75.0
Right before or at marriage 326 135
I don't know 265 11.6
Preference for mixed or single-sex classes for discussion of ~ Single-sex 1007 439
reproductive health topics Mixed 818 39.3
I don't know 403 16.8
Ever heard of HIV/AIDS Yes 1549 70.7
No 669 29.3
Abstinence protects from HIV/AIDS Yes 808 36.9
No 697 316

I don’t know 706 315
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Table 2. Unadjusted and adjusted associations of the outcome ‘Students’ support for Reproductive
Health Education (RHE)’ and a group of selected variables in the 2011 GSHS (Global school-based stu-

dent health survey) in Lebanon.

Variables

Answers OR"  p-value AOR'  p-value
Socio-demographic characteristics
Gender Male - - - -
Female 0.82 0.035 0.94 0.574
School type Private - - - -
Public 0.70 0.022 0.94 0.688
Grade level 7th - - - -
8th 1.42 0.002 1.06 0.684
9th 2.19 0.005 1.78 0.005
Ever went hungry in the past 30 days ~ Never/rarely - - - -
because food was missing athome ~ Sometimes/most of the time/always ~ 0.74 0.002 0.88 0.382
Home and school environment
Communication with parents about Yes - - - -
reproductive health No 0.54  <0.0001 0.79 0.107
Reported friendliness of schoolmates ~ Never/rarely - - - -
Sometimes 1.27 0.152 0.84 0.369
Often/always 1.48 0.003 1.08 0.647
Substance use
Ever drank in life No - - - -
Yes 1.72 0.002 1.52 0.012
Ever used drugs in life No - - - -
Yes 0.39 0.002 0.625 0.419
Knowledge, attitudes and skills related to reproductive health and RHE
Ever heard of HIV/AIDS Yes - - - -
No 048  <0.0001 0.90 0.397
Perceived sex refusal skills Yes - - - -
No/I don’t know 0.61 <0.0001 0.95 0.713
Opinion on appropriate age for Right before or at marriage - - - -
starting RHE Before or during puberty 333  <0.0001 3.57 <0.0001
I do not know 0.15  <0.0001 0.21 <0.0001
Preference for mixed or single-sex Single-sex class - - - -
classes for discussion of reproduc- Mixed class 330  <0.0001 3.19 <0.0001
tive health topics I don't know 040  <0.0001 0.52 <0.0001
Exposure to health education in school
Number of health education topics Mean score (/10) 1.23  <0.0001 1.20 <0.0001

discussed in class in the past year

“Unadjusted odds ratio; "Adjusted odds ratio (adjusting for all variables in the table).

of HIV/AIDS with their parents or guardians (65%) (Table 1). Less than half of the sample
(44%) preferred discussing reproductive health topics in single-sex classes (Table 1). In
the preceding year, students were exposed on average to 4.1 health education topics in
class (Table 2).

Multivariate analysis of all variables with the outcome

All variables that showed statistical significance at the bivariate level with the outcome of
interest ‘support for RHE' were introduced into the multivariate analysis. Only five of these
independent variables showed a statistically significant association at the multivariate level
with the main outcome.

As shown in Table 2, an increasing probability of support for RHE paralleled the increase
in students’grade level. The relationship was particularly significant when comparing grade
9 to grade 7 students (adjusted OR = 1.78; p-value = 0.005). Students who had drunk alcohol
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were 1.52 times as likely to support RHE as those who reported never drinking (p-value = 0.012).
Being in favour of ‘mixed classes’and believing in ‘early introduction of RHE' were positively
associated with students’support for RHE. In particular, students who answered the question
‘When should education on reproductive health start?” by ‘before or during the age of
puberty’ were 3.57 times more likely to support RHE than those who chose ‘when one is
getting ready for marriage’ or‘at marriage’ (p-value < 0.0001) (Table 2). The odds of support
for RHE among students who preferred having RHE in mixed classes were 3.19 times those
of students who preferred it to be in single-sex classes (p-value < 0.0001). Finally, a one-unit
increase in the ‘'number of health education topics given in class’ score multiplied the odds
of students’support for RHE by 1.20 (p-value < 0.0001) (Table 2). This means that with every
additional exposure to a health education topic in school, students were 20% more likely to
support RHE in class.

Discussion

Recent years have seen an increase in research on students’ attitudes, expectations and
perceived needs related to RHE (Andrew, Patel, and Ramakrishna 2003; Benzaken, Palep, and
Gill2011; Chen et al. 2008; Forrest et al. 2004; Ogunjimi 2006). Strong evidence exists on the
impact of attitudes on sexual behaviour (Basen-Engquist and Parcel 1992; Godin 1996) and
the proven importance of involving students in RHE design and implementation (Jensen
and Simovska 2005; Wight 1999). Hence, investigating students’views is a necessary stepping
stone towards a universal and well-contextualised RHE programme. In this study, we
attempted to highlight patterns related to support for RHE among middle school students
in Lebanon with the ultimate aim of informing the implementation of such programmes in
this country and elsewhere.

