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ABSTRACT 

A COMMUNITY-ENGAGED OUTCOME EVALUATION OF TORONTO PUBLIC 
HEALTH’S RAISING SEXUALLY HEALTHY CHILDREN FOR AGENCY STAFF 

TRAINING 
 

 
Deborah Gores                                                     Advisor(s): 
University of Guelph, 2019                Dr. Tricia van Rhijn  
            
 
Through a community engaged scholarship project with Toronto Public Health and the 

University of Guelph-Humber, the purpose of this evaluative study was to assess the 

impact of Toronto Public Health’s Raising Sexually Healthy Children for Agency Staff 

Training (RSHCAS) targeting Early Learning Professionals. RSHCAS is a free one-day 

professional development opportunity designed to increase knowledge, comfort, and 

confidence addressing the development of sexuality with children. This study followed a 

quasi-experimental pre-test/post-test research design, where 28 participants completed 

two online surveys. Overall, participants were appreciative and satisfied with the 

RSHCAS training. Results indicated shifts in participants’ perceptions, partially 

supporting hypotheses for knowledge, comfort, and willingness. Results also highlighted 

several impacts RSHCAS had on participants’ perceptions of their daily practice. The 

thesis concludes with recommendations for key stakeholders to provide the necessary 

support to Ontario ECEs and ensure the healthy sexual development and well-being of 

all children within Ontario child care settings.  
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Introduction 

 
The development of human sexuality is a complex process of change, beginning from the 

time of conception and continuing throughout the life course (Kakavoulis, 1998). Sexuality 

constitutes a powerful part of an individual’s personality, and is constructed through experiences 

which have historical, social, and cultural origins (Blaise, 2009; Elkovitch, Latzman, Hansen, & 

Flood, 2009; Ganji, Emamian, Maasoumi, Keramat, & Khoei, 2017; Kakavoulis, 1998). 

Additionally, sexuality is believed to be one of the most complex domains of development as 

many factors are understood to have a role in this specific type of development, such as 

biological, psychological, and societal factors (Balter, van Rhijn, & Davies, 2016). The sexual 

development of children has many competing meanings in Westernized societies. Childhood 

sexuality is understood by some as a time of natural curiosity (Hornor, 2004; Kenny, Dinehart, & 

Wurtele, 2015; Martin, 2014), however this meaning is in contrast to ideas such as innocence and 

asexuality as common denominators of childhood (Alat, 2015). The complex nature of childhood 

sexual development makes addressing sexuality with young children a challenging task for not 

only parents, but educators as well. The current study focused on the difficulties educators face 

addressing this topic with young children. This is an important but under-researched area within 

the literature, specifically within the context of early learning settings throughout Ontario.  

In Ontario, early childhood educators (ECEs) are the professionals who interact with 

young children (ages 1 to 6) on a daily basis, and are responsible for assessing children’s 

developmental needs and stages in all domains of development (CECE, 2018). The rise of dual-

earner families worldwide has made childcare a necessity for many parents, therefore making 

ECEs an important source of early socialization for young children (Balter et al., 2016; Balter, 

van Rhijn, & Davies, 2018; Cahill & Adams, 1997). However, recent work in the area of ECEs 
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and perceptions of addressing the development of sexuality throughout childhood has indicated a 

need for more professional training in this domain (Balter et al., 2016, 2018). Further, Ontario 

ECEs are also not receiving the necessary pre-service training to address this topic (Balter et al., 

2018). With scarce training and guidance in relation to addressing childhood sexual 

development, ECEs are often left to find their own resources to increase knowledge and comfort 

in this domain.  

One resource offered to ECEs in Ontario is Toronto Public Health’s (TPH) professional 

development training titled Raising Sexually Healthy Children for Agency Staff Training 

1(RSHCAS). This training targets ECEs and other childcare service providers specifically. The 

community-based training is designed to help increase knowledge and comfort around 

addressing the development of sexuality throughout childhood. Although RSHCAS has been 

delivered for over 15 years, there has never been a formal evaluation of the program (M. Gaffe, 

personal communication, January 28th, 2018), and the current study moved towards addressing 

this gap. Through a community engaged scholarship project with TPH and the University of 

Guelph-Humber, the purpose of the current study was to assess the impact of TPHs RSHCAS 

training. To inform this outcome evaluation research, the following literature review explores 

topics relating to childhood sexual development, sexual education in a Canadian context, the 

current landscape of early childhood education in Ontario, and the perceptions of ECEs towards 

addressing the development of sexuality throughout early childhood.  

 

 

                                                        
1 Toronto Public Health’s workshop was previously named Raising Sexually Healthy Children for Child Care 
Providers; however, as of January 2019, it is now named Raising Sexually Healthy Children for Agency Staff 
training.  
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Literature Review 

Childhood Sexual Development  

The literature describes sexual socialization as a process where, beginning at birth, 

children acquire the essential beliefs, attitudes, and meanings associated with sexuality (Blaise, 

2009; Ganji et al., 2017). Research suggests that concepts such as identity and gender formation, 

gender role development, sexual knowledge acquisition, and the development of sexual attitudes 

are all embodied within this process (Ganji et al., 2017). At birth, the culture of the family plays 

a major role in the sexual socialization of children, followed by the role of the family becoming 

less influential as the child continues to develop and experience the functions of society in 

relation to their sexual development (Ganji et al., 2017; Kakavoulis, 1998).  

As mentioned previously, Westernized societies hold competing meanings of childhood 

sexuality. There is a discrepancy within society where children are viewed as either having a 

natural curiosity to discover and explore their bodies (Kenny et al., 2015; Larsson & Svedin, 

2002; Martin, 2014), or are viewed as innocent and asexual beings, lacking any sexual desires, 

thoughts or interests (Blaise, 2009; Hornor, 2004; Yelland, 2005). Some researchers argue the 

preschool years are filled with a great deal of questioning and curiosity, and view sexual 

development as a natural phenomenon occurring throughout childhood (Kenny et al., 2015; 

Larsson & Svedin, 2002). Conversely, the concern about the sexualisation of childhood has also 

been argued, where childhood is seen as a separate stage from adulthood, and therefore this stage 

should be protected from “adult-like” behaviours (Alat, 2015; Blaise, 2009; Yelland, 2005). 

Further, media seems to play a paradoxical role in relation to the argument of childhood 

sexuality. Children are repeatedly exposed to sexual images in the media, yet parents and 

caregivers are reluctant to have discussions relating to sexuality due to the notion that childhood 
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is a time of innocence (Hornor, 2004). These discourses are embedded deep within culture and 

play a large role in how one conceptualizes the development of sexuality throughout childhood. 

Due to cultural discourses about children and sexuality, researchers know very little about sexual 

development throughout the early years when compared to adolescence (Martin & Bobier, 2017). 

 Childhood has often been referred to as the “last frontier in sex research” (Kakavoulis, 

1998, p. 57) as there is no consensus regarding what constitutes healthy or harmful sexual 

development (Charnaud & Turner, 2015; Davies, Glasier, & Kossoff, 2000; Friedrich & Trane, 

2002; Hornor, 2004; Martin, 2014). In fact, there is a limited amount of research focused on 

children’s sexual knowledge, experiences, and interests (Kakavoulis, 1998; Larsson & Svedin, 

2002). Perhaps the lack of research is due in part to the fact that childhood sexual development is 

a complex topic to study for the same reason it is difficult for educators and parents to address 

this topic with children. The competing discourses and worry about tainting the purity of 

childhood make it difficult to ask children about their experiences and/or thoughts about 

sexuality in a research context. Several approaches have been used in the attempt to generate 

baseline data on childhood sexual behaviours such as analyzing adults’ recollections of their own 

sexual play in childhood, and interviewing parents and caregivers about their children’s sexual 

play and behaviours (Davies et al., 2000). Nevertheless, Charnaud and Turner (2015) suggest 

that the shortage of knowledge relating to normal childhood sexual development is due to the 

lack of large-scale empirical research on this topic. Further, much of the research completed on 

childhood sexuality has a strong focus on sexual abuse (e.g., de Graaf & Rademakers, 2011; 

Martin, 2014). While reasoning for this focus is justifiable considering the long term effects of 

sexual abuse on children, it also gives rise to the assumption that all children’s sexual behaviours 

are atypical and/or signs of sexual abuse (de Graaf & Rademakers, 2011); however, children who 
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have not experienced sexual abuse display a wide range of sexual behaviours and feelings (de 

Graaf & Rademakers, 2011; Hornor, 2004).  

Despite the lack of empirical research on normative childhood sexual development, 

numerous theories have been put forth to explain this phenomenon. For example, some theories 

acknowledge the influence of a child’s environment and social interactions on their sexual 

development (e.g., Social Learning Theory) (Balter et al., 2016; Blaise, 2009; Kakavoulis, 1998; 

Menmuir & Kakavoulis, 1999; Yelland, 2005); whereas, others recognize sexual development as 

more of a biological process with predictable stages (e.g., Developmental Perspectives, 

Psychoanalytical Theory) (Byers, Sears, & Weaver, 2008; Cohen, Sears, Byers, & Weaver, 

2004; de Graaf & Rademakers, 2011; Kakavoulis, 1998; Lindblad, Gustafsson, Larsson, & 

Lundin, 1995; Menmuir & Kakavoulis, 1999). Despite the conflicting ideas of what constitutes 

“normal” sexual behaviour over the developmental stages of childhood, there is agreement 

throughout the literature when considering the most common types of sexual behaviours 

displayed throughout this time period, and the importance of addressing this area of development 

with young children. Nevertheless, it is important to note that sexual behaviours are found to be 

widespread among children, with great variation in the type and frequency of behaviours 

(Hornor, 2004).  

Beginning in infancy, infants have a natural desire to explore their bodies, including their 

genitals (Balter et al., 2016; de Graaf & Rademakers, 2011). According to Menmuir and 

Kakavoulis (1999), sexual reflexes begin operating very early in infancy as newborns experience 

erections and vaginal lubrication in the first few minutes after birth. As children move into early 

childhood, defined as between the ages of 2 and 5 years, other types of common sexual 

behaviours that have been observed are touching one’s own genitals/masturbation (Balter et al., 
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2016; Davies et al., 2000; de Graaf & Rademakers, 2011; Hornor, 2004; Kenny et al., 2015), 

attempting to touch their mother’s or other women’s breasts (Balter et al., 2016; Davies et al., 

2000; Hornor, 2004), showing their genitals to adults or other children (Balter et al., 2016; 

Davies et al., 2000; Hornor, 2004), looking at other children’s genitals (Balter et al., 2016; 

Davies et al., 2000; Hornor, 2004; Lindblad et al., 1995), and playing “sex” games (e.g., 

observing other children’s stomach’s through playing doctor; kissing; cuddling; and feeding 

babies(Lindblad et al., 1995). According to Staiger, Tucci, Mitche, and Kambouropolous (2005) 

“children who are involved in natural and healthy sexual play tend to be of a similar age, size 

and stage of development” (p. 7). These behaviours tend to peak in frequency between 2 and 5 

years of age, and then begin to decrease until puberty (Kellogg, 2009; Kenny et al., 2015); 

however, as children continue to develop and expand their curiosities, the amount to which their 

sexual development can flourish greatly depends on the guidance (or lack thereof) from parents 

and or educators (Hornor, 2004). There is a large area of literature examining the influence 

parents have on children’s sexual development (Byers et al., 2008; Eser & Çeliköz, 2009; 

Martin, Riazi, Firoozi, & Nasiri, 2018; Martin & Torres, 2013), but this is beyond the scope of 

this review. 

Studies have also discussed lower frequency childhood sexual behaviours (e.g., Davies et 

al., 2000; Elkovitch et al., 2009; Kenny et al., 2015; Vosmer, Hackett, & Callanan, 2009). Some 

common findings have been described as imitating adult sexual behaviours, such as intercourse, 

oral-genital contact, masturbating with an object (Elkovitch et al., 2009; Kenny et al., 2015), 

performing sexual acts with dolls or toys, making sexual sounds, and asking to watch sexually 

explicit television (Davies et al., 2000; Elkovitch et al., 2009; Kenny et al., 2015), although these 

lower frequency behaviours have been more so linked to signs of sexual abuse (Hornor, 2004; 
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Kenny et al., 2015). Vosmer et al. (2009) surveyed 24 professionals in the United Kingdom who 

work with children displaying sexually inappropriate behaviours about what they would consider 

to be concerning sexual behaviours among children from birth to age 10. All 24 participants 

agreed that any behaviours which used violence, coercion, threats, or bribery were considered the 

most concerning (Vosmer et al., 2009). In the case of these more concerning sexual behaviours, 

there are numerous factors that might influence these behaviours in children such as exposure to 

sexually explicit material, overt displays of sexuality at home, family violence, level of stress 

within the family, parental absence from home, and physical abuse/neglect (Kenny et al., 2015). 

It is important that educators are able to recognize lower frequency sexual behaviours among 

children and are aware of the influencing factors of these behaviours, as these signs could 

indicate a toxic home and/or community environment.  

Gender differences in terms of sexual behaviours exhibited throughout childhood have 

also been explored (e.g., Lindblad et al., 1995; Santtila, Sandnabba, Wannäs, & Krook, 2005). 

Lindblad et al. (1995) investigated frequencies of sexual behaviours exhibited by preschoolers 

between the ages of 2 and 6 years and suggested that the tendency to search for and respond to 

body contact was stronger among the younger female children. This finding contradicts Santtila 

et al. (2005) who suggested that closeness seeking was found to be exhibited equally in both 

males and females. When considering the interaction between gender and age, however, Santtila 

et al. (2005) found that there was no age related differences among females, and that males 

tended to display less closeness seeking behaviours between the ages of 6 and 7. This suggests 

that females have greater freedom in terms of their gender roles; whereas, males learn from an 

early age that certain behaviours, such as expressing tenderness, are not typical male behaviours 

(Santtila et al., 2005).  
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Although sexual development may appear differently among young children, the 

importance of addressing this domain of development throughout early childhood remains the 

same. Children live in a world “saturated with sexuality” (p. 244) and encounter a variety of 

sexual information and behaviours on a daily basis through interactions with the media, family, 

peers, and the community (Martin & Bobier, 2017). For this reason, it becomes imperative that 

young children are equipped with the tools to navigate this exposure to sexuality. An important 

skill such as learning to identify body parts from a young age can provide children with 

ownership of their bodies, help with the development of a more healthy body image, and provide 

them with protection as they would be more able to effectively communicate if they were being 

sexually abused (Kenny et al., 2015). Some researchers suggest this knowledge should begin as 

early as age 2 (Kenny et al., 2015). Further, the practice of promoting healthy gender and sexual 

development from a young age allows for many positive outcomes as children continue to 

develop such as: developing healthy attitudes towards their bodies; freedom from unwanted 

sexual activity; understanding of consent and how to treat others ethically; accurate knowledge 

about how their bodies work and about biological aspects of sexual practices; understanding of 

safety, relationship skills, and open communication; awareness of public/private boundaries; and 

self-acceptance (McKee et al., 2010).  

In addition to the myriad of positive outcomes previously discussed in relation to 

addressing sexual development with children, the topic of gender construction/identity 

throughout childhood and how parents and/or educators address this is, is also a highly 

researched area contributing to the healthy sexual development of children (e.g., Blaise, 2009; 

Cahill & Adams, 1997; Robinson, 2013; Yelland, 2005). According to Robinson (2013), young 

children play an active role and begin to construct their gendered identities from the socio-
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cultural influences of the family, education system, peers, and media of what it means to be a 

“typical” boy or girl. Further, children use gender and sexuality discourses to construct images of 

femininity and masculinity on a daily basis and across various settings (e.g., home and school) 

(Balter et al., 2016; Blaise, 2009; Robinson, 2013). These discourses are also influenced by 

cultural, environmental, societal, and familial factors (Blaise, 2009; Kenny et al., 2015; 

Robinson, 2002; Yelland, 2005). Nonetheless, the child’s outcome in terms of gender 

construction and identity is heavily dependent on the reactions from, and attitudes of, parents 

and/or educators (Blaise, 2009; Hornor, 2004; Kenny et al., 2015). Despite the fact that young 

children play an active role in constructing knowledge about their own sexuality and gender, 

without appropriate facilitation and guidance from parents and ECEs, children become limited in 

their understandings about sexuality, gender, and relationships (Balter et al., 2018). 

School-Based Sexual Health Education in the Canadian Context  

 Although primary-level education is not the focus of the current study, it is important to 

understand the current landscape of sexual health education in Canadian primary schools, as it is 

a direct expansion of the early childhood education context. In addition, most of the research 

examining school-based sexual health education targets primary and elementary school teachers, 

as sexuality education is a relatively new and under researched area within the context of early 

childhood education (Balter et al., 2018).    

Sexual health education in Canadian primary schools has been considered a controversial 

topic for decades, but has been gradually increasing as all provinces and territories are required 

by the Ministries of Education to include school-based sexual health education as part of the 

curriculum (Balter et al., 2018; Larkin et al., 2017; McKay & Barrett, 1999). In Ontario, the 

Ministry of Education introduced an updated version of the health and physical education 



 
 

 
 

10 

curriculum in 2015 that received strong criticisms and backlash from some parents and other 

residents who questioned the appropriateness of some of the content (Larkin et al., 2017). This 

update was the first amendment to the Ontario health and physical education curriculum since 

1998 (Larkin et al., 2017). Much of the criticism towards the 2015 revised curriculum was due in 

part to misconceptions of what in fact was included within the curriculum. Some parents were 

concerned the content was too progressive, or not developmentally appropriate for their children 

to be learning. However, when comparing Ontario to other provinces within Canada, it becomes 

clear that the 2015 amendment was timely, as the previous version of the health and physical 

education curriculum was the most outdated in the country before the revision (Bialystok & 

Wright, 2017). Examples of some of the new content which was added to the 2015 curriculum 

included: Grade 1 students were to be taught to identify body parts, including genitalia using 

correct terminology; Grade 2 students were to discuss consent, and learn about basic stages of 

human development and the related body changes that accompany each stage; Grade 3 students 

were to learn about same-sex relationships and healthy relationships; and Grade 4 students were 

to learn about puberty and have discussions about safe use of technology on topics relevant to 

sexuality (Ontario Ministry of Education, 2015).  

Unfortunately, Ontario is seeing yet another change to the health and physical education 

curriculum by reason of Doug Ford, the conservative party leader, being elected as Premier in 

June 2018 (e.g., Alphonso, 2018). After his election the Ford government and the new Minister 

of Education announced that the sexual health education component of the current 2015 health 

and physical education curriculum would be changed back to the 1998 version (e.g., Alphonso, 

2018). This repeal meant that topics such as consent, gender identity, same-sex marriage, and 

cyberbullying would no longer be taught to Ontario elementary school students as of September 
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2018. This decision by the Ford government to repeal the 2015 sex education curriculum was 

once again met with criticisms from some parents, educators, and other government officials as 

they believed this change would be a step backwards for Ontario (e.g., Alphonso, 2018). When 

considering the research on sexual health education and children (e.g., Kenny et al., 2015), one 

would argue that this was a dangerous decision which can lead to troubling outcomes for the 

overall health and well-being of Ontario children for several reasons: teachers would now 

expected to teach a sex education curriculum that is the most outdated in the country (Bialystok 

& Wright, 2017) and which was developed before the internet was popular among young 

children, and the safety of children would be compromised as a result of withholding sexual 

health information required to stay safe in our current society (e.g., information on consent, 

cyberbullying, and LGBTQ topics).  

However, after consultations with Ontario parents and teachers, more changes came 

about in March 2019 (e.g., Jeffords, 2019). Ontario primary schools will now have a new sex-

education curriculum that will replace the much-criticized interim curriculum brought in by the 

Ford government. The new curriculum will return to teaching lessons on consent and gender 

identity; however, these lessons will begin when students are older (e.g., Jeffords, 2019). For 

example, the topic of gender identity will now be taught in Grade 8, compared to Grade 3 under 

the Liberals. The curriculum will also include new topics such as discussions on abstinence and 

cannabis (e.g., Jeffords, 2019). This new plan will also allow parents to opt out of having their 

children be present for specific sexual education lessons, and the government will provide online 

modules for those parents who would like to have sexual health education discussions at home. 

The full curriculum is expected to be released in May 2019, and implemented into Ontario 

schools in September 2019 (e.g., Jeffords, 2019). Although this is most updated plan for the 
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sexual health education curriculum in Ontario, there appears to be weekly changes within the 

Ford government on this topic and therefore it is expected that this topic may be continuously 

subject to change (e.g., Rieti, 2018).  

The federal government of Canada originally developed a document titled the Canadian 

Guidelines for Sexual Health Education in 2008 (Health Canada, 2008), however this 2008 

version is currently under revision and will be released in Winter 2019 (SIECCAN, 2018). The 

document provides information for professionals working in the area of sexual health education 

and promotion, including a framework for the development of effective and inclusive sexual 

health education. According to the Guidelines, “sexual health education should be presented by 

confident, well-trained, knowledgeable, and non-judgmental individuals who receive strong 

administrative support from their agency or organization” (Health Canada, 2008). The 

Guidelines also highlight the need for proper training as one of the most important factors in the 

delivery of sexual health education (Health Canada, 2008). Unfortunately, the former 

recommendations do not align with the current literature regarding the pre-service training (or 

lack thereof) which Canadian teachers receive, in addition to their perceptions and attitudes 

towards sexual health education.  

In Canada, while the Ministries of Education have provided the curriculum as a guide for 

educators, the extent to which, or how teachers implement the curriculum is entirely dependent 

on the personal characteristics of the teachers themselves. Their knowledge, comfort, attitudes, 

and the importance they assign to the various sexual health topics will affect the specific topics 

they chose to include in their classrooms, and therefore directly affect the sexual health 

education the children are/are not receiving (Cohen, Byers, & Sears, 2012; Cohen et al., 2004). 

When first considering educators’ attitudes and beliefs towards the importance of sexual health 
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education, 93% of Canadian teachers agree that sexual health education should be provided 

through schools, where 78% believe this education should begin in the elementary years (Cohen 

et al., 2012; Cohen et al., 2004). Educators rated topics such as personal safety, sexual assault, 

sexual coercion, and correct names for body parts as very important within the realm of sexual 

health education (Cohen et al., 2012). Further, over 85% of parents support the idea of sexual 

health education being delivered through the public education system, and also agree that it 

should begin in the elementary years (Cohen et al., 2012). Therefore, in many cases, it may be 

that the issue does not surround the importance and value which teachers and parents assign 

towards sexual health education for children, but rather the barriers that educators face in relation 

to providing sexual health education.  

The gender of teachers seems to make a difference in approach and comfort with teaching 

sexual health education in the classroom. Research has demonstrated conflicting results when 

considering gender differences of educators and their willingness and comfort in teaching sexual 

health education. Cohen et al. (2012) found that male educators felt more comfortable teaching 

most sexual health topics (except for the topic of menstruation) and believed that sexual health 

education should begin at a younger age compared to their female counterparts. Alternatively, 

Szalacha (2004) suggested that Canadian male educators feel less comfortable teaching topics 

related to sexuality, due to the notion that they may seem “pedophilic” in doing so. Nonetheless, 

teachers who have more academic training in human sexuality, and who perceive their own 

knowledge as adequate will be more willing, motivated, and prepared to teach sexual health 

education (e.g., Cohen et al., 2012; McKay & Barrett, 1999). However, many Canadian teachers 

do not possess these characteristics, and are required to teach sexual health education in primary 

and elementary schools without adequate training, motivation, or comfort.  
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Numerous studies highlight the lack of sexual health education training received by both 

pre- and in-service (sometimes referred to as post-service, meaning training that is delivered to 

teachers during their course of employment) Canadian teachers, as well as the finding that most 

teachers do not feel adequately prepared to teach sexual health education (Cohen et al., 2012; 

Cohen et al., 2004; McKay & Barrett, 1999). In their study surveying all Bachelor of Education 

(B.Ed.) programs at Canadian universities, McKay and Barrett (1999) found that only 15.5% of 

B.Ed. programs provided compulsory training in sexual health education to pre-service teachers, 

and that overall only 39.3% of B.Ed. programs provided compulsory and/or optional sexual 

health training (McKay & Barrett, 1999). Cohen et al. (2004) surveyed 336 elementary and 

middle school teachers in New Brunswick and determined that 65% of teachers reported having 

no training to teach sexual health, and that on average teachers reported feeling only somewhat 

knowledgeable about sexual health. When asked about the major barriers in regards to teaching 

sexual health education, educators agreed that anticipated reactions from parents was the primary 

barrier faced in their practice (Cohen et al., 2012). This finding is concerning considering that 

most parents support school-based sexual health education, suggesting that the minority of 

parents who argue against school-based sexual health education have undue impacts on teachers’ 

perceptions and practices in relation to teaching sexual health education (Cohen et al., 2012). 