The 2011 GSHS in Lebanon showed that a majority of middle school students were in
favour of in-class RHE. Our findings that, in middle schools, there was increasing support for
RHE at higher, as compared to lower, grades is consistent with findings concerning secondary
school students elicited through a concurrent national survey in Lebanon. In this survey,
secondary school students in public (83%) and private (88%) institutions expressed higher
levels of support for RHE than middle school students (58%) (La Sagesse University, Faculty
of Health Sciences 2011).

In our study, the bivariate analysis revealed an increased support for in-class RHE among
boys compared to girls. This observation is in opposite direction to the bivariate trend demon-
strated in other studies where girls were more supportive of RHE than boys (Ogunjimi 2006;
Shahid et al. 2012). In our multivariate model, however, gender was no longer a predictor of
RHE support. Nevertheless, other studies worldwide have highlighted major differences
between the two sexes in patterns and preferences for RHE. Boys and girls rely on different
sources to learn about sexuality (Shahid et al. 2012). Also, boys tend to support mixed-sex
classes for RHE while girls prefer sex segregation in these classes (Strange et al. 2003). Hence,
the fact that in our study boys and girls expressed similar patterns of support for RHE does not
negate the need for further exploration of gender-specific preferences and concerns.

According to our findings, students from lower socio-economic backgrounds were less
likely to support RHE. The economic background variable lost significance however in the final
multivariate model. Assessing socio-economic status through being frequently hungry for
lack of food at home may underestimate those in lower socio-economic households since the
indicator selected was relatively extreme and hence less sensitive to variations in poverty level.
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The multivariate analysis revealed that students who preferred mixed classes for RHE
were more likely to support RHE. This suggests that embarrassment or conservatism may
lead to resisting RHE. Whether or not RHE should be given in a single versus mixed-sex setting
is an ongoing debate (Buston, Wight, and Hart 2002; Strange et al. 2003). Investigating the
impact of discomfort in mixed-sex settings on the receptivity of students is however essential
to assure the success of RHE programmes.

Students who discuss reproductive health topics with their parents were more likely to
supportin-class RHE. A large body of evidence points to a protective sexual health effect for
youth of open parent-child communication (Hutchinson et al. 2003; Kotchick et al. 2001;
Miller 2002; Shiferaw, Getahun, and Asres 2014). Our results support potential benefits from
targeting parents as part of RHE programmes at the national level.

Students who drank alcohol were more likely to support RHE, controlling for all other
factors. Having drunk alcohol may be an indicator of being more liberal or trying to exper-
iment, both of which may act as confounders in the association between having a positive
attitude towards RHE and alcohol drinking. Student’s support for RHE was proportional to
the number of health education topics that she/he was exposed to in school. It appears that
students can progressively overcome hesitations about RHE when they learn to view it
through the lens of their overall health. This points to a need to integrate RHE within a com-
prehensive health education programme, as advocated by the WHO (WHO et al. 2007). Such
integration would also reduce parental resistance to RHE.

Strengths and limitations

A major limitation of our study was the inability to control for students’ level of religiosity
and conservatism in the statistical analysis, for lack of these variables in the questionnaire
(Wills et al. 2003). Despite their limited sensitivity, the chosen indicators of socio-economic
status (school type and hunger due to lack of food at home) were justified in the literature
(Al Haddad and Brakhya 2012; Bickel et al. 2000). Also, the direction of the associations
observed could not be established due to the cross-sectional nature of the study.
Although our findings cannot be extrapolated to all children aged 13-15 years residing
in Lebanon in 2011, the sampling method, size and high response rate of the GSHS 2011
enhance the generalisability of our findings. Our study can serve as a baseline to assess
changes in students’attitudes toward RHE following the implementation of RHE programmes
on a national level. Conducted in a country with high need for RHE and many social and
political competing priorities, this investigation presents a new argument for RHE advocacy.
Our findings may also help inform stakeholders of the challenges they may face when imple-
menting RHE programmes. We recommend the inclusion of a question assessing students’
support for RHE in other developing countries with a similar need for such programmes.

Conclusion

To our knowledge, this study is the first to examine patterns associated with students’support
for RHE in Lebanon and the Arab world. The results highlight and quantify many of the dif-
ferences in attitudes towards RHE that exist between students in Lebanon. An effective RHE
programme would enhance positive attitudes in students who support its implementation,
and address the concerns of those who do not. Amidst the competing human rights priorities
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in the Arab world, shedding light on young people’s need for RHE is a stepping stone in the
journey of advocacy and effective implementation of such programmes. Our study can
inform programme design and evaluation in Lebanon and other developing countries with
emerging interest in sexual health. Tailoring interventions to students’needs, concerns and
expectations is key to the equitable provision of RHE.