The lack of training, and feelings of inadequacies experienced by Canadian primary teachers are 

not unique to this specific population of educators, as these concerns are echoed within the early 

childhood education literature as well; however, this topic will be discussed in more detail in the 

upcoming sections.  

Internationally, the implementation of school-based sexual health education has been 

increasing in primary schools, where instruction begins as early as age 4 in some cases (Newby 
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& Mathieu-Chartier, 2017). One such example of this is seen in England where in May 2013, a 

sex and relationships curriculum named “Spring Fever” was implemented in one primary school. 

The first known process evaluation of a primary school sexual health program was conducted to 

identify aspects of the curriculum requiring adaptation prior to expanding to all school districts, 

in addition to determining the reactions of parents, teachers, and students (Newby & Mathieu-

Chartier, 2017). Spring Fever is designed as a week-long program that aims to have a positive 

impact on children’s knowledge, attitudes, and skills in relation to the development of sexuality. 

Based on a spiral curriculum (e.g., topics are revisited and expanded each year), beginning at age 

4 children are taught about physical development, self-image, reproduction and family forming, 

social and emotional development, and sexual assertiveness (Newby & Mathieu-Chartier, 2017). 

Newby and Mathieu-Chartier (2017) used various methods to assess the delivery of Spring Fever 

such as feedback forms from teachers and parents, focus group with teachers, interviews and 

daily diaries with parents, and feedback from students. In terms of reach, only five out of 302 

students were withdrawn from Spring Fever by parents, demonstrating the support of the 

sexuality education program by parents. Teachers reported observing excitement by students in 

terms of program delivery, and shared that most children responded very well (e.g., were 

engaged and sharing thoughts and experiences with the class) to learning activities, although 

some students felt uncomfortable or embarrassed by certain topics (Newby & Mathieu-Chartier, 

2017). In terms of reactions from parents, they agreed that their children had gained substantial 

knowledge and understanding. The majority of parents acknowledged the relevance and 

appreciated the program as it opened up avenues for conversations about sexuality at home. 

Although there was some initial apprehension from some students and teachers, overall, teachers 

found the delivery of Spring Fever to be a positive experience (Newby & Mathieu-Chartier, 
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2017). The positive feedback of Spring Fever from teachers, parents, and students demonstrates 

that the delivery of a comprehensive sexual health education beginning at age 4 can be 

accomplished and is valued for the many benefits it provides for children’s overall health and 

well-being.  

Perceptions of Early Childhood Educator’s on Childhood Sexual Development  

The rise of dual-earner families worldwide has made childcare a necessity for many 

parents, causing ECEs and early learning settings to be important sources of early socialization 

for young children (Balter et al., 2016; Cahill & Adams, 1997). Therefore, it is important to gain 

a better understanding of ECEs’ knowledge, perceptions, and attitudes towards childhood 

sexuality. Considering the amount of time some children spend in childcare, the professionals 

who work with young children can provide an important and useful source of information in 

relation to the development of sexuality throughout the early years (Davies et al., 2000). In fact, 

ECEs commonly observe the development of sexuality in their practice and are making implicit 

decisions about how to respond to these behaviours on the basis of their own personal and 

professional experiences (Balter et al., 2016, 2018; Davies et al., 2000; Martin, 2014).  

Several studies have been conducted outside of Canada to examine children’s sexual 

behaviours in early learning settings. Using the observations of daycare staff, Lindblad et al. 

(1995) assessed the frequencies of sexual behaviours among 251 Swedish children between the 

ages of 2 and 6 years. Behaviours such as searching and responding to body contact were 

observed much more frequently compared to more uncommon behaviours such as exhibiting 

one’s own genitals, using sexual words, and attempting to touch a woman’s breast. Interestingly, 

Davies et al. (2000) conducted a similar study in the United Kingdom with preschool children 

between the ages of 2 and 5 years and found dissimilar results. ECEs reported the most common 
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behaviour to be children touching their own genitalia, followed by attempting to touch female 

ECEs breasts, looking at other children’s genitalia, and showing genitalia to other children 

(Davies et al., 2000). Larsson and Svedin (2002) also compared ranges and frequencies of sexual 

behaviours in 185 Swedish children between the ages of 3 and 6 years at home and at daycare, in 

addition to examining the opinions of ECEs and parents. Results were similar to Davies et al. 

(2000), where some of the most common behaviours to be reported at daycare were being 

without clothing, exposing genitals to peers, observing other’s genitals, and touching one’s own 

genitals (Larsson & Svedin, 2002). Although similar sexual behaviours were found between the 

two former studies, Larsson and Svedin (2002) concluded that children exhibit more sexual 

behaviours at home compared to daycare. 

 In Australia, educators have access to child protection training materials such as “The 

Traffic Lights” resource, also known as “Sexual Behaviours in Children and Young People” (Ey, 

McInnes, & Rigney, 2017). This resource assists educators in identifying typical and problematic 

sexual behaviours in children between the ages of 0 and 17, and provides a guide for how to 

respond appropriately (Ey et al., 2017). However, a recent study examining the experiences of 

107 educators in Australia determined that educators lacked comprehensive knowledge in 

relation to identifying typical and problematic sexual behaviours (Ey et al., 2017). Educators 

identified curiosity about body parts, experimenting with gender roles (e.g., playing mums and 

dads), and self-exploration as typical sexual behaviours among young children; however, when 

asked about looking at or touching other children’s bodies during bathroom time, 17% of 

educators considered these as problematic sexual behaviours among preschoolers, even though 

they do constitute behaviours that would be typical of young children (Davies et al., 2000; Ey et 

al., 2017; Kenny et al., 2015). These results demonstrate that although educators might have 
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access to resources such as guidelines for recognizing and addressing sexual behaviours, access 

alone is not enough in terms of providing educators with the skills and ability to identify and 

address sexual behaviours in an early learning setting.  

The relationship between time spent in childcare and exhibiting sexual behaviours has 

been examined throughout the literature, however, the findings have been inconsistent. As 

already stated, Larsson and Svedin (2002) found that children were more likely to exhibit more 

sexual behaviors at home compared to daycare, and only 19% of ECEs believed that children 

who attend daycare have more knowledge in relation to sexuality compared to children who do 

not attend. This result was also supported by Elkovitch et al. (2009) and Santtila et al. (2005) 

who argued that children expressed sexual behaviours at home more frequently due to fewer 

restrictions and rules compared to a preschool setting. However, several other studies have 

produced conflicting results. Other studies have examined the correlation between hours spent in 

daycare and the frequency of exhibiting sexual behaviours, and suggest that time spent in 

daycare does correlate with the number and frequency of observed sexual behaviours, therefore 

resulting in more sexual behaviours being exhibited at daycare compared to the home (Friedrich 

& Trane, 2002; Kellogg, 2009; Ryan, 2000). These studies suggest that child care provides more 

opportunities for young children to interact and explore with one another, in both sexual and 

non-sexual ways (Kellogg, 2009; Ryan, 2000). A possible explanation for the inconsistency 

among results could be due in part to the type of method used in each study - observations from 

ECEs and parents, as both parents and ECEs report a broad range of sexual behaviours 

(Elkovitch et al., 2009; Ryan, 2000). A limitation of using observational methods with topics of a 

sensitive nature such as childhood sexuality is that individuals with more positive attitudes 

towards childhood sexual development may be more inclined to report such behaviours; 
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whereas, others with more restrictive beliefs may under report children’s sexual behaviours 

(Santtila et al., 2005).  

Several international studies have also assessed ECEs’ attitudes and perceptions towards 

addressing the development of sexuality throughout childhood. Davies et al. (2000) and Ryan 

(2000) both concluded that ECEs tend to be less concerned about commonly observed sexual 

behaviours; however, this is dependent on several factors such as frequency of behaviours, the 

child’s demeanor while engaging in the behaviour, and the age of the child. In Sweden, 97% of 

educators working with children 3 to 6 years of age believed that sexual feelings/play, and 

curiosity is typical throughout early childhood, and 59% of educators felt comfortable with 

speaking to children about sexual matters (Larsson & Svedin, 2002). Dialogues surrounding 

sexuality were not initiated by the educators themselves, but rather were in response to children’s 

questions such as explaining sexually-related words, managing behaviours, or encountering 

teachable moments. Although 63% of ECEs reported at some point discussing these matters with 

parents, some ECEs did report feeling embarrassed about sharing the information with not only 

parents, but also other individuals outside the early learning field (Larsson & Svedin, 2002). 

Another study compared comfort levels of ECEs in Greece and Scotland. Results concluded that 

while approximately 50% of Greeks felt comfortable, only 14% of Scottish staff reported feeling 

comfortable addressing the development of sexuality in their classrooms (Menmuir & 

Kakavoulis, 1999).  

More recently, there have been few studies examining pre-service ECEs’ attitudes and 

perceptions towards sexuality education in the early learning field. Alat (2015) conducted semi-

structured interviews with 13 pre-service ECEs in Turkey to gain a better understanding of how 

they make sense of sexual behaviours exhibited by young children. ECEs felt confused and 
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uncomfortable when faced with this area of development. Additionally, ECEs used other 

explanations for children’s sexual acts rather than seeing the children as sexual beings, such as 

using tactile physical development as a means for explaining why a child was attempting to 

touch a women’s breast (Alat, 2015).  

Researchers in Greece qualitatively examined the attitudes and considerations of 20 pre-

service ECEs in relation to introducing sexuality education to their future students (Brouskeli & 

Sapountzis, 2017). Semi-structured interviews were conducted with two groups of students at the 

University of Northern Greece in the department of Education Sciences in Early Childhood, (a) 

second year students who had not yet taken a sexuality and health course, and (b) third year 

students who had successfully completed the course (Brouskeli & Sapountzis, 2017). Valuable 

differences between the two groups of pre-service ECEs were noted. Both groups agreed on the 

importance of sexuality education throughout the early years, however only the group who had 

completed the sexuality and health course were able to provide in depth reasoning behind the 

importance of providing this type of education from an early age  (Brouskeli & Sapountzis, 

2017). Students who had successfully completed the sexuality course also expressed more 

readiness and willingness to introduce sexuality education to their future class and did not 

express any distress when discussing topics related to sexuality education, compared to the group 

who had not yet taken the course (Brouskeli & Sapountzis, 2017). Interestingly, when asked 

about sexuality topics students would include that were developmentally appropriate, neither of 

the two groups were able to clearly distinguish these needs between age groups, suggesting that 

one theoretical course was not sufficient in preparing the students with knowledge on the 

importance of developmentally appropriate topics (Brouskeli & Sapountzis, 2017). Nevertheless, 

the group of students who had completed the course on sexuality demonstrated a greater ability 
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to include and facilitate sexuality education within their future preschool classes, therefore 

confirming the importance and effectiveness of a sexuality course for pre-service ECEs at the 

undergraduate level (Brouskeli & Sapountzis, 2017).  

These previous results highlight the feelings of inadequacies felt by pre-and in- service 

ECEs across the globe in relation to addressing the development of sexuality throughout 

childhood, and the usefulness of even a small amount of pre-service training and education on 

childhood sexual development. It becomes evident that the issues faced by Ontario ECEs, such 

as not having the appropriate knowledge and comfort to address childhood sexual development 

in their practice, are not unique. Rather these are widespread issues requiring attention in order to 

ensure the healthy well-being and development of young children in childcare.  

Although the reactions of parents to children’s sexual behaviours are beyond the scope of 

this review, one study compared the reactions of ECEs and parents to childhood sexual 

behaviours. Martin (2014) concluded that parents were more likely to see the sexual behaviours 

as “inappropriate,” and any further interpretations and/or reactions were heavily dependent on 

the culture and practices of that particular parent. When considering ECEs, although there was a 

relatively large range in reactions, ECEs had slightly different reactions compared to parents. 

Specifically, ECEs were more likely to manage sexual behaviour as misbehaviour. They reacted 

to children’s sexual behaviours just as they would with any other type of misbehaviour; ECEs 

stopped the behaviour, told the children it was not allowed in daycare, increased supervision, and 

reported it to the director of the centre and/or parents (Martin, 2014). These differences in how 

parents and ECEs approach childhood sexual behaviours may suggest that although most ECEs 

do not receive training directly related to addressing childhood sexuality, due to their 
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professional training on childhood development in general, ECEs may be more accepting and 

understanding of these types of behaviours.  

An ECEs own attitudes, values, and beliefs towards childhood sexuality can also play a 

significant role in how they choose to address this behaviour with children (Kenny et al., 2015; 

Vosmer et al., 2009), especially with regard to gender construction. According to Cahill and 

Adams (1997), the gender role beliefs of ECEs can be predictive of their responsive behaviour, 

which, in turn, shape children’s gender identity formation, and gender role development. This 

notion, that the underlying attitudes and beliefs of ECEs in relation to gender and sex can 

translate into explicit and implicit behaviours which can then affect the sexual socialization of 

children, is one which is supported throughout the literature. Cahill and Adams (1997) explored 

ECEs attitudes towards gender roles and suggested that ECEs with more heteronormative views 

were more likely to teach “appropriate behaviours” for each gender, whether they are aware of 

their bias or not. Although ECEs were receptive to the idea of children exploring gender roles, 

they felt more comfortable with females exploring gender roles, as opposed to males (Cahill & 

Adams, 1997). Larsson and Svedin (2002) concluded that ECEs in Sweden were more likely to 

use the correct terminology for male genitals, as opposed to female, in the classroom. Lastly, 

according to Fagot (1984), when ECEs worked with children whom they did not know as well, 

or who were pre-verbal, they were more likely to use gender role stereotypes to guide their 

behaviour with these children.  

The World Health Organization’s (WHO) definition of sexuality describes emerging 

sexuality as a central aspect of being human throughout life, while encompassing an interchange 

between biological, psychological, social, and behavioural factors (World Health Organization, 

2006). Further, as previously mentioned, the literature supports that sexuality is present 
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throughout the life course, and that young children are involved in the social construction of their 

own sexuality (Blaise, 2009). Despite the strong research evidence base supporting the former, 

there are still many individuals who have concerns about the sexualization of childhood (Hornor, 

2004), notably within the context of early childhood education and, more specifically, child-

centered pedagogy (Blaise, 2009; Cloughessy & Waniganayake, 2013, 2015; Yelland, 2005). 

The importance of dealing with diversity in early learning settings has been explored by 

researchers in Australia (Robinson, 2002). In order for teachers to be able to cater for children 

from all backgrounds (e.g., cultures, family types, sexual orientation) (Cloughessy & 

Waniganayake, 2015), these researchers suggest there needs to be a shift from the current 

theories and pedagogies which predominate the world of early childhood education (e.g., child 

development theories and Piaget’s theory of cognitive development), as they reinforce the idea 

that sexuality is irrelevant in the lives of young children (Blaise, 2009; Robinson, 2002, 2013; 

Yelland, 2005).  

Developmental psychology provides the foundation for developmentally appropriate 

practice ¾ a practice taught to pre-service ECEs and followed by many practicing ECEs (Blaise, 

2009). However, some researchers have concerns with the use of developmentally appropriate 

practice when considering the topic of childhood sexual development (e.g., Alat, 2015; Blaise, 

2009; Cloughessy & Waniganayake, 2015; Robinson, 2013; Robinson & Jones-Diaz, 2005; 

Yelland, 2005). According to Blaise (2009), this theory and practice has created a view of the 

universal child where “all children from birth are perceived to proceed through a biologically 

predetermined set of linear cognitive development’s that correlate with chronological age” (p. 

418). Accordingly, as research has continuously highlighted the importance of the sociocultural 

construction of childhood and the diversity across children, arguments are being made against 
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the use of developmental theories, particularly when considering children’s sexual development 

(Blaise, 2009; Robinson, 2002; Yelland, 2005). Further, Robinson (2002) argues that, due to the 

use of developmental theories and child-centered pedagogies, there is an assumption that young 

children are passive in relation to sexual information and knowledge. She discusses that this 

assumption maintains the silencing of sexuality education in early learning settings, in addition 

to undermining a child’s agency.  

While these arguments may be true in some contexts, I would argue that individuals 

working in the early learning field should be equipped with factual and developmentally 

appropriate knowledge in relation to childhood sexual development, as this is what would be 

expected of ECEs when considering any other pedagogy for young children in relation to other 

developmental domains (i.e., cognitive, language, physical etc.) (Best Start Expert Panel on 

Early Learning, 2007). However, I would also argue that in terms of providing this type 

(sexuality) of education and addressing this area of development with young children, simply 

having this knowledge may not be sufficient for ECEs to actually address sexuality with children 

in the classroom. Since the development of sexuality does differ from other domains of 

development, as it can be considered an area more so mediated by context and more sensitive 

than others (Brouskeli & Sapountzis, 2017), knowing how and when to provide developmentally 

appropriate sexuality education can be/is problematic for ECEs, therefore increasing the need for 

training sessions such as RSHCAS.  

Although the relationship between an ECEs own values and beliefs in relation to 

sexuality, and the role these have in shaping the sexual and gender development of children, has 

already been discussed, this section will re-visit this idea in the context of hidden curriculum and 

heteronormativity in the early learning context. Children are continuously learning about 
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sexuality through forms of “hidden curriculum” in the classroom (Robinson & Jones-Diaz, 

2005). Hidden curriculum are the unintended and implicit lessons that children learn from their 

childcare environments, and can look many different ways depending on the specific set up of 

the classroom itself, and/or the educators’ past experiences and beliefs (Yelland, 2005). There 

has also been an extensive amount of research on the topic of dominant discourses of 

heteronormativity, the ‘bundle of ways” in which heterosexuality is seen as normal, or expected 

(Martin & Bobier, 2017, p. 253). Research suggests that the world of early childhood education 

is permeated with heteronormativity (e.g., Blaise, 2009; Martin & Bobier, 2017; Robinson, 2013; 

Robinson & Jones-Diaz, 2005; Yelland, 2005). In the context of early childhood education, 

heteronormativity is reflected in the assumption that all children are heterosexual and will grow 

up being attracted to the opposite sex. Through hidden curriculum and encouraging ideas of 

heteronormativity, children are informally taught about the development of gender and sexuality 

on a daily basis (Martin & Bobier, 2017). There are many examples of this in early learning 

classrooms, such as: the books and posters which make their way into the preschool class (which 

are chosen by educators) and the underlying messages about gender and family those artifacts 

share with the children; prop boxes in the dramatic area that are filled with wedding dresses, 

princess/knight costumes, new born baby props and the ways in which educators go about 

interacting with the children using these props; or the multitude of crafts completed for holidays 

such as Mother’s and Father’s day, and the messages these convey to the children about family.  

Although the focus of the current research is evaluating RSHCAS, a training session for 

ECEs and other child care service providers covering all realms of sexuality education for young 

children, others have evaluated preschool sexual abuse prevention programs specifically. There 

is a small body of literature which has examined the successes and failures of these programs 
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(e.g., Araji, Fenton, & Straugh, 1995; Berrick, 1989; Hulsey, Kerkman, & Pinon, 1997; Ratto & 

Bogat, 1990); however, it is important to note this is a relatively old body of literature. Some 

studies have suggested that preschool sexual abuse prevention programs are beneficial, as Araji 

et al. (1995) evaluated a kindergarten to grade 6 sexual abuse prevention program and found that 

post-test scores of children showed significant increases compared to pre-test scores. Yet, many 

studies have also suggested that most preschool sexual abuse prevention programs are not 

beneficial, as post-test results are continuously low, and children demonstrate marginal 

knowledge gains (Berrick, 1989; Hulsey et al., 1997; Ratto & Bogat, 1990). Although results in 

this area have been mixed, researchers have agreed that prevention efforts have focused too 

much on educating children, and putting the sole responsibility on the child to report (Berrick, 

1989). While in childcare, educators are the ones responsible for the health and safety of all 

children, therefore, there is a need to increase children’s dependence on adult care, as well as 

educators’ preparedness to recognize, and respond to signs of sexual abuse (Berrick, 1989; 

Hulsey et al., 1997).  

Early Childhood Education in Ontario 

Throughout Ontario, 71% of mothers with children between the ages of 0 and 2 and 77% 

of mothers with children ages 3 to 5 work outside of the home (Friendly, Halfon, Beach, & 

Forer, 2013). With such a large proportion of parents and caregivers employed outside of the 

home, childcare has become a necessity for a majority of Ontario families. More specifically, 

62% of children between the ages of 0 to 4 and 90% of children by the age of 5 are attending an 

early childhood education program in Ontario (Atkinson Centre, 2017). In some cases, ECEs 

may spend more time with children than do their parents and/or siblings (Larsson & Svedin, 

2002), making ECEs an important socialization agent for young children (Cahill & Adams, 
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1997). In addition, the quality of children’s early learning experiences in child care is directly 

related to their development (Larsson & Svedin, 2002). Therefore, it becomes critical that we 

provide the proper supports and resources to ECEs who are responsible for assessing and 

attending to children’s developmental needs, in particular, the development of gender and 

sexuality throughout childhood.  

 In 2010, the Early Years division in the Ontario Ministry of Education became the lead 

ministry responsible for kindergarten, child care, and family support programs marking the shift 

of the field of early childhood education from a marginalized sector to a regulated professional 

sector (Ontario Ministry of Education, 2012). This shift provoked an enthusiastic response 

among ECEs across the province and sparked the interests of the government and the public, as 

the discipline of early childhood education, and the important daily work to which ECEs attend 

was now being recognized and respected as a professional discipline. Although the Ministry of 

Education holds the primary responsibility for the field of early learning, there are several other 

organizations and local governments which play a role in regulating the field as well. The 

Association of Early Childhood Educators Ontario (AECEO) is the “professional association for 

ECEs” with a primary purpose of advocating for “respect, recognition and appropriate wages and 

working conditions for all ECEs” (AECEO, 2018). Ontario is also the only province in Canada 

to have 47 local or municipal governments designated as Consolidated Municipal Service 

Managers and District Social Services Administration Boards (AECEO, 2018). These local 

governments are responsible for planning and managing child care services, managing and 

administering fee subsidies, and increasing support to families and centres providing care to 

children with disabilities through assigning additional resources (AECEO, 2018). Lastly, the 

College of Early Childhood Educators (CECE) is the professional self-regulatory body for ECEs 
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in Ontario (CECE, 2018). The CECE focuses on and is responsible for the quality and standards 

of practice, while also providing registration requirements, in addition to the ethical and 

professional standards for ECEs (CECE, 2018).  

To practice in Ontario, and/or use the title of ECE or Registered Early Childhood 

Educator (RECE), individuals must be registered with the College (CECE, 2018). As of 2016 

there were 47,114 registered ECEs in Ontario; 780 (1.7%) male, and 46,334 (98.3%) female 

(Balter et al., 2016)2. Although many ECEs do find employment in regulated child care services 

such as preschools and/or nursery schools, a large proportion of ECEs are also working in a 

variety of settings and programs such as, but not limited to, regulated home-based family child 

care, early intervention and support service programs, full day kindergarten, extended-day 

programs in the public school system, family resource programs, pediatric/health care settings, 

special education programs, government, and post-secondary institutions (AECEO, 2018; CECE, 

2018). Based on their various working contexts, ECEs will experience, and are working within 

many distinct legislation and regulatory environments, and policy frameworks (AECEO, 2018), 

and as a result will hold many different professional experiences and interact with children from 

a myriad of communities. This unique diversity within the field of early childhood education 

means that ECEs will be equipped with their own personal and professional experiences, as they 

apply their expertise on childhood development in various settings.  

As the lead ministry responsible for child care, the Ontario Ministry of Education holds 

the major responsibilities for the field such as licensing, developing policies, and developing 

curricular and pedagogical documents (Ontario Ministry of Education, 2012). As such, the 

government has developed two key pedagogical documents in which ECEs use to guide their 

                                                        
2 Contact with the CECE has been attempted to receive an updated total of RECEs in the province of Ontario but 
have not heard back as of July 2018.  
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daily practice: Early Learning for Every Child Today: A framework for Ontario early childhood 

settings (ELECT) (Best Start Expert Panel on Early Learning, 2007) and How does learning 

happen? Ontario’s pedagogy for the early years (HDLH) (Ontario Ministry of Education, 2014). 

These two key documents support pedagogy and program development in early year settings and 

contain foundational knowledge regarding the various domains of development occurring 

throughout the early years, including physical, social, emotional, communication/language, and 

cognitive (Best Start Expert Panel on Early Learning, 2007). According to the Ontario Ministry 

of Education (2014), these documents were developed by experts in the field, building on 

foundational knowledge about children and their development, and was grounded in research and 

evidence-based practice, and while these curricula are central to understanding children’s 

development, the development of gender and sexuality throughout childhood has been noticeably 

excluded. Additionally, while there are currently no provincial guidelines or curricula addressing 

the development of sexuality throughout early childhood, the federal government has yet to 

provide early learning professionals with guidance in supporting this domain of development 

either (Balter et al., 2018). This lack of curriculum and support from both the provincial and 

federal governments has been causing problems for Ontario ECEs, which will be discussed in the 

following sections, as they do not feel adequately prepared to address childhood sexuality in 

their daily practice (Balter et al., 2016, 2018). 

Several studies have recently examined Ontario ECEs perceptions and attitudes in 

relation to the development of sexuality in early learning settings, identifying many gaps such as 

those related to curricular support, policy, and pre- and in-service training. Additionally, studies 

have assessed individual barriers and factors preventing ECEs from addressing childhood sexual 
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development, however these may not be as addressable through a professional development 

training session such as RSHCAS.  

Individual barriers and factors affecting ECEs willingness to address sexuality.  

Although the individual barriers affecting ECEs’ and other child care service providers’ 

willingness to address sexuality may not be easily shifted through a training session, they are 

nonetheless important and valid barriers that ECEs face in their daily practice. Therefore, these 

barriers become relevant to this research as knowing them may help to guide training programs, 

curricular supports, and policies.  

Using an online questionnaire including both open- and close-ended questions, Balter et 

al. (2016) explored the experiences and perceptions of 64 Ontario ECEs’ about the development 

of sexuality during early childhood. In particular, Balter et al. (2016, 2018) examined factors that 

would make ECEs more willing to address the development of sexuality in practice and barriers 

or concerns they had regarding this topic. When asked if ECEs had any concerns about 

addressing sexuality in their professional practice, parent involvement and a family’s cultural 

beliefs was the most frequent area of concern, with 34.4% of ECEs reporting that the “reactions 

and attitudes” from parents was a significant barrier in addressing sexuality with the children 

(Balter et al., 2016, p. 36). Other areas of concerns were not knowing what was age appropriate 

(12.5%), and a need for more training (10.9%) (Balter et al., 2016). When considering factors 

that would make ECEs more willing to address the development of sexuality in their practice, 

56% of ECEs said that relevant knowledge makes them more willing, 50% said resources do, 

and 43% said that training does (Balter et al., 2018). Additionally, Balter et al. (2016) reported 

that being able to answer children’s questions (50.8%) and support from administration (50.8%) 

were also factors that made ECEs more willing to address sexuality.  
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Sexual development and sexuality education, especially throughout the early years, can 

be a sensitive topic. For this reason, among many others, the individuals who are responsible for 

addressing and fostering this area of development should not only have the appropriate education 

and training in order to do so, but might require certian personal characterisitcs as well. In their 

study assessing the needs of 64 Ontario ECEs in relation to pre- and post- service sexuality 

education training and instrucution, Balter et al. (2018) explored this idea of personal 

characterisitcs further and found that when ECEs were asked about what charcteristics were 

required in order to provide appropriate sexuality education, 32.8% said inter-personal skills 

(e.g., strong listening skills, communication skills, being able to work as a team, and being 

responsible and reliant); 27.6% said intra-personal skills (e.g., confidence, remaining open 

minded, comfort with own seuxality, maturity, patience, and sensitivity); 13.8% said the ability 

to be unbiased and non-judgemental; and almost half of respondents (46.6%) reported being 

adequately trained and having a strong undertsanding of what is developmentally appropriate. 

This exact question was asked to ECEs in Greece and results were almost identical as they 

reported personal characteristics such as maturity, modelling, self-respect, and being free from 

seuxal prejuidice (Kakavoulis, 1998). These similarities demonstrate that ECEs across the globe 

hold similar views in regards to personal characteristics that are required in order to 

appropriately deliver sexual health education in an early learning setting. 

Lack of curricular support.  

As already stated, the two key pedagogical documents ECEs use to guide their daily 

practice, Early Learning for Every Child Today: A framework for Ontario early childhood 

settings (ELECT) (Best Start Expert Panel on Early Learning, 2007) and How does learning 

happen? Ontario’s pedagogy for the early years (HDLH) (Ontario Ministry of Education, 2014) 
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do not address the development of gender and sexuality throughout early childhood, leaving 

Ontario ECEs with no guidance and/or support in this domain. On its own, the topic of childhood 

sexual development can be an uncomfortable topic for some individuals, and one that is not often 

freely discussed. It has been suggested that the discomfort and shame surrounding the topic of 

sexuality in general, stems from a narrow understanding of sexuality itself (Robinson, 2013). 

Given this already existent implicit stigma, when the topic of childhood sexual development is 

excluded from curriculum, the shame and discomfort which are already attached to such a topic 

are not only maintained, but reinforced among ECEs (Balter et al., 2018). The omission from 

curriculum, and discomfort among ECEs magnifies the notion that conversations related to 

sexuality in early learning settings should be silenced. These practices then normalize the idea 

that it is okay for educators to feel uncomfortable discussing sexuality, and this message is 

passed along to the children in their care, who as a result, learn from an early age that 

conversations regarding sexuality are inappropriate and shameful (Balter et al., 2018). 

Unfortunately, although ECEs may not purposefully be sharing these shameful messages with 

children, Balter et al. (2018) argues that through subconscious communications, children are 

learning that sexuality should be kept secret, and that understanding human sexuality and bodies 

at a young age is inappropriate and shameful.  

 Further, the lack of institutional support from the provincial government in the form of 

curriculum leads to decreased consistency between ECEs when addressing the development of 

gender and sexuality with children. Without curricular support, ECEs are left with no direction, 

feeling fearful and uncertain about how to address this development in practice (Balter et al., 

2016). To worsen this matter, when ECEs do feel confident enough to address sexuality in 

practice, they are doing so by relying on their own personal and professional opinions about the 
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development of gender and sexuality throughout childhood due to a lack of training (which will 

be discussed in more detail in the following sections) (Balter et al., 2016, 2018; Bergström, 

Eidevald, & Westberg-Broström, 2016). Without a curriculum to guide and support ECEs, 

educators are at liberty to disclose their preconceived notions regarding sexuality while 

addressing this area of development with children (Balter et al., 2018; Blaise, 2009; Yelland, 

2005). This gap within the Ministry of Education can create a barrier to healthy development of 

gender identity and sexuality among young children, as the degree to which children develop a 

healthy understanding of sexual knowledge and attitudes is reflective of the support or (lack 

thereof) and reactions from caregivers (Hornor, 2004). Although young children play an active 

role in constructing knowledge about their own sexuality and gender (Blaise, 2009), without the 

appropriate facilitation from ECEs, children will be limited in their understandings about 

sexuality, gender, and relationships (Balter et al., 2018). 

 Lack of workplace policy.  

 In addition to topics such as the development of gender and sexuality not being 

institutionally supported for ECEs, the Government of Ontario does not require child care centres 

to have a sexual health workplace policy, adding to the uncertainty ECEs are facing in their 

practice. The decision to implement such policies is under the discretion of the administration at 

each child care centre; however, recent research has demonstrated that most centres have yet to 

put such a policy in place. Balter et al. (2016) reported that 54% of Ontario ECEs said their 

workplace does not have a sexual health workplace policy, and 21% of respondents were not 

sure. Only 12.7% of ECEs reported that they did have a policy in place, however the focus of 

these policies was not on sexual health, but rather anti-bias/anti-discrimination or sexual abuse 

prevention (Balter et al., 2016). Without policies addressing the development of gender and 
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sexuality, ECEs are practicing without guidelines to protect them or serve as a framework for 

their work. Having no policies leaves ECEs vulnerable if concerns arise about how they are 

addressing this area of development in the classroom, and forces ECEs to deal with situations 

that arise without anything to draw from.  

Though parents are considered the primary educators of children, the “Right From the 

Start Guidelines for Sexuality Issues: Birth to Five Years provided by SIECUS suggests that it is 

necessary for child care centres to create and maintain sexual health workplace policies that 

address how ECEs should respond to children’s questions and behaviours (as cited in Martin & 

Bobier, 2017, p. 245). Sexual health workplace policies and their underlying values should be 

communicated with parents (Martin & Bobier, 2017), and the development of such policies 

should include collaboration between a diverse group of ECEs, administrators, and parents, to 

ensure that the policy is meeting the needs, and supporting a sense of diverse experiences and the 

well-being of all children (Kenny et al., 2015; Martin & Bobier, 2017).  

Lack of pre- and in-service training.  

Although sexuality education delivered through the public school system begins with 

educating children on puberty, the literature suggests that the values of equality, dignity, and 

respect develop much earlier, and ECEs play a significant role in how these concepts are taught 

and modelled for young children (Balter et al., 2018). As previously mentioned, the Canadian 

Guidelines, outline and recommend that sexual health education should be delivered by 

confident, well-trained, and knowledgeable professionals who receive strong administrative 

support, while also highlighting the need for proper training as a key factor in the delivery of 

sexual health education (Health Canada, 2008). However, similar to the lack of training and 

confidence experienced by Canadian primary and elementary school teachers, the following 
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section will highlight a marked disconnect that is evident between the expectations put in place 

by the federal government and what is happening in Ontario’s early learning settings.  

 Similar to ECEs in Sweden and the United Kingdom (e.g., Davies et al., 2000; Larsson & 

Svedin, 2002; Lindblad et al., 1995), Ontario ECEs encounter children displaying sexual 

behaviours in their daily practice as well. Balter et al. (2016) conducted a study assessing 64 

Ontario ECEs on their experiences related to the development of sexuality throughout early 

childhood and identified four main themes of behaviours in Ontario’s early learning settings. 

Using a mixed methods approach, Balter et al. (2016) identified that 41% of ECEs reported self-

touching behaviours among children; 39% reported observing children engaging in “sexual play” 

behaviours, such as displaying physical affection towards peers/teachers by attempting to touch a 

teacher’s breast, attempting to investigate same gender genitalia, and kissing; and 22% reported 

influences of family life being expressed in the classroom. Examples of the last finding were 

described as children making comments such as “I have two moms,” or asking questions such as 

“Can a woman marry another woman?” (p. 35). These findings demonstrate that young children 

are displaying sexual behaviours and ECEs are required to have the knowledge and the skills to 

be able to appropriately facilitate this area of development.  

Unfortunately, although ECEs are encountering behaviours related to the development of 

gender and sexuality in their daily practice, according to current research regarding sexuality 

education instruction and training needs among Ontario ECEs, ECEs have inadequate pre- and 

in-service training in the area of childhood sexual development. Duke and McCarthy (2009) 

discuss the important role which pre-service training and early childhood education post-

secondary programs play in advocating for the inclusion of content related to the development of 

gender and sexuality in early learning settings, and in helping ECEs to develop a sense of self-
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reflexivity in relation to addressing childhood sexuality. However, an informal review of 30 

post-secondary institutions (including both colleges and universities) in Ontario which offer 

approved early childhood education programs indicated that currently, no programs require 

students to take courses with a specific focus on the development of gender and sexuality (Balter 

et al., 2018). Although some institutions have required general sexuality courses, the topic of the 

development of sexuality throughout childhood specifically would be covered in one lecture, if at 

all (Balter et al., 2018). Therefore, while some pre-service ECEs are receiving between only 50 

and 120 minutes of training on the development of gender and sexuality throughout childhood, 

the majority of pre-service ECEs are receiving no training at all.  

Further, results from a study conducted by Balter et al. (2016) determined that ECEs 

emphasized the need for more training, and suggested that training in the area of childhood 

sexual development needs to be done with “great sensitivity,” and should be heavily based in 

research in order to determine the “best evidence-based approaches for this type of education 

with young children” (p. 36). Additionally, when asked about having the necessary requirements 

to teach sexuality education for young children, 64.1% of Ontario ECE respondents reported that 

due to a lack of training, they did not feel they had the necessary requirements to do so (Balter et 

al., 2018). One participant shared their thoughts on the lack of pre-service training stating that 

“ECEs are not equipped AT ALL to teach sexual education… As an ECE going through college, 

we are not taught about how to fully teach children about sexuality” (p. 37). Data was also 

collected on whether ECEs had the necessary pre- and in-service training to address sexual 

development in an early learning setting; 53.2% of ECEs disagreed or strongly disagreed that 

they had adequate training to teach sexual health education to young children, only 28% of ECEs 

agreed that they had adequate training, and 19% were unsure (Balter et al., 2018). When asked 
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about the specific training (if any) they had received on the topic of addressing the development 

of sexuality throughout childhood, 26.2% of ECEs reported they received “little or no formal 

pre-service training” (p. 38), and were mostly relying on their own professional and personal 

(especially those who were parents) experiences, to guide their practice (Balter et al., 2018).  

Lastly, the lack of training experienced by ECEs seems to be affecting the quality of 

sexuality education being delivered to children in Ontario early learning settings. Of the 64 ECEs 

asked to rate the quality of sexuality education being provided to children at their child care 

centres, only 18% rated the quality as good, or very good, 36% reported that there was no sexual 

health education being provided at their centre, and 8% rated it as poor (Balter et al., 2018). 

Unfortunately, the lack of training has, and continues to be a major theme throughout this body 

of literature, resulting in another prominent theme being that ECEs do not feel adequately 

prepared to address the development of gender and sexuality in their practice (Balter et al., 2016, 

2018). Additionally, it is important to note that although addressing LGBT issues in early 

learning settings is out of the scope of this review, studies have shown that due to a lack of 

training, ECEs feel unprepared addressing these matters as well (e.g., Cloughessy & 

Waniganayake, 2013, 2015; Duke & McCarthy, 2009; Robinson, 2002). Considering that 

Ontario ECEs are encountering sexual behaviours in their daily practice but are faced with 

numerous barriers preventing them from being able to confidently and appropriately address the 

development of sexuality with young children, the current study is timely as it will hopefully 

move towards providing a possible solution for these inconsistencies seen in Ontario early 

learning settings.  

The theme of insufficient pre- and in-service training for ECEs related to the 

development of sexuality throughout childhood is not only prevalent within Ontario, but in other 
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countries as well. Kakavoulis (1998) conducted a study with ECEs in Greece on their attitudes 

on early childhood sexual development and education and noted that only 26% of respondents 

believed nursery school teachers have adequate requirements to teach sexuality education to 

young children. Although 84% of ECEs felt that sexuality education should begin before age 5, 

only 48% of ECEs felt that they were able to address this topic appropriately, due to a lack of 

training. In another study comparing ECEs from Greece and Scotland, Menmuir and Kakavoulis 

(1999) reported that 26% of Greek staff, and only 9% of Scottish staff believed they had the 

adequate requirements to address the development of sexuality in practice. Further, Larsson and 

Svedin (2002) indicated that in Sweden, 100% of ECEs involved in their study reported that they 

did not have any training on childhood sexuality and sexual behaviours. When considering early 

learning post-secondary programs in Greece, similar to Ontario, there is a lack of courses 

available to students focusing on sexuality. Out of nine Greek university departments offering 

degrees in early childhood education, only one offers a course exclusively concerning sexuality 

and health (Brouskeli & Sapountzis, 2017). This course introduces students to topics such as a 

variety of aspects of well-being including self-esteem, talking about emotions, and respect for 

others privacy, proper genital terminology, and body hygiene (Brouskeli & Sapountzis, 2017).     

Four departments offer courses that include more general discussions on sexuality education, 

however only few hours are dedicated to this topic throughout the course (Brouskeli & 

Sapountzis, 2017). These studies support the idea that training discrepancies are not unique to 

Ontario and highlights the need for change in better preparing ECEs to address sexuality with 

young children to ensure the healthy well-being and development of the children in their care.  
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Sexuality Training Content Preferences of Ontario ECEs  

Further support for the need for sexuality education training for ECEs can be found from 

research on ECEs perspectives. There is a general agreement in the literature with regard to the 

importance which ECEs assign to sexuality education in the early years. In the Balter et al. 

(2018) study, out of 64 Ontario ECEs surveyed, only three participants felt that sexuality 

education was a topic considered to be out of the scope of an ECEs’ practice; most ECEs support 

this area of development and have a strong desire for wanting to improve their skills and 

knowledge in this area. The majority of Ontario ECEs, in addition to ECEs in other countries 

such as Greece, recognize the importance, and are motivated to want to be able to address the 

development of sexuality and gender in their practice (Balter et al., 2016; Brouskeli & 

Sapountzis, 2017; Kakavoulis, 1998).  

When asked about the purpose of sexuality education in early learning settings, 

participants expressed that knowledge about self, knowledge about families, and answering 

children’s questions were the top three reasons why this area of development should be 

addressed in early learning settings (Balter et al., 2016). These results were echoed by ECEs in 

Greece who reported that knowledge about bodies, developing normal interpersonal 

relationships, and having respect and mutual appreciation for one another as important aims of 

sexuality education in the early years (Kakavoulis, 1998). Brouskeli and Sapountzis (2017) 

compared two groups of pre-service ECEs in Greece, one who successfully completed a course 

on sexuality and health and one who did not. The students who had completed the course shared 

in depth reasons, compared to those who did not, as to why sexuality education in the early years 

is necessary such as: 
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 “Because when we say ‘sexuality’ we don’t mean the sex act necessarily. We mean a 

broad education, which a child could use as a basis and we, as early childhood teachers, can 

transmit… many positive aspects of his personality, his self-confidence, the capability to have an 

opinion, to respect others… perhaps even from play schools, meaning at the age of 3, because I 

believe that children are so clever today that they begin to discover their body and sex 

differences” (Brouskeli & Sapountzis, 2017, p. 62), as well as: 

“Kids are ashamed because they learn to be ashamed, but if they learn from early 

childhood that this (sexuality) is an issue they could ask about… a common issue that is part of 

their everyday life, then perhaps we could ask adults about it” (Brouskeli & Sapountzis, 2017, p. 

62). 

These results reinforce the idea that ECEs are not only supportive of sexuality education 

beginning in the preschool years but demonstrate their awareness of the importance of providing 

sexuality education. ECEs recognize the benefits of sexuality education, even more so after 

completing a course on the subject, illustrating the effectiveness of even a small amount of 

training.  

The question of what content shoud be inlcuded in a curriculum addressing the 

development of gender and sexuality throughout the early years, if one were to ever be created, 

has been explored as well. The Sexuality and Information Education Council of the United State 

(SIECUS) provides “Right from the Start Guidelines for Sexuality Issues: Birth to Five Years” 

(as cited in Martin & Bobier, 2017, p. 245). Although outdated, as the SIECUS guidelines were 

created in 1998, they focus on sexuality education throughout the preschool years and consider 

sexual development within the context of six key concepts: human development, relationships, 

personal skills, behaviours, health, and society and culture (Martin & Bobier, 2017). SIECUS 
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suggests that sexuality eduation between the ages of 0 to 5 should be framed by all other aspects 

of human development and therefore should be understood in relation to other childhood 

experiences covering an array of topics such as friendships, feelings, love and affection, 

communication, body appreciation, sexual curiosity, self-pleasuring, how the body works, the 

five senses, where babies come from, hygiene, sexual abuse prevention, gender roles, diversity, 

and equity (as cited in Martin & Bobier, 2017, p. 245). By encouraging young children to think 

about sexuality as a part of human development, as opposed to a distinct subject, the Guidelines 

aim to avoid the stigmatization of sexuality from an early age (as cited in Martin & Bobier, 2017, 

p. 245).  

In Ontario, when asked about sexuality education topics, ECEs suggested that, similar to 

other pedagogy for this age group, instruction around the development of gender and sexuality 

should be developmentally appropriate (Balter et al., 2016). To gain a better understanding of 

what would be considered developmentally appropriate, 40 ECEs were asked to share their 

thoughts at a conference presentation blinded for review (Balter et al., 2018). An array of topics 

were mentioned such as using the correct terminology for body parts when talking with children, 

allowing and encouraging gender neutral play and expressions in child care centres, answering 

children’s questions in an honest manner, and allowing the child to take the lead (Balter et al., 

2018). Kenny et al. (2015) suggests some additional topics which are appropriate for 

preschoolers to be learning about such as personal boundaries, privacy when using the toilet, and 

using the correct terminology for their body parts. The former findings demonstrate the diverse 

aspects of what developmentally appropriate means to ECEs, as well as highlighting the shared 

beliefs among various sources in terms of concepts and topics which should be taught to young 

children about the development of gender and sexuality.  
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 The lack of pre-service training available for ECEs, and the requests for increased 

training from pre-service ECEs have already been highlighted, (Balter et al., 2016, 2018), 

however a need for in-service training among practicing ECEs in Ontario has been identified as 

well. Out of 64 respondents, 75% of ECEs expressed a strong interest in receiving in-service 

training on instructional strategies, and to help increase their comfort levels in addressing the 

development of sexuality in early learning settings (Balter et al., 2018). Examples of topics to be 

covered in in-service trainings were typical sexual behaviours, gender identity, personal hygiene, 

family types and diversity, boundaries on touching including self-touching, and creating an 

LGBTQ positive environment for all children, families and staff at the child care centre (see p. 

38 for an exhaustive list) (Balter et al., 2018). Further, different forms of training and training 

providers were expressed such as face to face (69%), online (52%), from community 

associations (79%), from provincial associations and/or organizations (50%), and from 

employers (56%) (Balter et al., 2018). These responses demonstrate the strong desire from in-

service ECEs to want to improve their skills in addressing the development of gender and 

sexuality with children, and that as a province it is time to begin supporting ECEs in attaining 

their goals so that young children in Ontario’s early learning settings are receiving the highest 

standard of care.  

 Due to the many inadequacies highlighted thus far in terms of preparing and supporting 

Ontario ECEs to address the development of gender and sexuality in early learning settings, 

many ECEs are turning to professional development programs to educate and prepare 

themselves. Balter et al. (2018) found that 21% of ECEs reported attending a formal in-service 

training; however, the focus was mostly on sexual abuse prevention. Unfortunately, Balter et al. 

(2018) suggests that the heavy focus on sexual abuse prevention within professional 



 
 

 
 

43 

development programs for ECEs appears to be quite common. Although sexual abuse prevention 

is a critical aspect of sexuality education in an early learning context, it does not prepare ECEs to 

address the everyday behaviours and interactions that occur as children are actively constructing 

their own gender and sexuality (Balter et al., 2018), and this is where Toronto Pubic Health’s 

RSHCAS training makes a unique contribution.  

Toronto Public Health’s Raising Sexually Healthy Children for Agency Staff Training  

One training program which aims to address many of the content issues raised by 

participants in the Balter et al. (2016, 2018) studies exists in Ontario. RSHCAS is a free, one-

day, interactive training session targeting ECEs and other childcare service providers specifically 

(M. Gaffe, personal communication, January 28th, 2018). The training takes place approximately 

once per month, where approximately 30 participants attend and is delivered at Metro Hall in 

Toronto (M. Gaffe, personal communication, January 28th, 2018). The main goals of the 

RSHCAS training are to foster an environment that supports the healthy sexuality of children 

within the early learning setting and to influence agencies/early learning centres to integrate 

sexual health policies. The training is delivered through both dyadic and interactive teaching 

methods including a Power Point presentation and group discussions/activities. The eight 

objectives of the RSHCAS training are: (1) to increase awareness/knowledge of the complexity 

of sexuality; (2) to reflect and examine one’s own attitudes and values on sexuality information 

acquired during childhood; (3) to review and/or increase knowledge on the sexual growth and 

development stages of children up to the age of 12; (4) to increase awareness and knowledge of 

professional practices and support of children’s interactions with sexuality and their 

environments; (5) to increase openness to address the development of sexuality/gender in 

childhood; (6) to increase open communication related to sexuality; (7) to increase 
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awareness/knowledge of benefits of a sexual health policy; and (8) to promote training sessions 

to other related service providers (both internal and external) (M. Gaffe, personal 

communication, January 28th, 2018). The RSHCAS training is designed to encourage ECEs and 

other child care service providers to engage in discussions on content such as defining sexuality, 

family of origin, the importance of talking to children about sexuality, the benefits of a sexual 

health policy, and childhood sexual development. Discussions also invite training participants to 

reflect on strategies related to answering children’s questions and/or handling specific situations 

with either children or parents; in particular, participants have the opportunity to practice training 

strategies with one another and training facilitators on actual situations they have experienced in 

their practice (M. Gaffe, personal communication, January 28th, 2018). Lastly, participants are 

provided with a resource package of activities and samples of parent handouts,3 and are emailed 

a RSHCAS training completion certificate after the workshop. 