Notes

1. In this paper, the term Reproductive health education (RHE) is used interchangeably with
‘sex education’and ‘comprehensive sexuality education’to be consistent with the 2011 Global
School-based Student Health Survey (GSHS) questionnaire in Lebanon that employed the term
RHE.

2. Further information about the GSHS can be found at http://www.who.int/chp/gshs
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Appendix 1. Univariate association with the main outcome of students’ support
for Reproductive Health Education (RHE) in the 2011 GSHS (Global school-
based student health survey) in Lebanon

Variables Answers OR* p-value 95 % Cl
Socio-demographic characteristics
Age 11 years old or younger - - -
12 years old 0.29 0.013 0.11-0.75
13 years old 0.38 0.046 0.15-0.92
14 years old 0.46 0.134 0.17-1.29
15 years old 0.57 0.281 0.19-1.65
16 years old or older 0.50 0.122 0.20-1.22
Gender Male - - -
Female 0.82 0.035 0.68-0.98
School type Private - - -
Public 0.70 0.022 0.52-0.95
Grade level 7th - - -
8th 1.42 0.002 1.15-1.74
9th 2.19 0.005 1.30-3.69
Body mass index categories Underweight - - -
Normal 1.77 0.068 0.96-3.28
Overweight 1.78 0.106 0.88-3.63
Obese 1.76 0.082 0.92-3.35
Ever went hungry in the past 30 days ~ Never - - -
because food was missing at home  Rarely 1.16 0.118 0.96-1.41
Sometimes/most of the 0.77 0.006 0.64-0.92
time/always
Home and school environment
Communication with parents about  Yes - - -
reproductive health No 0.54 <0.0001 0.41-0.70
Parental attention to child as Never/rarely - - -
reported by students Sometimes 1.23 0.073 0.98-1.54
Often/always 1.10 0.573 0.78-1.56
Physical abuse by teacher Yes - - -
No 1.01 0.971 0.72-1.41
Being bullied for reasons related to Yes - - -
sex No 2.03 0.063 0.96-4.27
Reported friendliness of schoolmates ~ Never/rarely - - -
Sometimes 1.27 0.152 0.91-1.78
Often/always 1.48 0.003 1.16-1.90
Substance use
Ever drank alcohol in life Yes - - -
No 0.58 0.002 0.42-0.80
Ever used drugs in life Yes - - -
No 2.56 0.002 1.45-4.35
Ever used substance in life Yes - - -
No 1.49 0.004 1.15-1.93
Knowledge, attitudes and skills regarding reproductive health and RHE
Ever heard of HIV/AIDS Yes - - -
No 0.48 <0.0001 0.36-0.65
Knowledge of role of abstinence in Yes - - -
avoiding HIV infection No 0.90 0.364 0.71-1.14
I don't know 0.61 <0.0001 0.51-0.72
Perceived sex refusal skills Yes - - -
No/I don’t know 0.61 <0.0001 0.49-0.76
Opinion on appropriate age for Before or during - - -
starting RHE puberty
Right before or at 0.30 <0.0001 0.20-0.44
marriage
I don't know 0.15 <0.0001 0.10-0.22
Preference for mixed or single-sex Single-sex class - - -
classes for discussion of reproduc-  pixed class 330 <0.0001 2.46-4.44
tive health topics I don't know 0.40 <0.0001 030-0.54

(Continued)
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Appendix 1. (Continued)

Variables Answers OR* p-value 95 % Cl
Exposure to health education in school
Exposure to healthy nutrition Yes - - -
education in class No/I don’t know 0.66 0.002 0.51-0.85
Exposure to hand hygiene education  Yes - - -
in class No/I don’t know 0.780 0.046 0.63-1.00
Exposure to oral hygiene education Yes - - -
in class No/I don’t know 0.94 0.647 0.72-1.23
Exposure to avoiding bullying skills Yes - - -
education in class No/I don’t know 0.67 0.002 0.52-0.85
Exposure to alcohol education in Yes - - -
class No/I don’t know 0.55 <0.0001 0.44-0.70
Exposure to drugs educationin class  Yes - - -
No/I don't know 0.44 <0.0001 0.36-0.54
Exposure to HIV/AIDS education in Yes - - -
class No/I don’t know 0.57 <0.0001 0.48-0.67
Exposure to physical activity Yes - - -
education in class No/I don’t know 0.64 <0.0001 0.52-0.80
Exposure to HIV/AIDS extra-curricular ~ Yes - - -
education No/I don’t know 0.47 <0.0001 0.37-0.60
Exposure to at least one type of Yes - - -
health education in class No/I don’t know 0.50 0.001 0.34-0.74

*Unadjusted odds ratio.
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