The RSHCAS training is funded by TPH and the Ontario Ministry of Health (M. Gaffe, 

personal communication, January 28th, 2018). TPHs Sexual Health Promotion program’s 

mandate is to “to prevent unintended pregnancy and sexually transmitted infections (STIs)” 

(Toronto Public Health, 2018). Although adolescents and adults are the intended audience of this 

mandate it was argued that focusing education on the early years would act as prevention. The 

Raising Sexually Healthy Children (RSHC) workgroup states:  

by instilling the need of this kind of education (sexual health) at a young age, along with 

the ideas of communication, normalizing sexuality, and knowledge, it would carry into 

the teenage years of these young children, and longitudinally would align with the 

mandate. When children get older, they will be prepared to talk to other adults about 

                                                        
3 For further information about TPH RSHCAS training materials and handouts, visit 
www.toronto.ca/health/sexualhealth. 
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sensitive topics such as sexual health (M. Gaffe, personal communication, January 28th, 

2018).  

The RSHC workgroup further advocated that by taking a proactive, as opposed to a reactive 

approach, STI and pregnancy rates would be reduced in the adolescent years, among other 

benefits of talking with children about sexuality.  

In 2000, it was recognized by TPHs Sexual Health Promotion Program, that parents, who 

are critical influencers to children’s development, needed to be a focus for programming. The 

intended outcome of programming for parents was to increase knowledge and awareness on the 

physical, social, and emotional changes associated with puberty, and offer tangible skills on how 

to approach this subject in a positive, and approachable way. Based on this, a 2-hour workshop 

was developed and delivered to parents at school council meetings at the Toronto District School 

Board (TDSB). This was the beginning of the Raising Sexually Healthy Children trainings 

(RSHC) (M. Gaffe, personal communication, January 28th, 2018). The RSHC workgroup 

expanded its outreach from parents/guardians to the child care community who were identified 

as playing a pivotal role in socializing children. The training is now offered to early learning 

professionals as well as parent facilitators from 17 different language communities across the 

City of Toronto (M. Gaffe, personal communication, January 28th, 2018). The mandate of the 

RSHCAS training is “to provide current information on raising sexually healthy children in a 

training format to child care service providers and related service provider” (M. Gaffe, personal 

communication, January 28th, 2018). 

The RSHCAS training is also unique in the sense that there are no similar professional 

development training sessions available in Ontario for ECEs to increase their knowledge and 

comfort in addressing the development of sexuality throughout the early years. An informal 



 
 

 
 

46 

online review of other public health departments in various regions throughout Ontario 

highlighted that TPH is the only public health unit to deliver training on the topic of sexual 

health education for young children. Peel Public Health offers many online resources in terms of 

helping educators and parents become more familiar with sexuality education and addressing 

sexuality with children and youth (Region of Peel, 2016b); however, the youngest age for which 

the online resources address is 8 years of age (e.g., Changes in Me – educational kit) and is 

therefore not relevant for ECEs and other individuals working in the early learning field (Region 

of Peel, 2016a). Additionally, the Health Department and Children’s Services Division of the 

Halton Region Community and Social Services Department provides an online Child Care 

Health Resource for individuals who care for children in licensed child care programs (Halton 

Region, 2016). This document includes recommendations and guidelines on how to maintain a 

safe and healthy environment for young children. In a section titled “Growing and Changing” (p. 

16) they have included the development of sexuality throughout childhood by providing a chart 

matching childhood sexual development with recommended practices for educators (See 

Appendix A; Halton Region, 2016). Although this resource provides some information on the 

development of sexuality throughout childhood, it does not provide ECEs and other child care 

service providers with the same benefits of attending a day-long training session. Nevertheless, 

the need for professional development opportunities in this area for ECEs and other child care 

service providers appears to be gaining more awareness as both Niagara Public Health and The 

Hospital for Sick Children in Toronto have contacted the Raising Sexually Healthy Children 

Agency Training Workgroup expressing interest in implementing similar training in their 

respective regions (M. Gaffe, personal communication, January 28th, 2018). While RSHCAS is 

a valuable training session to exist, it is not yet known how well this training addresses the 
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barriers related to effective and comfortable delivery of sexual health education content in early 

learning settings.  

Purpose and Objectives 

The purpose of the current research was to assess the impact of Toronto Public Health's, 

Raising Sexually Healthy Children for Agency Staff training. The current evaluation was based 

on a model of community engaged scholarship which has been defined as a “collaboration 

between institutions of higher education and their larger communities (local, regional/state, 

national, global) for the mutually beneficial exchange of knowledge and resources in a context of 

partnership and reciprocity” (Carneige Foundation, 2010, as cited in Mavis, 2013, p. 1). This 

project was a collaboration between researchers from the University of Guelph-Humber and the 

University of Guelph, in addition to sexual health promoters from TPH. The use of community 

engaged research in the current study is advantageous as program evaluations such as this is one 

component of the TPHs’ Sexual Health Promotion program (e.g., TPHs A Healthy City for All 

Strategic Plan 2015-19). TPH is committed to excellence through evidence-based research, and 

the current evaluation moved towards addressing one of TPHs goal of making Toronto a healthy 

city in which to raise children.  

To assess the impact of the RSHCAS training, an outcome evaluation of the training was 

conducted. Outcome evaluations measure program effects in the target population to determine if 

the short- and long-term objectives of the program are being achieved (Martens & Wilson, 

2012). Outcome evaluations are used to assess program effectiveness in areas such as 

development of skills, knowledge gains, and changes in attitudes and/or behaviours among 

program participants, and are useful for making a case for additional funding, revisions, and/or 

replications of the program (Martens & Wilson, 2012).  
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Through conducting an outcome evaluation of the RSHCAS training, the goals of the 

current study were to:   

1. Gain insight as to the potential impact of training ECEs and other child care service 

providers through a community-based program in creating safe spaces to educate children 

about their bodies, relationships, and sexual health. 

2. To assess how effective the RSHCAS training was at achieving its program objectives, in 

order to be able to generalize the results beyond TPH.  

The specific objectives of this research were: 

1. To assess the impact the RSHCAS training is having on participants in relation to 

addressing the development of gender and sexuality in an early learning setting.  

2. To assess changes in participants’ self-reported knowledge, comfort, and willingness 

before and after attending the RSHCAS training.  

Program evaluations of sexuality education training programs for educators are relatively 

uncommon in the literature; however, a few studies have examined this topic (Charnaud & 

Turner, 2015; Lokanc-Diluzio, Cobb, & Nelson, 2007). In Calgary, Lokanc-Diluzio et al. (2007) 

evaluated 11 in-service sexual health training programs for elementary and junior high school 

teachers and found that training substantially increased teachers comfort in teaching sexual 

health education, as 53% felt comfortable pre-training, compared to 94% post-training. More 

recently, Charnaud and Turner (2015) conducted a small-scale quasi-experimental pilot study 

assessing the effects of a training program designed to develop primary school teachers’ 

knowledge, confidence, and attitudes in responding to children’s sexual behaviours in the UK. 

Primary teacher’s experienced improvements in 16 of the 23 items in the self-report survey, 

relating to their knowledge and confidence in addressing children’s sexual behaviours in the 
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classroom after the training session (Charnaud & Turner, 2015). These results suggest that even 

brief training interventions can have positive effects on educators’ knowledge and comfort in 

relation to addressing childhood sexual development in their practice. Although the previous 

studies highlight the benefits of training educators in this domain, no studies or evaluations have 

assessed the effects of training ECEs and child care workers in addressing the development of 

sexuality, and the current study will contribute to addressing this gap.  

 Based on the current outcome evaluation study, the overall research questions I aimed to 

answer through conducting this research were:  

1. Is the Raising Sexually Healthy Children for Agency Staff training effective at improving 

ECEs’ and other child care providers’ knowledge in support of addressing childhood 

sexuality in their practice?  

2. Is the Raising Sexually Healthy Children for Agency Staff training effective at improving 

ECEs’ and other child care providers’ comfort in support of addressing childhood 

sexuality in their practice?  

3. Is the Raising Sexually Healthy Children for Agency Staff training effective at improving 

ECEs’ and other child care providers’ willingness to address childhood sexuality in their 

practice?  

4. Is the Raising Sexually Healthy Children for Agency Staff training having an impact on 

participants’ perceptions of their everyday practice?  

Based on these research questions, the following hypotheses were investigated:  

1. Levels of self-reported knowledge will be significantly higher at the time 2 measurement 

point (post-training) compared to the time 1 measurement point (pre-training).  
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2. Levels of self-reported comfort will be significantly higher at the time 2 measurement 

point (post-training) compared to the time 1 measurement point (pre-training).  

3. Levels of self-reported willingness will be significantly higher at the time 2 measurement 

point (post-training) compared to the time 1 measurement point (pre-training).  

Methodology  

 The current outcome evaluation of TPHs RSHCAS training used mixed methods and 

followed a quasi-experimental pre-test/post-test research design (Martens & Wilson, 2012). 

RSHCAS training participants were assessed at two timeframes: time 1 (pre-training), and time 2 

(2-weeks post-training). 

Participants/population  

 When conducting program evaluations, population samples can be determined by default, 

for example when the population is the group of individuals who received the program (Martens 

& Wilson, 2012). Martens and Wilson (2012) argue that this could be a “moot point” in sampling 

if the number of individuals involved in the program or training is relatively small, but it is 

possible to collect data from everyone (p. 412). Given that the current study contains specific 

research questions pertaining directly to the RSHCAS training objectives, the sample for this 

study was collected following a purposive sampling technique and therefore only included the 

ECEs and other child care service providers who attended one of the RSHCAS trainings during 

the project (September 2017 to May 2018). There were no exclusion criteria as all participants 

registered for the RSHCAS training were invited to participate in the evaluation. This sampling 

technique allows for the evaluation of one of the main goals of the current study which is to gain 

insight as to the potential impact of using training sessions for ECEs and other child care workers 

in creating safe spaces to educate young children about sexual health.  
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Since all ECEs and other child care service providers who attended the RSHCAS training 

were eligible to participate in the current study, the total number of eligible participants per 

session was 30 participants, as there is a maximum of 30 participants per session (M. Gaffe, 

personal communication, January 28th, 2018); therefore, since data was collected from a total of 

eight training sessions, the maximum number of eligible participants for the current study was 

240.  

Recruitment  

Recruitment for the current study took place the morning prior to the start of the 

RSHCAS training. A recruitment study information slide was posted on the main screen while 

training participants arrived (Appendix B). In addition, investigators from TPH (training 

facilitators) informed all participants about the study through verbal instruction using a standard 

script provided for them prior to the start of the training for that day. The feasibility of the 

current sampling method and recruitment technique was high as these procedures did not require 

selecting individuals from a greater target population, and the sampling frame was quite specific 

(e.g., RSHCAS training participants).  

Materials  

 Data for the current outcome evaluation was collected in the form of online and hard 

copy survey questionnaires. There were two separate surveys created for data collection; one 

which was completed by participants before the training session (time 1 survey) (Appendix C), 

and the second which was completed 2-weeks post-training (time 2 survey) (Appendix D). The 

surveys included both open- and close-ended questions. The close-ended questions were created 

using already existing measures with pre-determined answers, while the open-ended questions 

did not have pre-determined answers, but rather required participants to construct their own 
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answer, increasing the depth of information for those questions (Gliner, Morgan, & Leech, 

2011). 

 The surveys used for data collection in the current study included questions from 

published scales (Cohen et al., 2004), and researcher generated questions (Appendix E). 

Questions were adopted from a questionnaire created and used by Cohen et al. (2004) in their 

study assessing the knowledge, attitudes, and comfort of teachers in relation to sexual health 

education to help answer the research questions assessing participants self-reported knowledge, 

comfort, and willingness in support of addressing childhood sexual development in their 

practice. These measures have been used in previous work with Ontario ECEs in exploring their 

perspectives on the development of sexuality in early learning settings, and in identifying pre- 

and in-service sexuality education training needs (e.g., Balter et al., 2016, 2018). The questions 

assess topics such as ECEs knowledge, comfort, and willingness to address sexual health topics; 

ECEs attitudes and opinions of the benefits of sexuality education in preschool, and appropriate 

ages for this type of education to begin; and factors affecting ECEs willingness to address 

childhood sexuality. Some questions were adapted for the current study to better suit preschool-

aged children (Appendix E).  

 The researcher-generated questions were used to assess RSHCAS training specific topics 

such as ECEs intentions for attending the training, whether the training is having an impact on 

ECEs’ perceptions of their everyday practice, and whether ECEs would recommend this training 

to a colleague. The researcher-generated questions also assessed the demographics of the study 

sample, such as collecting information on age, gender, ethnicity, religion, participants’ current 

role in child care, ages of the children participants currently work with, and the amount of years 
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participants have worked in the early learning field (Appendix E). Responses to these questions 

will move towards addressing research question 4.  

 Data collection occurred using hard copy surveys and/or an online survey created using 

Qualtrics, an online survey provider. The time 1 survey was offered to participants exclusively as 

a hard copy version, while participants had the option of receiving the time 2 survey as a hard 

copy, or online. 

Procedure and Design  

 The current outcome evaluation follows a quasi-experimental pre-test/post-test research 

design where training participants were assessed using a survey, before the training session in the 

morning prior to the start of the training (time 1), and at 2-weeks post-training (time 2). This type 

of research design allows for within group comparisons of pre-training data and post-training 

data to help answer the research questions.  

Prior to training.   

Data collection occurred via the following procedures for each of the eight outlined 

RSHCAS training: September 25, 2017; October 26, 2017; November 17, 2017; December 7, 

2017; March 2, 2018; March 28, 2018; April 25, 2018; and May 29, 2018. (Participation in the 

current study was completely voluntary and did not affect participants’ role in or outcomes from 

the training).  

In the morning prior to the start of the training for that day, the recruitment slide 

(Appendix B) with the project information was posted on the main screen as RSHCAS 

participants began to arrive at Metro Hall. When all training participants were seated, 

investigators from TPH (training facilitators) distributed hard copies of the time 1 survey 

enclosed in a blank envelope. During this time, investigators from TPH informed all participants 
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of the current outcome evaluation study and allowed participants time to complete the survey 

before the start of the training session. It was expected that the survey would take approximately 

30 minutes to complete. The first page of the time 1 survey contained a consent form, in which 

participants were required to sign in order to participate in the current evaluation (Appendix F). 

As mentioned previously, participation was not mandatory, but was encouraged by investigators 

from TPH.  

Once participants were allotted enough time to complete the time 1 survey 

(approximately 30 minutes), they were instructed to place the survey in the sealed envelope and 

hand the packages to investigators from TPH. This step was completed prior to the start of the 

RSHCAS training. All participants were instructed to follow this procedure whether they decided 

to participate or not (e.g., if they chose not to participate, they were instructed to return the 

survey blank), as this ensured confidentiality of participants, and it was possible to determine 

consent by the signature required on the consent form (Appendix F) and completion of the 

survey. Lastly, the time 1 survey included a question for participants to state (a) if they would 

like to be contacted for the time 2 survey, and if so, (b) how they wanted to receive the time 2 

survey. Since participants were not present at the training for the time 2 survey, as this occurred 

2-weeks after attending the training session, participants had the option of either providing their 

email address for an online link or providing their mailing address for a hard copy version of the 

time 2 survey.  

After training.  

Participants who completed the time 1 survey and chose the option of the online version 

of the time 2 survey received an email (Appendix G) 2-weeks after the date of the training 

session, inviting them to complete the time 2 survey. The invitation email included a url for the 



 
 

 
 

55 

survey. Once participants clicked on the url, they were re-directed to the time 2 survey, where 

the first page included the informed consent information (Appendix H). At the bottom of the 

informed consent information page participants had the option of clicking either “yes,” or “no.” 

If participants chose to give consent by clicking “yes,” they were then able to complete the time 

2 survey at their own convenience. Reminder emails were sent at 1-week, and then again at 10 

days following the initial email. The time 2 survey closed at the 2-week mark, after the initial 

invitation.  

Participants who chose the option of the hard copy version for the time 2 survey 

(Appendix D) received a hard copy version of the survey to the mailing address in which they 

provided on the time 1 survey. This survey package included the consent form (requiring the 

participant’s signature) (Appendix F), survey instructions, the time 2 survey, and a pre-paid 

envelope for returning purposes. The pre-paid envelopes were all marked with the address of the 

University of Guelph to ensure the time 2 surveys were returned accordingly. Reminder emails 

were also sent at the 1-week mark, and 10 days following the initial mailing date of the time 2 

survey.  

Participants were also eligible to receive incentives to encourage participation. Incentives 

were in the form of Amazon electronic gift cards; $15 for the time 1 pre-survey, and $20 for the 

time 2 post-survey. At the time of both surveys (time 1 and time 2), participants were first asked 

if they would like to receive an honorarium for participating in the current study, and then to 

provide an email address in order to receive the Amazon electronic gift card.  

Data analysis  

 Analysis of the data collected in the time 1 and time 2 surveys in the current study were 

analyzed using paired samples t-tests, the Wilcoxon signed-rank tests, and thematic analysis (see 
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Table 2). In addition, a descriptive statistical analysis was conducted in order to attain 

demographic information on the current sample. All statistical analyses were conducted using 

IBM’s Statistical Package for the Social Sciences (SPSS), and the qualitative analysis was 

conducted using NVivo.  

 The first statistical test which was conducted in the current study was the descriptive 

analysis. This form of analysis provided sample sizes, means, standard deviations, and percent 

counts from the demographic questions included in the time 1 survey (see Table 2). Results from 

this type of analysis provided overall averages, the amount of variability, and demographic 

information of RSHCAS participants within the current sample (Martens & Wilson, 2012).  

 Normality on the current data was evaluated using two methods: tests for skewness and 

kurtosis, and Kolmogorov-Smirnov (K-S) and Shapiro-Wilk (S-W) values. Tests for both 

skewness and kurtosis produced normal results as neither of the values were larger than two or 

more times the standard error for a majority of the variables. Results from the K-S and S-W tests 

did not support normal distribution as a majority resulted in p < 0.05. Since the majority of the 

skewness and kurtosis values were normal, data were assumed to follow a normal distribution 

and paired samples t-tests were used to assess the items with continuous data (research questions 

1, 2 and 3); however, the results should be interpreted with caution. 

 For the quantitative data collected in the time 1 and time 2 surveys, paired samples 

dependent t-tests and the Wilcoxon signed-rank test were used to determine whether a 

statistically significant difference of means/medians exists between the time 1 and time 2 data 

(see Table 2) (Field, 2009; Martens & Wilson, 2012). Paired sample dependent t-tests allows for 

within group comparisons by determining if the mean differences between scores under two 

conditions (time 1 and time 2) are significantly different from zero (Field, 2009; Martens & 
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Wilson, 2012). The Wilcoxon signed-rank test is the non-parametric equivalent to the paired 

samples t-test and was used to analyze categorical survey data (Field, 2009). Results from the 

paired samples t-tests were used to move towards answering research questions 1, 2, 3 and 4, in 

addition to assessing all three hypotheses, and the Wilcoxon signed-rank test was used to move 

towards answering research question 4. 

 For the qualitative data collected from the open-ended questions in the time 1 and time 2 

surveys, thematic analysis was used to provide a description of the dominant themes provided by 

RSHCAS participants (see Table 2). Thematic analysis is described as a “method for identifying 

themes and patterns of meaning across a dataset in relation to a research question” (Braun & 

Clarke, 2013, p. 175). The analysis process followed Braun and Clarke (2013)’s six phases of 

thematic analysis: reading and familiarization with the data, generation of initial codes, searching 

for themes, reviewing themes, defining and naming themes, and writing of the final report. The 

responses from the open-ended questions in the time 1 and time 2 surveys were analyzed using 

the software NVivo. NVivo was used to conduct the thematic analysis by first coding and then 

identifying themes within the responses. Results from the thematic analysis were used to move 

towards answering all four research questions. 

Analysis timeline.  

The current analytic strategy discussed above was completed according to the following 

analysis timeline.  

Table 1. Data Analysis Timeline 

Analysis “to do” item   Deadline  
Completed the cleaning RSHCAS data set  August 2018  
Ran descriptive analyses   September 2018 
Interpreted and organized descriptive results  September 2018  
Ran paired samples t-test for research 
question 1, 2, and 3 (self-reported knowledge, 
comfort and willingness)  

September 2018  



 
 

 
 

58 

Interpreted and organized paired samples t-
test results  

September 2018  

Ran Wilcoxon signed-rank tests  January 2019 
Began drafting of quantitative results section  February 2019 
Completed all phases of thematic analysis 
(familiarization of data, generation of initial 
codes and searching for themes, reviewing 
themes, and defining and naming themes) 

February 2019 

Begin writing qualitative results section  February 2019  
Completed draft of results section  March 2019 

 

Table 2.  Analytic Strategy  

Research questions/hypotheses Specific data being collected 
i.e. measures 

Analysis method 

Descriptive information of 
RSHCAS training participants  

 

- What child care role do 
you work? 

- What is your gender?  
- What is your 

race/ethnicity? 
- What is your religion? 
- What is your current age?  
- What are ages of children 

you currently work with? 
- How many years have you 

been working in child 
care?  

- Run a descriptive 
analysis to get sample 
size (N), means, % 
count, standard 
deviations (SD) 

RQ1_ Is the Raising Sexually 
Healthy Children for Agency 
Staff training effective at 
improving ECEs’ and other 
child care providers’ 
knowledge in support of 
addressing childhood sexuality 
in their practice? 

- How knowledgeable do 
you feel? (this question is 
asked for 27 items – 24 
quantitative, 3 qualitative) 
 

- Paired samples t-test 
and thematic analysis 
 
 

H1_Levels of self-reported 
knowledge will be significantly 
higher at the time 2 
measurement point (post-
training) compared to the time 
1 measurement point (pre-
training). 

- How knowledgeable do 
you feel? (this question is 
asked for 27 items – 24 
quantitative) 

 

- Paired samples t-test  
 

RQ2_Is the Raising Sexually 
Healthy Children for Agency 
Staff training effective at 

- How comfortable do you 
feel? (this question is 

- Paired samples t-test 
and thematic analysis  
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improving ECEs’ and other 
child care providers’ comfort 
in support of addressing 
childhood sexuality in their 
practice? 

asked for 27 items – 24 
quantitative, 3 qualitative) 
 

H2_Levels of self-reported 
comfort will be significantly 
higher at the time 2 
measurement point (post-
training) compared to the time 
1 measurement point (pre-
training). 

- How comfortable do you 
feel? (this question is 
asked for 27 items – 24 
quantitative) 
 

- Paired samples t-test  
 

RQ3_ Is the Raising Sexually 
Healthy Children for Agency 
Staff training effective at 
improving ECEs’ and other 
child care providers’ 
willingness to address 
childhood sexuality in their 
practice? 

- How willing are you to 
address this right now? 
(this question is asked for 
27 items – 24 quantitative, 
3 qualitative) 

- Paired samples t-test 
and thematic analysis  
 

H3_ Levels of self-reported 
willingness will be 
significantly higher at the time 
2 measurement point (post-
training) compared to the time 
1 measurement point (pre-
training). 

- How willing are you to 
address this right now? 
(this question is asked for 
27 items – 24 
quantitative) 

- Paired samples t-test  
 

RQ4_Is the RSHCAS training 
having an impact on 
participants everyday practice? 

- Are you seeing an impact 
related to your 
participation in RSHCAS 
in your day to day 
practice? 

- Do you have any areas of 
concern with regards to 
sexuality/sexual health 
information for children? 
(compare T1 and T2) 

- Please mark 1 response 
for each question how 
each of the following 
factors affects your 
willingness to address 
childhood sexuality right 
now (this question is asked 
for 14 items – 13 
quantitative, 2 qualitative) 

- Thematic analysis 
 
 
 
 
- Thematic analysis  

 
 
 
 
- Wilcoxon signed rank 

test and thematic 
analysis 
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- We are interested in your 
general feelings about 
sexuality/sexual health 
information for children 
(first 3 questions) 

- If you have any additional 
comments or feedback 
that you would like to 
share that you do not feel 
have been captured in the 
previous survey, please 
type them below. 

- Paired samples t-test 
 
 
 

 
- Thematic analysis  
 

 

Data Cleaning Process 

 Although eight RSHCAS training sessions were outlined as part of the data collection 

process, one training session on March 28, 2018 was cancelled due to low enrollment. As a 

result, data for the current study were collected from the seven following sessions: September 25, 

2017; October 26, 2017; November 17, 2017; December 7, 2017; March 2, 2018; April 25, 2018; 

and May 29, 2018. From all seven sessions, 57 time 1 surveys were completed. From those 57 

participants, 53 consented to receive the time 2 survey (48 participants requested an online 

survey, five participants requested a hard copy in the mail), and 28 participants completed the 

time 2 survey. Although 93% of time 1 participants (n = 53) agreed to receive the time 2 surveys, 

not all completed/returned them, resulting in a final retention rate of 49% from the time 1 to time 

2 survey (Table 3).  

Table 3. Retention Rates of Participants 

 Number of participants  Retention rate   

Time 1 survey completed   57  

Time 2 survey sent out 53  

Time 2 survey completed 28 49% 
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The data set collected via the Qualtrics survey was downloaded into SPSS in order to 

conduct the quantitative analyses. In total 85 surveys were collected and downloaded. Data 

cleaning began with the exclusion of participants based on three criteria (Table 4). First, 

participants who were part of the control group from the first round of recruitment were 

removed, as these participants did not attend the RSHCAS training sessions (n = 3). Next, 

participants who did not identify as working in a child care role were excluded, as the current 

study’s focus is in the context of early childhood education and care in Ontario (n = 1) (this 

participant identified as a nursing student). Lastly, participants who only completed the time 1 

survey and did not complete the time 2 survey were excluded, as it would not be possible to 

compare survey data to assess change in behaviours and attitudes for these participants (n = 25). 

After all exclusions had been made, the final sample consisted of 28 participants or 56 cases in 

total between time points 1 and 2.  

Table 4. Excluded Cases 

Step  Reasons for Exclusion  Number of Excluded Cases  

1 Removed from survey as 
participant was from the 
control group (e.g., did not 
attend training session) from 
initial round of recruitment  

3 

2 Removed from survey as 
participant was in a different 
field than early childhood 
education and care  

1 

3 Removed from survey 
because they did not 
complete the time 2 survey  

25 

Final Sample          N=28 

 

 

 



 
 

 
 

62 

Results 

Sample  

 The final sample for the current study included 28 participants with both time 1 and time 

2 data. Characteristics of the final sample are provided in Table 5. In terms of gender, 96.4% of 

participants answered this question, demonstrating that 92.6% (n = 25) of the population 

identified as female, 3.7% (n = 1) identified as male, and 3.7% (n = 1) selected the option that 

stated “you don’t have an option that applies to me. I identify as (please specify):”; this 

participant identified as two spirited. Participants on average were 37.5 years of age (SD = 

11.40), where ages ranged from 23 to 58 years; however, only 21 participants filled out this 

question. When considering race/ethnicity of the sample, 96.4% of individuals answered this 

question with 51.9% of participants who identified as White (e.g., British, French, Italian, 

Australian, Canadian etc.), 25.9% identified as East Asian (e.g., Chinese, Korean, Japanese, 

Cambodian, Indonesian, Filipino, Vietnamese, etc.), 7.4% identified as South Asian (e.g., Indian, 

Pakistani, Sri Lankan etc.), 3.7% identified as Black (e.g., Caribbean, African, African American 

etc.), and 11.1% selected the option that stated “you don’t have an option that applies to me. I 

identify as (please specify):”; these participants identified as Hispanic, Polish-Canadian, and one 

participant stated “mixed, to choose 1 would be eliminating the other.” Lastly, information on 

religious affiliations was collected and demonstrated that 52.0% of participants identified as 

Christian, 8.0% each identified as Atheist, Jewish, and “I choose not to answer,” 4.0% each 

identified as Buddhist and Hindu, and 16.0% selected the option that stated “you don’t have an 

option that applies to me. I identify as (please specify):”; these participants identified as none, 

spiritual, Catholic, and non-practicing Catholic; however, only 25 (89.3%) participants 

completed this question.  
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Table 5. Characteristics of Sample 

Variable  n Mean/% Other SD 

Gender       

Male 1 3.7   

Female 25 92.6   

You don’t have an option that applies 
to me. I identify as (please specify) 
 

1 3.7   Two 
Spirited 

 

Age  21 37.5  11.40 

Race/Ethnicity       

Black  1 3.7   

East Asian 7 25.9   

South Asian 2 7.4   

White  14 51.9   

You don’t have an option that applies 
to me. I identify as (please specify) 
 

3 11.1      Hispanic, 
Polish-
Canadian, 
“mixed, to 
choose 1 
would be 
eliminating 
the other” 

 

Religion       

Atheist  2 8.0   

Buddhist 1 4.0   

Christian 13 52.0   

Hindu 1 4.0   

Jewish 2 8.0   

You don’t have an option that applies 
to me. I identify as (please specify) 

4 16.0 None, 
spiritual, 
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 Catholic, 
and non-
practicing 
Catholic 
 

I choose not to answer  2 8.0   

  

Characteristics of participants’ role in the child care field.   

 Frequency and descriptive statistics were used to assess the current child care roles of 

participants. As shown in Table 6, 77.8% of participants identified as a Registered Early 

Childhood Educator working in a child care centre, 7.4% identified as a non-Registered Early 

Childhood Educator working in a child care centre, and 14.8% chose the option “other child care 

staff or student role. Please specify (if you are a student, please indicate what year of study and 

the number of ECE practicum placements you have completed):”; these participants reported 

they were a second-year student who has completed three placements, a child care assistant, an 

ECE assistant now home visitor and site lead, and an assistant supervisor/ before and after school 

RECE; however, this question did have one missing case.  

Table 6. Child Care Roles of Participants 

Child Care Role n % 

Total 27  

Child care centre staff (RECE) 21 77.8 

Child care centre staff (non-RECE) 2 7.4 

Other child care staff or student role 4 14.8 

  

 As shown in Table 7, participants have been working in childcare for an average of 10.35 

years, although one participant did not complete this question. In terms of ages of the children 
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participants currently work with, Table 8 demonstrates that 11.1% work with infants, 66.7% 

work with preschoolers, and 33.3% each work with JK and/or SK, and school aged children. It is 

important to note that this was a multiple response question as participants were asked to “select 

all age groups that apply,” and therefore the percent values add to more than one hundred percent 

a.   

Table 7.Years Working in Child Care 

 
 
Years working in child care 

n Mean  SD 

27 10.35 7.30 

 

Table 8. Ages of Children Participants Currently Work With 

Ages of children participants’ currently work with a n % of cases 

Infant  3 11.1 

Preschool 18 66.7 

JK/SK 9 33.3 

School Age  9 33.3 

a. Dichotomy group tabulated at value 1 (yes).  

Participants were asked “what is your primary reason for attending this workshop, please 

specify?” All 28 participants in the sample responded to this question, where 78.6% reported it 

was for professional interest, 17.9% chose the option “to share information with colleagues,” and 

3.6% chose personal interest as the reason for attending the RSHCAS training. This question 

allowed participants the option of including an explanation as to why they chose the response in 

which they did; participant 251 stated “to share learned information within my practice and/or 

share learned information with co-workers.” 
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Table 9. Primary Reason for Attending RSHCAS Training 

Primary reason for attending training  n % 

Professional interest  22 78.6 

To share information with colleagues  5 17.9 

Personal interest  1 3.6 

 
Effects of Raising Sexually Healthy Children for Agency Staff Training on Participants’ 
Knowledge About Addressing Sexuality  
 
 The first research question in the current study aimed to assess if the Raising Sexually 

Healthy Children for Agency Staff training was effective at improving ECEs’ and other child 

care providers’ knowledge in support of addressing childhood sexuality in their practice. To 

measure participants’ knowledge, participants were asked to indicate the extent to which they 

would feel knowledgeable enough right now to address certain topics. This question was asked at 

both time points and included a total of 24 quantitative response items. This question was asked 

three times in each survey (how knowledgeable do you feel, how comfortable do you feel, and 

how willing do you feel), and was used to assess the first three research questions. Response 

options included a 5-point scale (1 = not at all, 2 = slightly, 3 = somewhat, 4 = moderately, 5 = 

extremely). Paired samples t-tests were used to analyze whether a statistically significant 

difference of means existed between the two time points in relation to participants’ knowledge 

(then comfort and willingness in the following sections).  

  The hypothesis that levels of self-reported knowledge will be significantly higher at the 

time 2 measurement point (post-training) compared to the time 1 measurement point (pre-

training) was partially supported by the data. As outlined in Table 10 there was a statistically 

significant difference of means between time 1 and time 2 for the following ten items: 

Understanding the different stages of sexual development; Reproduction & Birth: explaining to 
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children of the developmental ages of 3 and 6 how babies are made (sexual intercourse), 

explaining to children of the developmental ages of 3 and 6 how babies are made (assisted 

reproductive technology [i.e., sperm bank, IVF, surrogacy]), explaining how babies develop in a 

uterus, explaining how babies are delivered (vaginal birth and C-section); Self-Touching: setting 

the boundary that masturbation/self-touching of the genitals should only be done in private 

(males); and Child Sexual Abuse Prevention: explaining boundaries of who can help with private 

parts (i.e., parents, childcare workers who help with toilet, a doctor in the presence of parents). 

Results suggest that participants reported an increase in knowledge for each of the significant 

findings, as the means were consistently higher at the time 2 measurement point compared to 

time 1 (Table 10).  

 Participants were also asked to indicate any topics that were not represented in the 

previous list to which they would feel knowledgeable enough right now to address. Very few 

participants completed this question (there was a total of 12 responses between the time 1 and 

time 2 surveys), however some common responses to this question included topics concerning 

sexual assault, puberty, and self-expression. Two participants said they would feel 

knowledgeable enough to discuss sexual assault by parents, and participant #251 said they would 

feel knowledgeable enough to discuss “Sexual abuse prevention.” Regarding the topic of 

puberty, one participant mentioned being knowledgeable enough to address hormonal changes 

and another participant indicated the topic of puberty in general. Lastly, participant #227 

indicated they would feel knowledgeable enough to “Explain the importance of self-expression.” 

Table 10. Changes in Particiapnts’ Knowledge in Support of Addressing Sexuality  

 
Statement  

Time 1 Time 2    
Mean T1 (SD) Mean T2 (SD) t df Sig. (2-tailed) 

Understand the different 
stages of sexual development 
in children  

3.21 (1.03) 3.86 (0.80) -2.54 27 0.02* 
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Use the correct names for 
female genitals (e.g., vulva, 
urethra, vagina, labia, anus) 
 

3.81 (0.83) 4.15 (0.72) -1.70 26 0.11 

Use correct names for male 
genitals (e.g., penis, urethra, 
scrotum, testicles, anus) 
 

3.81 (0.83) 4.04 (0.85) -1.03 26 0.31 

Use correct functions of 
genitals (e.g., urinate, 
stool/bowl movement, 
pleasure) 
 

4.19 (0.56) 4.07 (0.83) 0.59 26 0.56 

Reproduction & Birth: 
Explain to children of the 
developmental age of 3 how 
babies are made (sexual 
intercourse)  
 

2.59 (1.28) 3.30 (1.17) -2.30 26 0.03* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 3 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

2.33 (1.14) 3.07 (1.24) -2.69 26 0.01* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (sexual 
intercourse) 
 

2.82 (1.34) 3.46 (1.07) -2.54 27 0.02* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

2.56 (1.22) 3.15 (1.23) -2.35 26 0.03* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (sexual 
intercourse) 
 

3.22 (1.25) 3.56 (1.05) -1.30 26 0.20 
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Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

3.04 (1.09) 3.44 (1.16) -1.79 26 0.09 

Reproduction & Birth: 
Explain how babies develop 
in a uterus  
 

3.07 (0.96) 3.52 (1.12) -2.13 26 0.04* 

Reproduction & Birth: 
Explain how babies are 
delivered (vaginal birth)  
 

2.96 (1.13) 3.59 (1.01) -2.40 26 0.02* 

Reproduction & Birth: 
Explain how babies are 
delivered (C-section) 
 

2.89 (1.05) 3.67 (0.96) -3.16 26 0.004* 

Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 
the genitals should only be 
done in private (males)  
 

3.30 (1.24) 3.85 (1.20) -2.58 26 0.02* 

Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 
the genitals should only be 
done in private (females) 
 

3.44 (1.09) 3.81 (1.30) -1.68 26 0.11 

Family Diversity: Including 
gay (male/male; 
female/female), heterosexual 
(male/female), trans, single 
parents, extended families, 
blended families, LGBT 
families, and adoption in 
discussion of family 
 

4.00 (1.04) 4.11 (0.97) -0.50 26 0.62 

Family Diversity: Including 
differently abled [e.g., blind, 
hearing, wheelchair] people 
in discussions about family 
 

4.07 (1.00) 4.41 (0.57) -1.88 26 0.07 
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Family Diversity: Including 
different cultures/ethnicities, 
and belief systems in 
discussions of family  
 

4.07 (1.07) 4.15 (0.82) -0.39 26 0.75 

Gender: Provide access to a 
wide range of gender-neutral 
toys  
 

4.04 (1.00) 4.08 (1.02) -0.18 25 0.86 

Gender: Encourage gender-
neutral play (e.g., girls 
playing with dolls, boys 
playing with cars); in other 
words, children of any gender 
choosing to play with any 
play items regardless of the 
gender typically associated 
with them 
 

4.26 (0.90) 4.52 (0.75) -1.37 26 0.18 

Gender: Address diversity of 
gender expression in children  
 

3.56 (0.97) 3.89 (0.97) -1.52 26 0.14 

Child Sexual Abuse 
Prevention: Explain the 
difference between public and 
private body parts  
 

3.85 (1.13) 4.19 (0.88) -1.56 26 0.13 

Child Sexual Abuse 
Prevention: Explain 
boundaries of who can help 
with private parts (i.e., 
parents, childcare workers 
who help with toilet, a doctor 
in the presence of parents) 
 

3.63 (1.21) 4.22 (0.85) -2.47 26 0.02* 

Child Sexual Abuse 
Prevention: Explain to 
children that if an adult or 
older child does touch their 
private parts to tell a trusted 
adult (parent, teacher) 

4.00 (1.04) 4.30 (1.03) -1.69  26 0.10 

*Significant at the p < 0.05 level 
 

Overall, the hypothesis that participants’ self-reported knowledge would be higher at the 

time 2 measurement point, compared to time 1 was partially supported by the data, as ten out of 
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24 items were found to be significant (Table 10). Results suggest that participants experienced an 

increase in knowledge on topics relating to reproduction and birth, self-touching, stages of sexual 

development, and child sexual abuse prevention.  

Effects of Raising Sexually Healthy Children for Agency Staff Training on Participants’ 
Comfort About Addressing Sexuality  
 

The second research question in the current study aimed to assess if the Raising Sexually 

Healthy Children for Agency Staff training was effective at improving ECEs’ and other child 

care providers’ comfort in support of addressing childhood sexuality in their practice. 

Participants’ comfort was measured by the same 24 item scale discussed in the previous section.  

The hypothesis that levels of self-reported comfort would be significantly higher at the 

time 2 measurement point (post-training) compared to the time 1 measurement point (pre-

training) was only partially supported by the data. As shown in Table 11, the paired samples t-

test resulted in statistically significant changes in comfort for the following nine items: 

Understanding the different stages of sexual development; Using correct names for female 

genitals (e.g., vulva, urethra, vagina, labia, anus); Reproduction and Birth: explaining to children 

of the developmental ages of 6 and 11 how babies are made (sexual intercourse), explaining how 

babies develop in a uterus; Self-Touching: setting the boundary that masturbation/self-touching 

of the genitals should only be done in private (for both males and females); Family Diversity: 

including differently abled [e.g., blind, hearing, wheelchair] people in discussions of family, and 

including different cultures/ethnicities, and belief systems in discussions of family. Results 

suggest that participants reported an increase in comfort for each of the significant findings, as 

the means were consistently higher at the time 2 measurement point compared to time 1 (Table 

11).  
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Identical to the previous research question, participants were asked to indicate any topics 

which they would feel comfortable enough to address right now. Again, there was a very low 

response rate for this question, as only six participants responded to this question. Responses 

included the following themes: development of sexuality and health in general, family diversity, 

and sexual assault. Participant #237 stated “Feel comfortable addressing this topic (development 

of sexuality) to all children, but some families may feel sensitive about the information.” Two 

participants mentioned feeling comfortable addressing health issues, and sexual health in 

general. One participant indicated family diversity, and another participant stated feeling 

comfortable discussing sexual assault by parents.  

Table 11. Changes in Participants’ Comfort in Support of Addressing Sexuality  

 
Statement  

Time 1 Time 2    
Mean T1 (SD) Mean T2 (SD) t df Sig. (2-tailed) 

Understand the different 
stages of sexual development 
in children   
 
Use correct names for female 
genitals (e.g., vulva, urethra, 
vagina, labia, anus) 
 

3.29 (1.16) 
 
 

3.54 (1.10) 

3.83 (0.82) 
 
 

4.08 (0.78) 

-2.50 
 
 
-2.50 

23 
 
 
23 

0.02* 
 
 

0.02* 

Use correct names for male 
genitals (e.g., penis, urethra, 
scrotum, testicles, anus) 
 

3.63 (0.97) 4.00 (0.72) -1.99 23 0.06 

Use correct functions of 
genitals (e.g., urinate, 
stool/bowl movement, 
pleasure) 
 

4.00 (0.93) 3.96 (0.810 0.20 23 0.84 

Reproduction & Birth: 
Explain to children of the 
developmental age of 3 how 
babies are made (sexual 
intercourse) 
 

2.79 (1.25) 3.13 (1.12) -1.56 23 0.13 

Reproduction & Birth: 
Explain to children of the 

2.63 (1.28) 3.13 (1.16) -1.96 23 0.06 
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developmental age of 3 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 
Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (sexual 
intercourse)  
 

2.88 (1.33) 3.42 (0.97) -2.12 23 0.05* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

2.96 (1.33) 3.38 (0.97) -1.64 23 0.12 

Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (sexual 
intercourse) 
 

3.21 (1.25) 3.71 (0.91) -2.30 23 0.03* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

3.08 (1.35) 3.63 (1.01) -1.84 23 0.08 

Reproduction & Birth: 
Explain how babies develop 
in a uterus 
  

 3.25 (1.19) 3.83 (0.87) -2.43 23 0.02* 

Reproduction & Birth: 
Explain how babies are 
delivered (vaginal birth) 
 

3.42 (1.06) 3.54 (0.78) -0.62 23 0.54 

Reproduction & Birth: 
Explain how babies are 
delivered (C-section) 
 

3.48 (1.01) 3.76 (0.88) -1.19 23 0.24 

Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 

3.33 (1.27) 4.04 (1.00) -4.04 23 0.001* 
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the genitals should only be 
done in private (males) 
 
Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 
the genitals should only be 
done in private (females) 
 

3.25 (1.33) 4.00 (0.93) -3.72 23 0.001* 

Family Diversity: Including 
gay (male/male; 
female/female), heterosexual 
(male/female), trans, single 
parents, extended families, 
blended families, LGBT 
families, and adoption in 
discussion of family 
 

4.08 (1.06) 4.29 (0.62) -0.96 23 0.35 

Family Diversity: Including 
differently abled [e.g., blind, 
hearing, wheelchair] people 
in discussions of family 
 

4.04 (1.08) 4.54 (0.51) -2.40 23 0.03* 

Family Diversity: Including 
different cultures/ethnicities, 
and belief systems in 
discussions of family  
 

3.96 (1.04) 4.38 (0.77) -2.20 23 0.04* 

Gender: Provide access to a 
wide range of gender-neutral 
toys 
 

4.24 (1.02) 4.36 (0.81) -0.57 24 0.57 

Gender: Encourage gender-
neutral play (e.g., girls 
playing with dolls, boys 
playing with cars); in other 
words, children of any gender 
choosing to play with any 
play items regardless of the 
gender typically associated 
with them 
 

4.42 (0.97) 4.46 (0.72) -0.21 23 0.83 

Gender: Address diversity of 
gender expression in children 
 

4.00 (0.91) 4.30 (0.70) -1.58 22 0.13 
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Child Sexual Abuse 
Prevention: Explain the 
difference between public and 
private body parts 
 

4.22 (0.85) 4.30 (0.88) -0.44 22 0.67 

Child Sexual Abuse 
Prevention: Explain 
boundaries of who can help 
with private parts (i.e., 
parents, childcare workers 
who help with toilet, a doctor 
in the presence of parents) 
 

4.08 (0.98) 4.42 (0.78) -1.70 23 0.10 

Child Sexual Abuse 
Prevention: Explain to 
children that if an adult or 
older child does touch their 
private parts to tell a trusted 
adult (parent, teacher) 

4.08 (1.02) 4.46 (0.72) -1.57 23 0.13 

*Significant at the p < 0.05 level 
 
 Overall, the hypothesis that participants’ self-reported comfort would be higher at the 

time 2 measurement point, compared to time 1 was partially supported as well, as nine out of 24 

items were found to be significant (Table 11). Results from the paired samples t-test indicated 

that participants’ experienced increases in comfort on topics relating to reproduction and birth, 

stages of sexual development, using correct names for female genitals, self-touching, and family 

diversity.  

Effects of Raising Sexually Healthy Children for Agency Staff Training on Participants’ 
Willingness to Address Sexuality  
 

The third research question in the current study aimed to assess if the Raising Sexually 

Healthy Children for Agency Staff training was effective at improving ECEs’ and other child 

care providers’ willingness to address childhood sexuality in their practice. The hypothesis 

associated with this research question was that levels of self-reported willingness will be 

significantly higher at the time 2 measurement point (post-training) compared to the time 1 
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measurement point (pre-training). While there was some support for this hypothesis, only three 

out of the 24 items demonstrated significant increases from time 1 to time 2 (Table 12). The 

variables which were found to be significant were all associated with the topic of reproduction 

and birth: explaining to children of the developmental ages of 3 and 6 how babies are made 

(assisted reproductive technology [i.e., sperm bank, IVF, surrogacy]), and explaining to children 

of the developmental age of 6 how babies are made (sexual intercourse) (Table 12).  

Similar to the previous two sections, only three participants indicated topics that were not 

mentioned in the survey question to which they would be willing to address right now. 

Responses included: stereotypes (#102), identity (#106), and gender identification (#251).  

Table 12. Changes in Participants' Willingness to Address Sexuality 

 
Statement  

Time 1 Time 2    
Mean T1 (SD) Mean T2 (SD) t df Sig. (2-tailed) 

Understand the different 
stages of sexual development 
in children   
 

3.48 (1.17) 3.71 (0.96) -0.82  20 0.42 

Use correct names for female 
genitals (e.g., vulva, urethra, 
vagina, labia, anus) 
 

3.52 (1.08) 3.86 (0.85) -1.32 20 0.20 

Use correct names for male 
genitals (e.g., penis, urethra, 
scrotum, testicles, anus) 
 

3.48 (1.12) 3.81 (0.98) -1.32 20 0.20 

Use correct functions of 
genitals (e.g., urinate, 
stool/bowl movement, 
pleasure) 
 

3.90 (1.09) 3.86 (0.91) 0.18 20 0.86 

Reproduction & Birth: 
Explain to children of the 
developmental age of 3 how 
babies are made (sexual 
intercourse) 
 

2.81 (1.17) 3.14 (1.06) -1.38 20 0.18 

Reproduction & Birth: 
Explain to children of the 

2.52 (1.08) 
 

3.14 (1.01) 
 

-2.77 
 

20 
 

0.01* 
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developmental age of 3 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

 
 
 

 

 
 

 
 

 
 

 
 

Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (sexual 
intercourse)  
 

2.67 (0.80) 3.10 (1.04) -2.12 20 0.05* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 6 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

2.67 (0.97) 3.19 (1.03) -2.14 20 0.05* 

Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (sexual 
intercourse) 
 

3.05 (1.07) 3.33 (1.11) -1.30 20 0.21 

Reproduction & Birth: 
Explain to children of the 
developmental age of 11 how 
babies are made (assisted 
reproductive technology [i.e., 
sperm bank, IVF, surrogacy]) 
 

2.95 (1.20) 3.48 (1.03) -1.81 20 0.09 

Reproduction & Birth: 
Explain how babies develop 
in a uterus 

3.14 (1.01) 3.52 (1.08) -1.36  20 0.19 

Reproduction & Birth: 
Explain how babies are 
delivered (vaginal birth) 
 

3.14 (1.01) 3.29 (0.90) -0.51 20 0.61 

Reproduction & Birth: 
Explain how babies are 
delivered (C-section) 
 

3.24 (0.94) 3.48 (1.08) -0.89 20 0.38 

Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 

3.38 (1.32) 3.67 (1.11) -1.00 20 0.33 
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the genitals should only be 
done in private (males) 
 
Self-Touching: Setting the 
boundary that 
masturbation/self-touching of 
the genitals should only be 
done in private (females) 
 

3.33 (1.32) 3.67 (1.11) -1.20 20 0.25 

Family Diversity: Including 
gay (male/male; 
female/female), heterosexual 
(male/female), trans, single 
parents, extended families, 
blended families, LGBT 
families, and adoption in 
discussion of family 
 

4.10 (0.94) 4.19 (1.03) -0.36 20 0.72 

Family Diversity: Including 
differently abled [e.g., blind, 
hearing, wheelchair] people 
in discussions of family 
 

4.05 (1.02) 4.19 (1.03) -0.50 20 0.62 

Family Diversity: Including 
different cultures/ethnicities, 
and belief systems in 
discussions of family 
 

4.14 (0.96) 4.10 (0.94) 0.18 20 0.86 

Gender: Provide access to a 
wide range of gender-neutral 
toys 
 

4.52 (0.81) 4.24 (1.04) 1.24 20 0.23 

Gender: Encourage gender-
neutral play (e.g., girls 
playing with dolls, boys 
playing with cars); in other 
words, children of any gender 
choosing to play with any 
play items regardless of the 
gender typically associated 
with them 
 

4.52 (0.68) 4.24 (0.10) 1.45 20 0.16 

Gender: Address diversity of 
gender expression in children 
 

4.33 (0.80) 4.38 (1.02) -0.20 20 0.84 
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Child Sexual Abuse 
Prevention: Explain the 
difference between public and 
private body parts 
 

4.19 (0.87) 4.38 (1.02) -0.78 20 0.45 

Child Abuse Prevention: 
Explain boundaries of who 
can help with private parts 
(i.e., parents, childcare 
workers who help with toilet, 
a doctor in the presence of 
parents) 
 

4.24 (0.83) 4.33 (1.11) -0.38 20 0.71 

Child Sexual Abuse 
Prevention: Explain to 
children that if an adult or 
older child does touch their 
private parts to tell a trusted 
adult (parent, teacher) 

4.14 (0.96) 4.38 (1.02) -0.96 20 0.35 

*Significant at the p < 0.05 level 
 
 Overall, the paired samples t-test did not fully provide support for the hypothesis that 

participants’ self-reported willingness would be higher at the time 2 measurement point, 

compared to the time 1, as only three out of 24 items were found to be significant (Table 12). All 

three significant increases in participants’ self-reported willingness were related to addressing 

the topic of reproduction and birth.  

Impact of Raising Sexually Healthy Children for Agency Staff Training on Participants’ 
Perceptions of their Everyday Practice  
 
 The final research question in the current evaluative study aimed to assess whether or not 

the Raising Sexually Healthy Children for Agency Staff Training was having an impact on 

participants’ perceptions of their everyday practice. Participants were asked in the time 2 survey 

“Are you seeing an impact related to your participation in the RSHCAS in your day to day 

practice? If so, please describe.” In total, nine participants indicated that they did see an impact 
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in their day-to-day practice, compared to four participants who shared that they did not believe 

they have experienced an impact since the RSHCAS training.  

 Participants who were seeing an impact shared responses’ relating to four main themes: 

increases in comfort, knowledge, communication, and confidence particularly with answering 

children’s questions. The themes relating to increases in comfort and knowledge were associated 

with previous research questions, particularly research questions 1 and 2, whereas the latter two 

themes (increases in communication, and confidence particularly with answering children’s 

questions) were novel. 

In total, four participants indicated that the impact they were experiencing was due to an 

increase in knowledge, and an increase in comfort in relation to the topic of addressing childhood 

sexual development. When considering the increases in knowledge, participant #105 stated 

“Better knowledge and communication skills with children and families,” and participant #249 

said “It helped answer some questions I have about how to properly deal with pleasuring in the 

classroom in a way that does not shame the child.” In regards to experiencing an increase in 

comfort, participant #219 shared “I feel more confident and comfortable with the subject 

(addressing sexuality in the classroom) now,” and participant #245 stated “I am better able to 

answer questions that the children have, and more comfortable using the correct terms for body 

parts.”  

With regard to experiencing an increase in communication participant #220, stated, “I 

educated the staff members, and we ordered the pamphlet for all the parents,” and participant 

#237 indicated “It has assisted in the day-to-day enquiries from parents and other staff.” Of those 

participants who experienced an increase in confidence specifically with answering children’s 

questions, participant #238 stated, “I am more confident knowing how questions should be 
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answered e.g., ‘What do you think?,’ ‘That is a great/important question, let’s find out together 

with your parents’ etc.,” and participant #243 said, “I feel confident by responding positively to 

answering children’s questions.”  

When considering the participants who indicated they were not seeing an impact since 

the RSHCAS training, three of the four participants provided an explanation of their reasoning as 

to why they did not report an impact related to the training. Participant #218 shared, “It started a 

conversation but has not had much impact in the infant room.” Participant #102 stated, “Not at 

the moment but I would feel more prepared if children had questions or concerns or behaviours 

to look for.” Finally, participant #111 said, “No issues have come up in order to use 

strategies/incorporate discussions in our centre.”  

Impacts due to factors affecting willingness to address sexuality.  

 Participants were asked to assess how various factors affected their willingness to address 

childhood sexuality right now. This question was asked at both time points and included 14 

quantitative response items. Response options included four categories (1 = makes me more 

willing, 2 = has no effect, 3 = makes me less willing, 4 = I choose not to answer). Since the 

response options were categorical, a Wilcoxon-signed rank test was run to determine if there 

were statistically significant median differences between time 1 and time 2 among the factors 

affecting participants’ willingness to address sexuality in their practice. The Wilcoxon-signed 

rank test showed that the RSHCAS training did elicit a statistically significant median difference 

in participants’ willingness to address sexuality in relation to topics that conflict with their 

personal beliefs (Z = -2.333, p = 0.02). Although, the median score was 2.00 at both the time 1 

and time 2 survey (Table 13), three participants shifted to “makes me less willing,” and one 

participant shifted to “has no effect,” after the time 1 survey (Figure 1), resulting in the 
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significant median difference. All other results, however, were not found to be significant (Table 

13).  

 Following the previous survey question, participants were asked to expand on any of the 

items mentioned above. Although very few participants responded to this open-ended question 

(two participants at time 1, and two participants at time 2), the only theme resulting from the 

time 1 survey was that increased training and information would make them more willing to 

address sexuality in practice. Participant #112 shared, “It would be helpful if licensed child care 

centres had mandatory training sessions in regards to sexual health for children so that we can 

collect more resources and integrate what we learn into our daily programming,” and participant 

#237 stated “I believe once we (I) have the correct information we (I) will feel more confident to 

address sexual situations with children and families.” Time 2 had unique responses where one 

participant mentioned that being more prepared to answer children’s questions would affect their 

willingness to address sexuality, and lastly participant #234 still seemed unsure of what is 

developmentally appropriate to be sharing with the children as they indicated “Sometimes I feel I 

have to take into account, who is asking the question, age and the level of their maturity.”  

Figure 1. Changes in Willingness to Address Topics That Conflict with Personal Beliefs
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Table 13. Impact of Raising Sexually Healthy Children for Agency Staff Training on 
Participants' Everyday Practice 

 
Statement  Median (range) Z Sig. (2-tailed) 

Time 1 Time 2  
Amount of training I have received about 
sexual development of children  
 

1.00 (0) 1.00 (0.75) -0.44 0.66 

My level of knowledge  
 

1.00 (0) 1.00 (0) -0.72 0.47 

Resources available 
 

1.00 (0) 1.00 (0) 0.00 1.00 

Level of support from childcare/board 
administration  
 

1.00 (0) 1.00 (0) -0.97 0.33 

Community attitudes  
 

1.00 (1) 1.00 (1) -0.32 0.75 

Anticipated negative reactions from 
parents  
 

2.00 (2) 3.00 (1) -1.51 0.13 

Anticipated positive reactions from parents  
 

1.00 (0) 1.00 (0) -0.76 0.45 

Comfort level and reactions from children  
 

1.00 (1) 1.00 (2) -0.92 0.34 

Answering child(ren)’s questions  
 

1.00 (0) 1.00 (1) -0.28 0.78 

Mixed sex/gender groups  
 

1.00 (1) 1.00 (1) -0.71 0.48 

Single sex/gender groups  
 

1.00 (1) 1.00 (1) -0.30 0.76 

Topics that conflict with my personal 
beliefs  
 

2.00 (1) 2.00 (1) -2.333 0.02* 

My personal comfort talking about 
sexuality  

1.50 (2) 2.00 (2) -1.35 0.18 

*Significant at the p< 0.05 level 
 

Changes in general feelings towards sexuality.  

A paired samples t-test was used to assess participants general feelings towards sexuality, 

as tests for normality assumed a normal distribution of the data. There was a total of three 

questions and response options included six categories (1 = strongly agree, 2 = agree, 3 = not 

sure/neutral, 4 = disagree, 5 = strongly disagree, 6 = I choose not to answer). The paired 
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samples t-test showed that the RSHCAS training did contribute to a statistically significant 

change in participants’ perceptions on whether or not they had adequate training to address 

sexuality in their practice (Table 14). Results demonstrate that participants were more likely to 

agree they had the adequate training to address sexuality in their practice after the RSHCAS 

training (M = 2.38, SD = 0.97), compared to time 1 (M = 3.25, SD = 0.80) (Table 14). The other 

two items were not found to be significant (Table 14). 

Table 14. Changes in General Feelings Towards Sexuality 

Statement  Time 1 Time 2    
Mean T1 (SD) Mean T2 (SD) t df Sig. (2-tailed) 

Sexuality/sexual health 
information for children 
should be provided in child 
care  
 

2.04 (1.00) 1.92 (0.71) 0.77 23 0.45 

The child care and parent(s) 
should share responsibility 
for providing children with 
sexuality/sexual health 
information 
 

1.71 (0.86) 1.96 (1.00) -1.45 23 0.16 

I feel that I have the 
adequate training to address 
sexuality/sexual health 
information in my place of 
work 

3.25 (0.80) 2.38 (0.97) 3.31 23 0.003* 

*Significant at the p< 0.05 level 
 
 Further, frequency statistics were used to analyze participants’ views on when 

developmentally appropriate sexuality education should begin. As shown in Table 15, at the time 

1 survey before the training session, 51.9% (n = 14) of participants felt that sexuality/sexual 

health information should begin in preschool, whereas after the RSHCAS training, this 

percentage increased to 66.7% (n = 16).  
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Table 15. Ages of When Developmentally Appropriate Sexuality/Sexual Health Information 
Should Begin 

Ages  Time 1 Time 2 
n % n % 

Preschool 14 51.9 16 66.7 
Grades K – 3  8 29.6 3 12.5 
Grade 4 – 5  5 18.5 5 20.8 

 
Changes in areas of concern with regards to sexuality/sexual health information for 
children.  

 
Thematic analysis was used to assess if participants had experienced shifts in their 

concerns about sexuality/sexual health information between the time 1 and time 2 surveys. 

Participants were asked, “Do you have any areas of concern with regards to sexuality/sexual 

health information for children?” At both time points there were participants who had concerns, 

and also those who did not have any areas of concern with regard to sexual health information 

for children. Overall, responses indicated that there were less concerns about sexuality/sexual 

health information for children after the RSHCAS training, as at the time 1 survey, six 

participants shared that they did not have any area of concern at the moment; compared to ten at 

the time 2 survey. Participants who reported that they had no concerns after the RSHCAS 

training indicated this was due to reasons such as: an increased support for sexuality education 

that the RSHCAS training provided, and the comprehensiveness of the RSHCAS training. A few 

common responses included: “Nope I believe that all children should be able to learn these 

things for future reference and be aware of everything that goes on around the world” (#230); in 

addition to, “No, I think everything was covered” (#220).  

When considering the time 1 survey, participants who had concerns spoke to the larger 

structural barriers affecting their ability to address sexuality in the classroom. Participants’ 

concerns typically related to the general lack of sexual education within the early learning field, 

the effects of the lack of sexuality training available for early learning professionals, and the task 
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of responding to children while remaining respectful. Some participants also described wanting 

more knowledge on a myriad of topics such as (1) how to answer children’s questions, (2) 

opening the communication between children and parents, and (3) where to find helpful 

resources (e.g., on topics such as sexual assault, and primary school sexual health education).   

Participant #230 shared, “Areas of concern are that a lot of children aren't being educated 

in school/daycare.” Of those who were concerned about addressing certain areas of sexuality 

with children, one participant had concerns with regards to teaching sensitive topics/having 

discussions. Another participant shared a concern of, “What is appropriate to discuss when we 

get specific questions and how to best answer certain questions. Also how to respond to 

behaviours in the classroom without embarrassing the child” (#111). Participant #228 shared, 

“My concerns are explaining to children about the LGBT community in the right way without 

families getting upset.” Lastly, participant #237 shared, “My area of concern is understanding 

and overcoming the thin line between redirecting self-touch in pre-schoolers, so they won’t feel 

embarrassed.” 

Several participants wanted more knowledge on opening the communication with 

children and parents with regard to sexuality. One participant shared being concerned about how 

to approach parents about self-touching, while participant #227 said, “I am just looking to 

educate myself more so I get a clear understanding in how I would approach children, 

parents/guardians of differing issues towards sexual health in a professional matter with accurate 

information.” Two participants shared that their concerns were having more resources on topics 

such as sexual assault, and that ECEs should have resources depicting what is being taught in 

terms of sexuality education at the primary school level. Lastly, one participant had concerns 
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with a lack of training among staff as they shared, “Ill-informed staff could be telling children a 

behaviour is wrong when it’s not” (#114).  

At time 2, there was a decrease in topics which participants had concerns about compared 

to time 1, and some of the topics that were of concern were interpreted as more higher-level 

concerns. Some participants still had concerns about the idea of addressing specific areas of 

sexual development with children such as: answering children’s questions, knowing what is 

developmentally appropriate, and remaining respectful to cultural differences while addressing 

sexuality. Additionally, participants indicated novel concerns at time 2 typically relating to self-

doubt, at what age sexuality education should begin, and addressing sexual assault with children.  

 In total, there were three participants who had similar concerns to those mentioned at 

time 1. One participant shared their concern with regard to answering children’s questions; 

however, they were concerned with older children as they shared, “How to address questions 

from older children and knowing that the parents would be upset if these questions were 

answered” (#111).  

 In terms of the novel concerns, the theme of addressing sexual assault was discussed as 

participant #114 shared, “When you don’t want to upset them but the child needs to know what 

was wrong about the assault even if its parents,” in addition to the theme of self-doubt, as 

participant #113’s concern was, “Trouble explaining to children about intercourse, how babies 

are made to different ages – worried that I cannot explain in a developmentally appropriate way.” 

Lastly, one participant shared “I don’t think at 3 years old they need the details” (#225).  

Additional feedback contributions to the impact of Raising Sexually Healthy 
Children for Agency Staff on participants. 

 
 At the time 2 survey, participants were asked three questions pertaining to their opinions 

of the RSHCAS training. They were asked “How likely is it that you would recommend this 
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workshop to a colleague?”; response options included: 1 = very likely, 2 = somewhat likely, 3 = 

neutral, 4 = somewhat unlikely, 5 = very unlikely, 6 = I choose not to answer. This close-ended 

question was followed by, “Please explain why you rated this workshop as being …” Lastly, 

participants were also asked, “If you have any additional comments or feedback that you would 

like to share that you do not feel have been captured in the previous survey questions, please type 

them below.” These questions although broad and open-ended, provided valuable data that 

demonstrates participants’ perceptions on the benefits and usefulness of the RSHCAS training.  

Frequency statistics were used to assess if participants would recommend the RSHCAS 

training to colleagues. While not all participants responded to this question, as there were six 

missing cases, 68.2% (n = 15) of participants responded as very likely to recommend to a 

colleague, and 31.8% (n = 7) of participants responded with somewhat likely (Table 16). No 

other response options were chosen.  

Table 16. Participants Who Would Recommend RSHCAS Training to a Colleague 

How likely is it that you would recommend this workshop to a colleague? n % 
Very likely  15 68.2 
Somewhat likely 7 31.8 
Neutral 0 0 
Somewhat unlikely  0 0 
Very unlikely  0 0 
I choose not to answer  0 0 

 

Thematic analysis was used to analyze the open-ended questions. In total 26 participants 

provided feedback; however, 21 participants provided positive feedback to either of the two 

questions, therefore it is clear that the majority of participants found the RSHCAS training to be 

useful. The following three overarching themes resulted from the additional feedback and 

explanation of rating questions: (1) an overall appreciation and satisfaction for the RSHCAS 

training, (2) the training generated an awareness of sexuality education in the field of early 
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learning, and (3) the training provoked feelings of discomfort towards the topic of sexuality. The 

analyses did result in several sub-themes for the theme of overall appreciation and satisfaction. 

Participants largely spoke positively about the program and indicated they would recommend it 

to others. Their positive feedback typically related to (a) how informative the training was; (b) 

their appreciation of the open discussion; (c) the positive messaging; and (4) their appreciation of 

the training facilitators. Participants also discussed that the RSHCAS training was creating an 

awareness of the importance of educating early learning professionals about addressing sexuality 

with young children. Lastly, some participants expressed the potential for the RSHCAS training 

to create feelings of discomfort due to the sensitive nature of sexuality and differences in culture 

and beliefs. 

When considering the theme of overall appreciation and satisfaction with the RSHCAS 

training, nine participants specifically shared that the workshop was very informative and 

provided great resources. Some responses included, “I think the information was very useful, 

especially for educators who work with school aged children. I think it gave some great tips for 

preschool age groups as well” (#111), as well as, “It provides the resources that Early Childhood 

Educators need to accurately assist families with concerns or comments they might have towards 

their children” (#227). Participant #249 shared their appreciation for the open-ended discussion 

aspects, “It explained all elements in raising sexually healthy children and we had a chance to 

talk more in depth about gender roles.” Those who mentioned recommending the RSHCAS 

training to others shared, “Would recommend to preschool and after school teachers” (#218), 

and, “I recommended to my supervisor to have the workshop at the center. The workshop 

provides positive and appropriate approaches to educate all ages” (#243). Two participants 

expressed an appreciation for the facilitators being very open to discussions. Participant #234 
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said, “It was an easy workshop to be in because of the 2 women presenting it. Very Helpful. 

Everyone was involved and the presenters were calm and open and answered all the questions 

beautifully,” and participant #245 shared, “I found the workshop to be informative, enjoyable, 

collaborative, and the facilitators were very open to discussion.” Lastly, Participant #230 spoke 

to the importance of positive messaging by sharing, “It’s good to see how you can educate 

children in terms of sexuality, and the different ways you can do it without effecting them in a 

negative way.”  

 In terms of the awareness the RSHCAS training sparked related to the importance of 

childhood sexuality education, four participants specifically spoke to this theme. Some responses 

included, “I am happy you are doing this. The child care providers need more knowledge in this 

subject. Thank you” (#220), as well as, “It is a good reminder regarding how encouraging we 

should be and allow children to define their own identities” (#246).  

 Additionally, some participants described experiencing discomfort due to the sensitive 

nature of sexuality and differences in culture and beliefs. Three participants discussed the idea 

that some of their co-workers might not be comfortable discussing sexuality: “Some co-workers 

will benefit and use the information and others will not due to their beliefs and background” 

(#219), “Currently, in my Centre, there are many staff who either from their cultural reasons or 

faith based reasons, they would feel uncomfortable or challenged by the type of questions or 

comments that children would make” (#238). Lastly, participant #231 did speak about their 

personal conflict with a topic such as sexuality due to cultural reasons, but also demonstrated a 

desire to be educated on the topic: 

“With my culture and religious background, this topic and issues attached to it is quite 

controversial. Living in a diverse culture and social status in Canada is hard. What more 
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to be working with children. However, this sexually health issues have to be addressed 

professionally and with enough/equip myself with right info and knowledge.” 

Discussion 

Summary of Findings  

Through a community engaged scholarship project with Toronto Public Health and the 

University of Guelph-Humber, the purpose of this outcome evaluation study was to assess the 

impact of TPHs Raising Sexually Healthy Children for Agency Staff Training targeting ECEs 

and other child care service providers. This study followed a quasi-experimental pre-test, post-

test research design where twenty-eight participants completed a survey prior to the RSHCAS 

training, and then again at 2-weeks post training. The anonymous survey included both open- 

and close-ended questions and was completed by participants either online, or through a hard 

copy version. The survey assessed participants’ perceptions of their knowledge, comfort, and 

willingness to address sexuality in an early learning setting. Survey data were analyzed using 

mixed methods: paired samples t-tests and Wilcoxon signed rank tests were used to analyze the 

quantitative data, and thematic analysis was used for analyzing the qualitative data. The 

following discussion integrates the findings to move towards addressing the overall objectives 

for this study: (1) to assess if the RSHCAS training contributed to changes in participants’ self-

reported knowledge, comfort, and willingness to address sexuality; and (2) to assess if the 

RSHCAS training had an impact on participants’ perceptions of their everyday practice in 

relation to addressing the development of gender and sexuality in an early learning setting.  

When asked about the primary reason for attending the RSHCAS training, 78.6% (n = 

22) of participants in the current study identified this reason as professional interest. This finding 

is supported by previous research which found that early learning professionals are interested in 
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receiving more training in relation to addressing the development of sexuality in their practice 

(Balter et al., 2016, 2018; Brouskeli & Sapountzis, 2017; Kakavoulis, 1998). In their study 

assessing pre- and in-service sexuality training for ECEs in Ontario, Balter et al. (2018) reported 

that participants clearly identified training as a key gap in terms of their ability to address 

sexuality in their practice. A majority (75%) of the sample expressed a strong interest in 

receiving in-service training, specifically face-to-face training (69%). This a unique aspect which 

the RSHCAS training provides. Further Balter et al. (2018)’s participants shared that, in terms of 

training in this domain, elements in which ECEs were most interested were that the training 

provided factual information on the development of sexuality throughout childhood, instructional 

strategies for addressing sexuality with children, and training which could increase their personal 

comfort levels when addressing sexuality. All of these components are addressed by the 

RSHCAS training.  

With support from the current literature, the following sections will highlight how results 

from the current study were able to successfully address each of the previous training elements 

when considering sexuality education for young children. It will also demonstrate the 

effectiveness of the RSHCAS training in terms of contributing to positive changes in 

participants’ self-reported knowledge and comfort in support of addressing sexuality in an early 

learning setting and discuss the impacts the RSHCAS training has had on participants’ 

perceptions of their day-to-day practice, particularly the increases in communication and 

confidence. Lastly, the topics of knowing what is developmentally appropriate in terms of 

sexuality education and navigating the relationship between one’s own values and beliefs and 

addressing sexuality in an early learning setting, in which the RSHCAS training did not prove as 

effective, will also be discussed. 
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Changes in Participants’ Knowledge, Comfort, and Willingness to Address Sexuality 

When considering the changes after the RSHCAS training in relation to participants’ self-

reported knowledge, comfort, and willingness in support of addressing childhood sexuality in 

practice, participants experienced the most changes in their self-reported knowledge, compared 

to comfort and willingness. There were ten topics within self-reported knowledge (Table 11) 

which resulted in statistically significant changes between the time 1 and time 2 surveys, 

compared to nine for comfort (Table 12), and three for willingness (Table 13). This study 

indicated that the majority of topics (seven out of ten) in which participants experienced 

significant increases in knowledge pertained to the theme of reproduction and birth. 

Additionally, all of the statistically significant increases for willingness, and three for comfort 

were also associated with the topic of reproduction and birth. This is an interesting finding 

considering the RSHCAS training does not focus specifically on the topic of reproduction and 

birth. It could be that participants might have already been equipped with knowledge on 

reproduction and birth. When considering the topic of sexuality education, reproduction and birth 

can be considered more common knowledge, especially with the current sample consisting of 

92.6% of participants identifying as female (Table 5). However, it is important to note that the 

survey questions assessing participants knowledge, comfort, and willingness associated with 

reproduction and birth all begin with “explain to children…” (Appendix C). This fact is 

significant, given that two out of the eight objectives of the RSHCAS training is to increase open 

communication related to sexuality, and to increase openness to address the development of 

sexuality/gender in childhood. It may be that, although the RSHCAS training did not specifically 

provide participants with information on reproduction and birth, the RSHCAS training provided 
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participants with the tools to be more knowledgeable, willing, and comfortable to explain the 

processes of reproduction and birth to children based on knowledge they already had.  

Furthermore, when asked about factors affecting willingness to address sexuality, a 

theme at time 1 was increased training (would affect their willingness); however, this was not a 

theme at time 2, suggesting this was no longer an issue for participants post training. Balter et al. 

(2018) reported that relevant knowledge (56%), resources (50%), and training (43%) were 

identified as central factors that affected pre- and in-service Ontario ECEs willingness to address 

the development of sexuality in their practice. The current findings suggest that sexuality 

education training, specifically RSHCAS for both pre- and in-service ECEs, is an effective way 

at improving ECEs’ and other child care providers’ knowledge, comfort, and willingness to 

address sexuality topics to which they might already have knowledge on by providing the skills 

to have more open communication with children. 

Although analysis of participants’ responses indicated significant changes after the 

RSHCAS training in their willingness to address specific topics such as reproduction and birth, 

the results do not entirely support the third research question, “Is the RSHCAS training effective 

at improving ECEs’ and other child care providers’ willingness to address childhood sexuality in 

their practice?” Only 12.5% of the paired samples t-test results (Table 12), and only one out of 

fourteen items in the factors affecting willingness question (Table 13) were found to be 

significant. Further, the significant item from the factors affecting willingness question suggests 

that when considering “topics that conflict with my personal beliefs,” participants were less 

willing to address this topic after the RSHCAS training. A potential explanation for the lack of 

support for the third research question can be attributed to self-selection bias. The majority of 

ECEs and other child care service providers who attend the RSHCAS training do so by their own 
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personal choice. The RSHCAS training is not a mandatory training session; therefore, it can be 

assumed that the early learning professionals who choose to attend the RSHCAS training are 

already willing to address sexuality in their practice, as they are voluntarily choosing to attend 

training on the subject. However, they are lacking the knowledge, and comfort to actually 

address sexuality in the classroom (Balter et al., 2018). Since participants of the RSHCAS 

training are already more willing (compared to those who do not seek out similar professional 

development opportunities), the overall willingness of the current sample to address sexuality 

with children was not affected as much by the RSHCAS training, compared to the self-reported 

knowledge and comfort levels of participants.  

In terms of the specific finding that participants were less willing to address topics that 

conflict with their personal beliefs after the RSHCAS training, some participants had similar 

views that were represented in the additional feedback question (with an open-ended, text 

response). Three participants shared that, while some co-workers would benefit from the 

RSHCAS training, they believed others may feel challenged to address sexuality due to 

differences in culture and beliefs. Interestingly, the paired samples t-test demonstrated that 

participants experienced statistically significant increases in comfort after the RSHCAS training 

for the topic of “family diversity: including different cultures/ethnicities, and belief systems in 

discussions of family” (Table 11). This exact question of the factors that affect willingness to 

address sexuality was posed to 64 Ontario ECEs in a previous study, and 65% of participants 

reported that teaching topics that conflict with personal beliefs had no effect on their willingness 

to address sexuality, compared to 16% who said makes them more willing, and 19% who 

reported it makes them less willing (Balter et al., 2016). Balter et al. (2016) also reported that 

parent involvement and a family’s cultural beliefs was the most frequent area of concern, with 
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34.4% of ECEs reporting that the “reactions and attitudes” (p. 36) from parents was a significant 

barrier in addressing sexuality with the children.  

The contrast in the current study’s findings between participants’ significant increases in 

comfort to include differing cultures, ethnicities, and belief systems in discussion, but the lack of 

willingness to discuss topics that conflict with their personal beliefs could be a consequence of 

the lack of curricular support for ECEs in terms of addressing sexuality with children. Neither of 

the two key pedagogical documents ECEs use to guide their daily practice, Early Learning for 

Every Child Today: A framework for Ontario early childhood settings (Best Start Expert Panel 

on Early Learning, 2007) or How does learning happen? Ontario’s pedagogy for the early years 

(Ontario Ministry of Education, 2014) address the development of gender and sexuality 

throughout early childhood, leaving Ontario ECEs with no guidance and/or support in this 

domain.  

Interestingly, one of the objectives of the RSHCAS training is to reflect and examine 

one’s own attitudes and values on sexuality information acquired during childhood. Even though 

participants are engaging in these discussions in the RSHCAS training, it seems as though the 

increased awareness on the fact that ECEs should be having discussions on topics that conflict 

with their personal beliefs and the increased knowledge on the complexity of sexuality 

participants are being exposed to is having an adverse effect, where it is actually making 

participants less willing to have these discussions. Making this matter worse is the lack of 

administrative support reported by previous research (Balter et al., 2016), the lack of larger 

structural factors such as workplace specific sexual health policies (Balter et al., 2016), and the 

lack of institutional support available to ECEs (Balter et al., 2016, 2018). Since ECEs have no 

policies/documentation to support their decisions to, for example have discussions with the 



 
 

 
 

97 

children on topics that conflict with their personal beliefs, they are less willing to engage in these 

dialogues due to fears of repercussions from parents, colleagues, or administrators. Therefore, it 

can be hypothesized that, while participants were more comfortable including diversity in 

discussions about family, their willingness to actually engage in such conversations with the 

children was not affected by the RSHCAS training.  

Participants reported significant increases between the time 1 and time 2 surveys in self-

reported knowledge and comfort relating to topics and skills that previous research has identified 

as crucial components in terms of addressing the development of sexuality with young children. 

Understanding the different stages of sexual development was a topic that participants 

experienced significant increases in knowledge (Table 10) and comfort (Table 11), after the 

RSHCAS training. According to the SIECUS guidelines, sexuality education throughout the 

preschool years should be considered within the context of six key concepts, one of which is the 

process of human development (Martin & Bobier, 2017). These results are also noteworthy as 

“reviewing and/or increase knowledge on the sexual growth and development stages of children 

up to the age of 12” is one of the eight RSHCAS training objectives.  

Participants also experienced a significant increase in self-reported comfort in terms of 

using the correct names for female genitals; however, this was not found for males. Previous 

research including ECEs has identified being able to use the correct names for body parts when 

talking to children as a necessary skill to include if a sexuality education curriculum for early 

learning professionals were to ever be created (Balter et al., 2018). Further, Kenny et al. (2015) 

suggests that learning to identify body parts from a young age can provide children with 

ownership of their bodies, help with the development of a more healthy body image, and provide 

them with protection as they would be able to effectively communicate if they were being 
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sexually abused. Therefore, if ECEs are beginning to feel more comfortable using the correct 

terms for body parts when interacting with the children, it should contribute to the children being 

able to identify their own body parts using the correct terminology.  

Lastly, participants reported significant increases in comfort on the topic of “self-

touching – setting the boundary that masturbation/self-touching of the genitals should only be 

done in private for both males and females” (Table 11) and increases in knowledge on the same 

topic for males (Table 10). Identical to the previous topics in this section, preschoolers should be 

learning about personal boundaries by means of ECEs feeling comfortable and knowledgeable 

enough to address this type of behaviour (Kenny et al., 2015; Martin & Bobier, 2017). Although 

there were topics in the surveys which did not result in significant differences after the RSHCAS 

training, the topics which did as a result of the RSHCAS training are quite promising for the field 

of early learning, given the lack of curriculum and policy addressing sexuality, and previous 

studies highlighting the feelings of inadequacy felt by the majority of ECEs in Ontario (Balter et 

al., 2016, 2018).  

Overall Impact of the Raising Sexually Healthy Children for Agency Staff Training on 
Participants’ Perceptions of Their Day-to-Day Practice 

 
 A main objective of the current evaluative study was to assess the impact the RSHCAS 

training was having on participants’ ability to address the development of gender and sexuality in 

an early learning setting. The current findings demonstrate support for this research objective as, 

overall, participants shared that they were experiencing impacts in their daily practice related to 

the RSHCAS training including increases in comfort, knowledge, communication (with parents, 

colleagues, and children), and confidence, particularly with answering children’s questions. 

Further, when asked about areas of concerns regarding sexuality and sexual health information 
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for children, there were more participants who shared that they had no concerns after the 

RSHCAS training, compared to the time 1 survey. 

Although the majority of participants did experience positive impacts as a result of the 

RSHCAS training, results from the current study highlighted that two participants were still 

confused after the training about what is considered developmentally appropriate when 

addressing sexuality with children. It could be that this is too substantial of a topic to be able to 

fully cover in a day long training. Interestingly, similar results were reported by Brouskeli and 

Sapountzis (2017) who compared two groups of pre-service ECEs (one group completed a 

course focusing specifically on sexuality and health, and the other group did not). Results 

suggested that neither of the two groups were able to clearly identify topics that were 

developmentally appropriate, even after successfully completing a course on sexuality (Brouskeli 

& Sapountzis, 2017). Further, Balter et al. (2016) reported that an area of concern for 13% of 

ECEs was not knowing what was age appropriate in terms of topics to be discussing with 

children.  

As mentioned in the previous section, results from the paired-samples t-tests suggested 

that participants experienced significant increases in knowledge and comfort in understanding 

the different stages of sexual development, after the RSHCAS training. The RSHCAS training 

provides information on the sexual growth and development stages of children up to the age of 

12, and this seems to have increased participants’ general knowledge on childhood sexual 

development. However, knowing what is developmentally appropriate in terms of sexuality 

topics to address with children differs from having general knowledge and being comfortable 

with the stages of sexual development, as the former requires more higher-level thinking. A 

reason for this finding could also be attributed again to the fact that there is no curriculum 
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addressing the development of sexuality for ECEs. Further, previous research has highlighted the 

lack of workplace policy addressing the development of sexuality (Balter et al., 2016). Since the 

Government of Ontario does not require child care centres to have a sexual health workplace 

policy, the decision to implement such policies is under the discretion of the administration at 

each child care centre, and research suggests that the implementation of such policies are low 

given that 54% of Ontario ECEs said their workplace does not have a sexual health workplace 

policy, and 21% are not sure if their workplace does (Balter et al., 2016). One participant in the 

current study spoke to this lack of guidance as they indicated that sharing of incorrect 

information among staff was a concern when considering sexual health information for children. 

This has been echoed by previous research indicating that, although ECEs commonly observe 

sexual behaviours in their practice, they are making implicit decisions about how to respond to 

these behaviours on the basis of their own personal and professional experiences due to a lack of 

curriculum and policy (Balter et al., 2016, 2018; Davies et al., 2000; Martin, 2014).  

Four participants in this study shared that they had not experienced an impact since the 

RSHCAS training. A common explanation given by participants was that they had not had a 

scenario or situation where they had to implement the RSHCAS training strategies. This finding 

makes sense given that the time 2 survey was completed at 2-weeks post training, and it is likely 

that, for some early learning professionals, this was not enough time after the training to have 

situations arise in which they would need to address the development of sexuality in practice. 

Although this only affected a small proportion of participants, the short time span between the 

RSHCAS training and the time 2 survey is a limitation of the current study and will be discussed 

further in the limitations.  
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 A notable theme resulting from the current study highlighting the impact participants 

have been experiencing since the RSHCAS training is the increase in confidence among 

participants particularly with opening the communication between participants, parents, 

colleagues, and children, and in terms of answering children’s questions. At time 1, participants 

shared being concerned about approaching parents in relation to sensitive topics such as self-

touching, and differing issues in relation to sexuality or sexual health. Participants were also 

concerned with responding to children’s behaviours in a way that would not embarrass the child, 

and that would remain respectful to all families. These concerns are not unique to the current 

sample as Larsson and Svedin (2002) reported that 63% of ECEs in Sweden reported feeling 

embarrassed about sharing information related to the sexual behaviours of children with parents 

and other individuals outside the early learning field. Additionally in Ontario, parent 

involvement and a family’s cultural beliefs were the most frequent areas of concern among ECEs 

in regards to addressing the development of sexuality with children (Balter et al., 2016). The 

current study also highlighted participants’ lack of confidence with answering children’s 

questions, as at time 1 participant #111 shared, “What is appropriate to discuss when we get 

specific questions and how to best answer certain questions. Also how to respond to behaviours 

in the classroom without embarrassing the child.” Unfortunately these concerns have also been 

echoed by previous research, where 51% of ECEs identified that, although they do not possess 

the appropriate skills at this time, being able to answer children’s questions would make them 

more willing to address the development of sexuality in their practice (Balter et al., 2016).  

Although participants from the current sample share concerns that are similar to previous 

research, the current study demonstrates that these concerns with regards to addressing the 

development of sexuality were no longer apparent after the RSHCAS training. At the time 2 
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survey, participants were more confident answering children’s questions: participant #238 stated, 

“I am more confident knowing how questions should be answered e.g., ‘What do you think?’, 

‘That is a great/important question, let’s find out together with your parents’ etc.;” more 

confident in engaging in open communication with parents and colleagues: participant #237 

indicated, “It has assisted in the day to day enquiries from parents and other staff;” and more 

confident responding to children’s behaviours: participant #249 said “It helped answer some 

questions I have about how to properly deal with pleasuring in the classroom in a way that does 

not shame the child.” Not only do these findings speak to the impact participants have been 

experiencing as a result of the RSHCAS training, but they also demonstrate the effectiveness of a 

short sexuality training program for early learning professionals in contributing to increases in 

overall comfort and confidence with addressing the development of sexuality in an early learning 

setting. Additionally, the findings of increases in confidence, specifically with regard to 

answering children’s questions could be attributed to the interactive component of the RSHCAS 

training. Participants are provided with practice scenarios where they work together using the 

RSHCAS training tips for answering children’s questions, to answer hypothetical questions 

about sexuality children might ask. It seems as though this component of allowing participants to 

practice this skill in training has a valuable impact on participants’ ability to answer children’s 

questions in practice.  

There were considerable changes in participants’ general feelings towards sexuality 

between the pre- and post-surveys. There was a shift in participants’ views after the RSHCAS 

training of when developmentally appropriate sexuality education should begin. 66.7% of 

participants felt this type of education should begin in preschool at time 2, compared to 51.9% at 

time 1 (Table 15). This finding is noteworthy, given results from previous research indicating 
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that some ECEs felt preschool was too young to begin addressing sexuality (Balter et al., 2016). 

Participants were also more likely to agree that they had the adequate training to address 

sexuality after the RSHCAS training, compared to prior to the training (Table 14). When 

considering an Ontario context specifically, this finding is quite significant given the results from 

previous research highlighting the feelings of inadequacies felt by the majority of ECEs in 

relation to addressing the development of sexuality with children. Balter et al. (2018) reported 

that 64.1% of Ontario ECEs indicated that they did not feel they had the necessary requirements 

to address this topic with children due to a lack of training. Further, one ECE shared their 

thoughts on the lack of pre-service training stating that, “ECEs are not equipped AT ALL to 

teach sexual education… As an ECE going through college, we are not taught about how to fully 

teach children about sexuality” (Balter et al., 2018, p. 37). Although the province of Ontario is 

still lacking in terms of larger structural factors, such as implementing a curriculum addressing 

the development of sexuality for the early learning field, and making a workplace policy 

focusing on sexual health mandatory for all child care centres, the current study illustrates that a 

short training program can be beneficial in terms of moving towards filling some of the gaps 

ECEs in Ontario are experiencing in terms of addressing the development of sexuality with 

children.  

The last finding in support of the impact the RSHCAS training has had on participants is 

the overall satisfaction participants had with the training session. When asked “How likely is it 

that you would recommend this workshop to a colleague?” 68.2% of participants indicated very 

likely, and 31.8% said somewhat likely (Table 16). Although six participants did not respond to 

this question, there were no responses indicating that the workshop would not be recommended, 

speaking to the overall satisfaction among participants. Additionally, the overall feedback 
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questions provided rich data in support of participants’ satisfaction with the RSHCAS training. 

Although these questions were broad and open-ended, participants had common responses such 

as the training was helping to create an awareness of the importance of educating early learning 

professionals about addressing sexuality with young children, being appreciative to the 

facilitators at TPH for being very open to discussions, and a shared opinion that the workshop 

was very informative and provided great resources. The level of engagement by the current 

sample on a survey question which is typically overlooked demonstrates that participants were 

thoroughly engaged throughout this process and wanted to share their thoughts and opinions that 

might not have been captured by the other survey questions.  

Strengths and Limitations  

 Within the context of the current study’s design, there are both strengths and limitations 

to the current study. One of the primary strengths of this study was its novelty in terms of being 

the first evaluation of the RSHCAS training. Although RSHCAS has been delivered for over 15 

years, there has never been a formal evaluation of the program (M. Gaffe, personal 

communication, January 28th, 2018), and the current study was able to address this gap. The 

findings from this study highlight the effectiveness of the RSHCAS training at improving 

participants’ comfort and knowledge in support of addressing the development of sexuality in an 

early learning setting. Additionally, the RSHCAS training was demonstrated to be effective at 

increasing participants’ confidence in terms of answering children’s questions, responding to 

children’s sexual behaviours, and opening the means of communication between parents and 

colleagues. 

 Another notable strength of the current study was its focus on an under-examined 

population: early learning professionals and addressing the development of sexuality in the early 
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years. Additionally, the current study contributes to broader areas of literature that focus on the 

development of sexuality in an early learning setting but are not evaluation-focused 

demonstrating its breadth. Past research has examined the perceptions of Ontario ECEs (Balter et 

al., 2016) in addition to identifying pre- and in-service training needs of ECEs in relation to 

addressing the development of sexuality (Balter et al., 2018). Findings from the current study 

demonstrate that the RSHCAS training was able to cover many areas in which ECEs were 

previously concerned about in relation to addressing the development of sexuality with children, 

therefore making the RSHCAS training a useful mechanism in increasing ECEs’ skills and 

comfort to address this area of development. Further, with previous research suggesting that 

ECEs are not only ill-equipped to address sexuality, but also lack the appropriate training to be 

able to effectively do so (Balter et al., 2016, 2018), findings from the current study can be used 

by policy and government officials to provide a solution to the considerable inadequacies felt by 

the majority of Ontario ECEs. This study was also the first study to evaluate a sexuality 

education training program for ECEs in Ontario and was therefore able to contribute to the 

limited amount of evidence-based research on the effectiveness of using a community-based 

training program to support early learning professionals in Ontario when addressing the 

development of sexuality in their practice. Accessing this information demonstrating the 

usefulness of sexuality training programs for ECEs can be used to shape and create policies that 

are currently non-existent and should lead to the increase of such training programs in Ontario.  

  While the data collected from the RSHCAS participants in the current study was very 

useful and provided insight into the effectiveness of the RSHCAS training, there were a number 

of limitations in this study. One of the major limitations of the study was the small sample size. 

Small sample sizes are problematic as they are not representative of the target population and are 
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therefore a threat to the external validity of the study (Gliner et al., 2011). Since statistical 

analyses were used as part of the analytic strategy for the current study, there might have been 

significant findings that were undetected due to the small sample size. As a result of this 

limitation, the quantitative findings might not representative of the target population (all 

RSHCAS training participants), and therefore all quantitative findings should be interpreted with 

caution. A second limitation is the limited number of male participants in the study, as 92.6% of 

participants identified as female; however, this is a common limitation when considering the 

field of early learning and research as only 1.7% of the Ontario ECE population identify as male 

(Balter et al., 2016). When considering the topic of addressing sexuality with children, not only 

do men face unique challenges compared to women, previous research has also indicated 

contrasting findings relating to male educators comfort with regard to teaching topics related to 

sexuality (Cohen et al., 2012; Szalacha, 2004). Future researchers should consider how to recruit 

a higher proportion of males as their unique perspectives on addressing sexuality in an early 

learning setting are required.  

 Another major limitation in this study was the inability to recruit a control group, posing 

as a threat to the internal validity of the current study. Efforts were made during the first round of 

recruitment to recruit a control group of ECEs and other child care professionals who did not 

intend to attend the RSHCAS training; registered RSHCAS participants were asked to forward 

the time 1 survey to a colleague. However, due to a very low response rate, the control group 

was removed from the research design. The lack of a control group in the current study means 

that it cannot be concluded that the results observed among the participants were due to the 

RSHCAS training, rather than to other factors. However, while the issue of not being able to 

prove causation is relevant for the quantitative findings, the inclusion of qualitative data 
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collection measures in the form of the open-ended survey questions did result in rich data that 

spoke directly to why participants perceived the RSHCAS training as an effective tool in relation 

to addressing the development of sexuality in an early learning setting.  

Selection-bias should also be considered as a limitation of the current study. Since the 

RSHCAS training is not mandatory for all registered ECEs in Ontario, the individuals who 

attended the RSHCAS training did so at their own choosing. As mentioned previously, when 

asked about the primary reason for attending the RSHCAS training, 78.6% (n = 22) said 

professional interest, 17.9% (n = 5) said to share information with colleagues, and 3.6% (n = 1) 

said personal interest (Table 9). Therefore, it can be hypothesized that those who chose to attend 

the RSHCAS training are already more willing to address sexuality with children, as they are 

seeking out professional development training to support them in this task. Selection-bias may 

result in the absence of the perspectives of other early learning professionals who might not be as 

willing to address the development of sexuality in practice. This can be problematic as the 

absence of opinions and perspectives from those individuals who are less willing to address 

sexuality are critical when evaluating a training program designed to support early learning 

professionals in this role.  

 Additionally, some of the measures used in the current study’s surveys should also be 

considered as a limitation (e.g., the measures assessing participants’ self-reported knowledge, 

comfort, and willingness in support of addressing sexuality). Although these measures are 

validated (Cohen et al., 2004) and were included in order to build on previous research on the 

development of gender and sexuality in an early learning setting (Balter et al., 2016, 2018), it 

should be acknowledged that they do re-enforce the idea that gender is a binary construct.   
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Lastly, the short time span of 2-weeks between the RSHCAS training and the time 2 

survey should also be considered as a limitation of the current study. Initially, the current study 

was designed to be longitudinal, as a time 3 survey was supposed to be delivered at 3-months 

post training. However, due to a low retention rate between the time 1 and time 2 surveys, the 

time 3 survey was removed from the research design. This limitation affected the current study 

as three participants shared that they had not experienced an impact since the RSHCAS training 

as a result of not encountering a time in which they had to address sexuality in the classroom. 

Including a time 3 survey at 3-months post training would have provided participants with ample 

time to comprehensively assess their practice to determine if the RSHCAS training was in fact 

having an impact on their day-to-day practice.   

Future Directions 

 In order to address the issue of threats to internal validity within the current study, future 

researchers should implement control groups when evaluating sexuality training programs for 

ECEs in order to be able to prove that all the changes as a result of the training were in fact due 

to the training program and not extraneous variables. Future researchers should also consider 

implementing longitudinal approaches when assessing the effectiveness and impacts of sexuality 

training for educators in order to allow enough time for ECEs to encounter situations where they 

would have to implement training strategies. Given the topic of addressing the development of 

sexuality in an early learning setting, future researchers should also consider ways to recruit a 

more representative population, as important voices and perspectives are missed out on when 

only those who are more engaged on the topic are willing to participate in the research.  

 The current study did not assess participants’ views on sexual health policies within an 

early learning context. Since one of the RSHCAS training objectives is to increase awareness 
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and knowledge of benefits of a sexual health policy, future research should consider examining 

whether or not the RSHCAS training has an effect on participants’ views of a sexual health 

workplace policy. This information would be timely as well, given the previously demonstrated 

lack of workplace policy addressing sexual health within Ontario child care centres (Balter et al., 

2016).  

 Given that the RSHCAS training did not prove as effective at helping ECEs distinguish 

topics which are developmentally appropriate or support ECEs in having discussions on topics 

which conflict with their personal beliefs, future research should focus on creating either 

guidelines, or a provincial curriculum which addresses the development of sexuality in which all 

registered ECEs in the province of Ontario would have access to, and be required to follow. The 

RSHCAS does touch on both of the previous topics; however, the current findings suggest that 

this is not enough in terms of fully preparing ECEs to engage in these discussions in the 

classroom. Further given the overall effectiveness of the RSHCAS training and previous research 

indicating the lack of pre- and in-service sexuality training available to ECEs, future work should 

consider creating a province-wide policy on the sexuality training requirements allowing ECEs 

to practice in Ontario. These future research directions would help to eliminate the current 

uncertainty within early learning settings in relation to addressing the development of gender and 

sexuality. A curriculum and policy would also provide support and guidance to early learning 

professionals to avoid the implicit decisions about addressing sexuality that many ECEs are 

currently making.  

 Lastly, the lack of sexuality training programs for early learning professionals similar to 

RSHCAS in Ontario is concerning, given previous research indicating the many inadequacies 

(such as lack of pre- and in-service training, lack of workplace policy, and lack of institutional 
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support in the form of curriculum) in relation to addressing the development of sexuality. With 

findings from the current study illustrating the effectiveness of the RSHCAS training, future 

researchers should consider developing and implementing similar training programs within 

Ontario (both internally with TPH, and externally).  

Implications for Practice  

 The current research contributes to a small, but growing, body of literature on early 

learning professionals in Ontario and addressing the development of gender and sexuality with 

children in practice. It is the first study to gain insight into the usefulness of using a community-

based sexuality education training for Ontario ECEs and other childcare service providers in 

order to better prepare educators to address this area of development and foster an environment 

that supports the healthy sexuality of children within the early learning setting. The findings 

from this study may be used by several key stakeholders including Toronto Public Health, early 

learning administrators, ECEs, and the Ministry of Education in Ontario.  

 Findings suggest that overall, participants were very satisfied with the RSHCAS training. 

TPH outlined two main goals for the RSHCAS training: (1) to foster an environment that 

supports the healthy sexuality of children within the early learning setting; and, (2) to influence 

agencies/early learning centres to integrate sexual health policies. The current findings support 

the first training goal as the results suggest that participants were more knowledgeable, 

comfortable, and confident when addressing certain areas of sexuality such as answering 

children’s questions and increasing the dialogue between parents and colleagues around topics 

relating to sexuality. Participants also indicated they would recommend the RSHCAS training to 

colleagues and administration, demonstrating their willingness to increase the awareness on 

sexuality training within the field of early learning. Based on the data collected in this study, the 
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second TPH training goal could not be assessed; however, based on certain results, it could be 

hypothesized that this goal might not have been achieved. This will be discussed further in the 

following sections.   

TPH also outlined eight objectives for the RSHCAS training which are as follows: (1) to 

increase awareness/knowledge of the complexity of sexuality; (2) to reflect and examine one’s 

own attitudes and values on sexuality information acquired during childhood; (3) to review 

and/or increase knowledge on the sexual growth and development stages of children up to the 

age of 12; (4) to increase awareness and knowledge of professional practices and support of 

children’s interactions with sexuality and their environments; (5) to increase openness to address 

the development of sexuality/gender in childhood; (6) to increase open communication related to 

sexuality; (7) to increase awareness/knowledge of benefits of a sexual health policy4; and, (8) to 

promote workshops to other related service providers (both internal and external). The data 

collected in the current study provides support for the majority of TPHs training objectives. 

Overall, participants experienced an increased awareness of the importance of addressing 

sexuality, increased ability to have open communication related to sexuality, and demonstrated 

an increased ability to address the development of sexuality.  

In terms of areas for improvement, there were two specific findings that require further 

attention. The first was the finding that participants were significantly less willing to address 

topics that conflict with their personal beliefs after the RSHCAS training, and the second was 

that some participants were still unsure of topics that are developmentally appropriate. Although 

both of these topics are discussed throughout the training session, the current study suggests that 

participants were not as receptive to these areas. A factor that could be playing a role in the 

                                                        
4 This objective could not be directly evaluated based on the data collected in the current study. Future researchers 
should consider evaluating this objective.  
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reason the RSHCAS training was not as effective for these topics is that with the training being 

only one-day long, this might not have been enough time to fully engage in these two specific 

topics, which are quite substantial. Furthermore, although the RSHCAS training includes slides 

on both these topics, perhaps participants did not have the chance to engage in deeper dialogue, 

or reflection exercises in relation to topics that conflict with their personal beliefs, and/or topics 

that are developmentally appropriate. Lastly, a potential contributing influence could be the lack 

of larger structural factors such as a curriculum addressing the development of gender and 

sexuality for ECEs and the lack of workplace specific policies. Based on these findings, one of 

my recommendations for improving these areas of the RSHCAS training would have been to 

include a piece on educating participants about the importance of implementing a workplace 

specific sexual health policy, as a policy may be related and could help provide support and 

guidance when addressing sexuality with children in relation to these topics. However, the 

RSHCAS training not only already includes teaching participants about this importance, they 

also provide participants with a sexual health policy template and encourage participants to 

implement it at their specific centres.  

Although the current study could not directly address whether or not the RSHCAS 

training was increasing awareness and knowledge of the benefits of a sexual health policy due to 

not having the relevant data, it could be indirectly assumed that because participants were less 

willing to discuss topics that conflict with their personal beliefs and are still unsure of topics that 

are developmentally appropriate at time 2, the training was not fully effective at increasing the 

awareness and knowledge of the benefits of a sexual health policy. Based on the findings from 

the current study, as well as those from the extant literature, the following six recommendations 

are proposed for the Raising Sexually Healthy Children workgroup: 
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1) The topic of reflecting and examining one’s own values and attitudes on sexuality  

information acquired during childhood needs to be further addressed in the training. 

Facilitators at TPH could spend more time discussing the importance of, as early learning 

professionals, being able to have certain discussions related to sexuality with the children, 

even if they do conflict with their own personal beliefs. Facilitators at TPH could include 

value clarification exercises or provide more emphasis on evidence about childhood 

sexual development to help participants move towards shifting their values. The 

increased emphasis on typical childhood sexual development could also be useful with 

addressing the finding that participants were still unsure of topics that are 

developmentally appropriate. Nonetheless, both of the previous topics are quite 

substantial, compared to other topics covered in the training, and likely would require 

more than a day long training session to fully achieve.  

2) It would be beneficial for the facilitators at TPH to include more information on the 

benefits of a sexual health policy, or perhaps spend more time focusing on this specific  

topic. Another recommendation would be to perhaps include tips on how to approach 

administrators when suggesting the implementation of a sexual health policy. The current 

sample consisted of only one individual who identified as being in a supervisory role, 

suggesting that the majority of RSHCAS training participants are not administrators, but 

rather, child care centre staff. It could be that although participants are learning about the 

benefits of a sexual health policy, when it comes to approaching their site administrators 

with suggestions to implement one, they are lacking the skills in order to do so.  

3) The third recommendation is to expand marketing of the workshop. The current study 

was supposed to include data from eight workshops; however, one of the workshops was 
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cancelled due to low enrollment. With previous research indicating the substantial lack of 

sexuality education training available for Ontario ECEs, workshops should be at full-

capacity each session, and this could perhaps be achieved through a greater focus on 

marketing of the RSHCAS training.  

4) Fourth, a recommendation is made for the facilitators at TPH to deliver the RSHCAS 

training at child care centres, in addition to Metro Hall (where the training is currently 

delivered). This change would ensure that all early learning professionals at that specific 

centre are receiving the exact same sexuality training, increasing the congruency among 

ECEs when addressing the development of gender and sexuality with children. It could 

also provide an opportunity for discussions on specific scenarios that might have arose at 

that specific centre, as all participants would be co-workers and would have a shared 

understanding of all the children and the specific issues at that centre. 

5) It could be beneficial for facilitators at TPH to include the topic of hidden curriculum in 

the RSHCAS training. Although participants in the current study did not directly address 

this topic, when asked to rate their self-reported knowledge, comfort, and willingness to 

address certain topics, the items: (1) provide access to a wide range of gender-neutral 

toys, and (2) encourage gender-neutral play (e.g., girls playing with dolls, boys playing 

with cars); in other words, children of any gender choosing to play with any play items 

regardless of the gender typically associated with them, were not statistically significant. 

Since the RSHCAS training is specifically catered to early learning professionals, the 

topic of hidden curriculum is important to address to prevent the unintended and implicit 

lessons children could be learning about the development of gender and sexuality from 

their childcare settings.  
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6) The final recommendation for the facilitators at TPH is based on the finding that 

participants felt supported, and appreciated the facilitators being open to discussions. The 

recommendation is for facilitators to continue this support, which is creating a safe space 

for participants. Given the deeply sensitive nature of the topic of childhood sexuality 

education, this is a significant finding and should be maintained in all training sessions 

being delivered. By having facilitators who are supportive and who can allow participants 

to feel comfortable discussing childhood sexuality, it creates an environment where 

training participants can maximize their benefits from the training, as they are able to 

fully engage in the learning process. 

 Findings from the current study can also be useful for ECEs and site administrators 

within Ontario. Results demonstrate the usefulness of even a short sexuality training program on 

early learning professional’s ability to address the development of sexuality in an early learning 

setting. Although this type of training is not mandatory for ECEs in Ontario, based on the current 

findings, it would be valuable for site administrators to implement this training as a mandatory 

professional development course for all ECEs including all administrative staff, at each specific 

centre. Additionally, although not directly addressed, this study provides clear support of the 

importance of implementing workplace specific sexual health policies. Site administrators should 

consider creating a sexual health policy that is provided to all parents outlining the centres values 

and philosophy in relation to addressing the development of sexuality with children. These 

recommendations would not only reduce the issue of a lack of sexuality training and the feelings 

of uncertainty felt by the majority of ECEs in Ontario, but it would help in moving towards a 

childcare environment which is excepting and supportive of the healthy sexual development and 

overall well-being of all children. 
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 Lastly the Ministry of Education might find the current study useful as it provides 

evidence-based research demonstrating the effectiveness of sexuality education training for 

ECEs and therefore, why the implementation of a curriculum addressing the development of 

sexuality is required in Ontario early learning settings. The current findings highlight the voices 

of Ontario ECEs in terms of their concerns when addressing the development of sexuality and 

how the RSHCAS training supported them in overcoming these concerns. The Ministry of 

Education could use this information to develop a curriculum covering all these areas, in addition 

to the topics covered in the RSHCAS training. Additionally, it would be beneficial for the 

Ministry of Education to update the Child Care and Early Years Act by adding a mandatory 

sexual health policy for all licensed Ontario childcare centres. The development of these 

documentations would not only provide the necessary support to Ontario ECEs, but it would 

ensure all ECEs are addressing the development of gender and sexuality in a consistent, 

evidence-based way, leaving no room for implicit decision making.  

Conclusion  

The current study investigated the effectiveness of TPHs RSHCAS training at improving 

participants’ knowledge, comfort, and willingness to address sexuality in an early learning 

setting. Additionally, this study assessed whether the training was having an impact on 

participants’ perceptions of their day-to-day practice. This study was also the first in Ontario to 

assess a sexuality education training program for ECEs and other childcare service providers, 

providing novel and valuable findings to a small, but growing, body of research. Results suggest 

that the RSHCAS training proved to be effective at improving participants’ knowledge and 

comfort in relation to certain topics concerning sexuality. The training was also found to support 

ECEs and other childcare service providers in opening the communication between parents, 
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colleagues, and children, allowing participants to feel more confident and comfortable 

addressing the development of sexuality in their practice. Although the majority of participants 

shared an overall satisfaction for the RSHCAS training, there were topics that the training did not 

prove as effective at improving such as being able to address topics that conflict with personal 

beliefs and having a thorough understanding of developmentally appropriate topics.  

 With previous research highlighting the lack of pre- and in-service sexuality training for Ontario 

ECEs and the shared feelings of inadequacies when addressing sexuality, based on the current 

study’s findings, the RSHCAS training is recommended to all practicing ECEs and childcare 

service providers as a valuable and necessary professional development opportunity. 

Additionally, given the lack of similar trainings in Ontario, it is recommended that similar 

sexuality training opportunities are developed, in order to expand the breadth of support for early 

learning professionals in addressing the development of gender and sexuality in their practice.  

ECEs play vital roles in the socialization and development of children. In order to fill all 

the current gaps in relation to addressing the development of gender and sexuality in Ontario’s 

early learning settings, this study highlights the need for larger structural guidelines and support 

focusing on this area of development. This study helped to illustrate the numerous benefits 

resulting from attending the RSHCAS training. It also demonstrated that there were still gaps 

remaining, as some participants were still unwilling or unsure about addressing certain topics. 

While the current findings demonstrate the effectiveness and value of a short sexuality education 

training program, without larger structural factors providing institutional guidance and support, 

not all ECEs are going to be willing, or feel comfortable addressing all realms of sexuality that 

they face on a day-to-day basis. Further investigation is critically required into the development 

of a curriculum addressing the development of gender and sexuality, encouraging all childcare 
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centres to adopt workplace specific sexual health policies, and making sexuality education 

training mandatory for all practicing ECEs, to ensure the healthy sexual development and overall 

well-being of all children in Ontario childcare settings.  
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Appendix B - Recruitment Information Slide  
 

 

  

EVALUATING RAISING SEXUALLY 
HEALTHY CHILDREN FOR CHILD CARE 

PROVIDERS WORKSHOP 

University of Guelph REB# 16JL029; Toronto Public Health REB# 2016-15  

Complete 2 surveys: now & 
2 weeks after

Take your 1st survey NOW! 

The survey will take approximately 25 minutes to 
complete. 

You will receive up to $35 to thank you for 
participating: $15 for survey 1 and

$20 for survey 2

If you have any questions or concerns about this research project you 
can contact Dr. Tricia van Rhijn at tricia.vanrhijn@uoguelph.ca OR 

Alice-Simone Balter at alice.balter@guelphhumber.ca

Surveys are being handed out by workshop 
facilitators. Ask for your survey package now! 
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Appendix C - Time 1 Survey  
  

 
You are invited to participate in a research study titled, “A community-engaged outcome 
evaluation of Toronto Public Health's Raising Sexually Healthy Children for Child Care 
Providers workshop.” This study has been reviewed and approved by the University of Guelph 
Research Ethics Board (REB #16JL029) and the Toronto Public Health Research Ethics Board 
(REB #2016-15). This research is being conducted by the researchers listed below and contact 
information is provided should you have any questions or concerns about the research. 
 

Principal Investigators:  
Dr. Tricia van Rhijn, Assistant Professor, Family Relations and Applied Nutrition (FRAN), 
University of Guelph, 519-824-4120 ext. 52412 or tricia.vanrhijn@uoguelph.ca 
 

Alice-Simone Balter, Faculty, Early Childhood Studies, University of Guelph-Humber, 416-889-
3854 or alice.balter@guelphhumber.ca 
 

Co- Investigators: 
Irene Kassies, Promoter of Sexual Health, Toronto Public Health  
Jennifer Katz, Promoter of Sexual Health, Toronto Public Health  
Mary Gleason, Manager, Sexual Health Program, Toronto Public Health  
Malca Gaffe, Promoter of Sexual Health, Toronto Public Health  
Tracey Methven, Promoter of Sexual Health, Toronto Public Health  
 

Student Investigator:  
Deborah Gores, Masters Student, FRAN, University of Guelph  
 
PURPOSE OF THE STUDY 
The purpose of this study is to assess the impact of Toronto Public Health’s Raising Sexually 
Healthy Children for Child Care Providers (RSHCCCP) workshop targeting Early Childhood 
Educator’s (ECEs) and other childcare service providers. 
 
PROCEDURES 
This study is using a pre/post format in that we will ask you to participate at two points of 
time. If you choose to participate in this research project, you will be asked to complete a 
series of two surveys over a period of 2-weeks (1 prior to the workshop, and 2 weeks after 
the workshop). Each survey will take approximately 30 minutes to complete. Included with 
this consent information is a questionnaire for you to complete regarding your attitudes, 
knowledge and comfort about addressing common issues around the development of 
sexuality in childhood. Should you choose to participate, you will complete the questionnaire 
and return it to the investigators from Toronto Public Heath in the sealed envelope provided. 
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If you complete the first survey, and would like to participate in the second survey, you will 
have the option of receiving the second survey either through email, or in hard copy through 
providing your mailing address. We will contact you when it is time to complete the second 
survey, and will send out 2 emails reminding you to complete it if you haven’t already done 
so. 
 
POTENTIAL RISKS AND BENEFITS  
There are no identified risks as a result of participation in this study; however, when completing 
the survey, some of the questions deal with sensitive topics and personal feelings and you could 
feel some discomfort when answering them. We believe you will find the experience beneficial 
in terms of sharing your attitudes, knowledge, and comfort around sexual development and 
education within the Canadian context and contributing to research that can guide training and 
curriculum development for ECEs in Canada.  
 
REMUNERATION INFORMATION 
As a thank you for your time, you will receive up to $35 for your participation in the study: $15 
for the first survey, and $20 for the second. Arrangements for delivery of the Amazon 
electronic gift card via electronic transfer of funds will be made by email within one week of 
survey completion. You will only need to provide us with the email address to which you 
would like the electronic gift card to be sent. You will incur no fees for either of these options. 
Records of the electronic gift card will be downloaded and provided to Financial Services. 
 
CONFIDENTIALITY 
Your responses will be coded and anonymized following the end of the 2-week period so that 
no identifying information will remain with your responses. Every effort will be made to ensure 
confidentiality of any identifying information that is obtained in connection with this study. 
Each participant will be assigned a numeric code. The master list of participants names and 
their assigned code will be maintained by the principal investigator and will be secured in a 
locked filing cabinet in her private office. The codes will be used to connect the data from the 
pre- and post-questionnaires. The master list will be destroyed following completion of data 
collection, and only numeric codes will link the pre- and post-data. Only the principal researcher 
will have access to this list and it will be destroyed immediately following the close of the 
second and final survey. While verbatim quotations may be used for any reports, presentations 
or articles based on this data, any potentially identifying information will be removed from the 
quotation to ensure confidentiality; however, it is possible that some participants could be 
identified by their comments (i.e., unique ways of expressing themselves, or unique opinions). 
Identifying information will be removed from data collected during this study, and the de-
identified data will be stored in a locked cabinet in a private office and/or a password-protected 
computer with full disk encryption, only available to the research team.  
 
PARTICIPATION AND WITHDRAWAL 
You can choose whether to be in this study or not. Your decision to participate or not 
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participate in this study will not impact your relationship with Toronto Public Health, the 
University of Guelph, or the University of Guelph-Humber. If you volunteer to be in this study, 
you may withdraw at any time without consequences of any kind. You may exercise the option 
of removing your data from the study. If you wish to withdraw your data, please contact the 
principal investigator. You may also refuse to answer any questions you don’t want to answer 
and still remain in the study. You may exercise the option of removing your data from the 
study up until the close of the second survey as this is the point at which the master list will be 
destroyed and, after which, your data will not be able to be identified within the data set. You 
may still receive the electronic gift card for the survey even if you choose to withdraw by 
emailing the following information to the principal investigator: 1) Your full name and email 
address to which the electronic gift card would be sent. 
  
A report on the aggregate findings of this research will be available, and will be made available 
from the research team. If you would like a copy of this report sent directly to you, please 
contact the principal researcher by email to request this. 
 
RIGHTS OF RESEARCH PARTICIPANTS 
You may withdraw your consent at any time and discontinue participation without penalty. You 
do not waive any legal rights by agreeing to take part in this study. This project has been 
reviewed by the University of Guelph and Toronto Public Health Research Ethics Boards for 
compliance with federal guidelines for research involving human participants. If you have any 
questions regarding your rights and welfare as a research participant in this study (REB 
#16JL029 and REB#2016-15), please contact:   
• Director, Research Ethics, University of Guelph; 519-824-4120, ext. 56606; 

sauld@uoguelph.ca  
• Karen Wade, Research Coordinator, Toronto Public Health; 416-338-0912; 

kwade@toronto.ca  
 

Do you consent to participate in this study? If yes, please print your name and sign below:  
 
� Yes  
  
 Print name:             
  
 Signature:             

 
� No  
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1) Are you participating in the Raising Sexually Healthy Children for Child Care Providers 
workshop? 

� Yes: please indicate the date of the workshop:         
� No 
 
 
2) What is your primary reason for attending this workshop? Please choose ONE.  
� Professional interest  
� To share information with colleagues  
� Personal interest  
� Other, please specify:   
 
             

             

             

             

             

             

              

3) Instructions: 
 

Below is a list of topics that we feel pertain to the development of sexuality in children. In the 
blank rows at the end of the lists, please indicate any topics you feel are important that are 
not represented in the list below. 
 

For each topic, on a scale of 1 to 5, where 1 = not at all and 5 = extremely, please CIRCLE the 
number that represents the extent to which you would: 

a) feel knowledgeable enough right now to address this topic; 
b) feel comfortable addressing this topic right now; and 
c) be willing to address this topic right now. 

 

a) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 
represents the extent to which you would feel knowledgeable enough right now to 
address this topic. 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 
a) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 

represented in the list above to which you would feel knowledgeable enough right now to 
address. 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 
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b) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 
represents the extent to which you would feel comfortable addressing this topic right 
now. 

 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 
b) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 

represented in the list above to which you would feel comfortable addressing this topic 
right now 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

 

c) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 
represents the extent to which you would be willing to address this topic right now. 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 

c) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 
represented in the list above to which you would be willing to address this topic right 
now. 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 

1 2 3 4 5 

4) Do you have any areas of concern with regards to sexuality/sexual health information for 
children? 
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5) We are interested in your general feelings about sexuality/sexual health information for 
children. For each of the following questions, please check the ONE response that best 
describes your opinion. 

a) Sexuality/sexual health information for children should be provided in child care. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree  

 
b) The child care and parent(s) should share responsibility for providing children with 

sexuality/sexual health information. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree  

 
c) I feel that I have adequate training to address sexuality/sexual health information in my 

place of work. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree   
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d) Developmentally appropriate sexuality/sexual health information should start in: 
� Preschool   
� Grades K - 3 
� Grades 4 - 5  
� There should be no sexuality/sexual health information provided outside of home 

 
e) Overall, please rate the quality of the sexuality/sexual health information that children 

receive in your child care. 
� Very good   
� Good   
� Fair   
� Poor   
� Don’t know  
� There is no sexuality/sexual health information in my child care centre  

 
6) Please mark ONE response for each question how each of the following factors affects 

your willingness to address childhood sexuality right now. 

 Makes me 
more willing 

Has no 
effect 

Makes me 
less willing 

I choose not 
to answer 

Amount of training I have received 
about sexual development of children � � � � 

My level of knowledge � � � � 

Resources available � � � � 

Level of support from childcare/board 
administration 

� � � � 

Community attitudes � � � � 

Anticipated negative reactions from 
parents 

� � � � 

Anticipated positive reactions from 
parents 

� � � � 

Comfort level & reactions of children � � � � 

Answering child(ren)’s questions  � � � � 
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 Makes me 
more willing 

Has no 
effect 

Makes me 
less willing 

I choose not 
to answer 

Mixed sex/gender groups � � � � 

Single sex/gender groups  � � � � 

Topics that conflict with my personal 
beliefs  

� � � � 

My personal comfort talking about 
sexuality  

� � � � 

Other, please specify:  

 

 

 

� � � � 

 

7) Please feel free to expand on any of the previous question (#6) in the space provided. 
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8) Does your child care centre have a sexual health policy in place?  
� Yes  
� No  
� I don’t know    

 
If yes, please describe the policy:  
 
             

             

              

              

              

              

 

9) What are the benefits of having a sexual health policy? 
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10) What are the drawbacks of having a sexual health policy? 
 
             

             

             

              

             

              

              

              

              

 
11) How is/would your practice be impacted by having a sexual health policy? 
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It is important that we know some of the characteristics of the people who complete this 
questionnaire. Please provide the following information about yourself by checking the 
appropriate answers. 

12) In what child care role do you work. Check ALL that apply: 
£ Home-based child care provider (RECE) 
£ Home-based child care provider (non-RECE)  
£ Child care centre staff (RECE) 
£ Child care centre staff (non-RECE)  
£ RECE in a full day kindergarten classroom    
£ Supervisor/Director  
£ Other child care staff or student role. Please specify (if you are a student, please indicate 

what year of study and the number of ECE practicum placements you have completed): 
             

             

13) We recognize that gender lies on a continuum and is not exclusively a binary reality. 
Rather than compiling a long list of options that capture a gender continuum, we have 
provided a space to express your identity in your own words, if need be. What is your 
gender?  
� Male   
� Female 
� You don’t have an option that applies to me. I identify as (please specify):   

            

14) We recognize that ethnicity has race, nation, and cultural dimensions. We have provided a 
short list of options and space to express your identity in your own words, if need be. 
What is your race/ethnicity? 
� Arab (e.g., Saudi, Egyptian, etc.) 
� Black (e.g., Caribbean, African, African American, etc.) 
� East Asian (Chinese, Korean, Japanese, Cambodian, Indonesian, Filipino, Vietnamese, etc.) 
� Indigenous (e.g., Inuit, Métis, First Nations, North American Indian, etc.) 
� South American (e.g., Brazilian, Chilean, etc.) 
� South Asian (e.g., Indian, Pakistani, Sri Lankan, etc.) 
� White (e.g., British, French, Italian, Australian, Canadian, etc.) 
� You don’t have an option that applies to me. I identify as (please specify):  

                  
  
 
15) What is your current age (in years)? 
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16) What are the age(s) of the children you currently work with? Please check all that apply. 
£ Infant  
£ Preschool 
£ JK/SK  
£ School age  

 
17) We recognize that values may stem from religious affiliations. We have provided a short 

list of options and space to express your religion in your own words, if need be. What is 
your religion? 
� Atheist  
� Buddhist  
� Christian  
� Hindu  
� Jewish  
� Muslim 
� You don’t have an option that applies to me. I identify as (please specify):  
                   
  

18) How many years have you been working in child care? 

              
 
19) If you have any additional comments or feedback that you would like to share that you do 

not feel have been captured in the previous survey questions, please share them below. 
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In order to receive the $15 Amazon electronic gift card for this survey, we ask that you 
provide your personal email address for the electronic gift card:  
 
Email address:            
 

 
Invitation to Post-Workshop Survey  

You have the option of receiving the second survey either through email, OR, in hard copy. You 
will receive a second  Amazon electronic gift card ($20) for your participation in second survey.  

Are you willing to be contacted to complete the second survey (in approximately 2 weeks)? 
 � Yes  
 �  No  
 
If yes, please check which method you prefer for receiving survey 2:  

� Email: please provide your email address at which you would like to receive the survey 
invitation:  

             
� Hard copy: please provide your mailing address at which you would like to receive the 
survey:   

Full Name:             
Mailing address:             
City:             
Postal Code:             

 
Thank you very much for taking the time to complete our questionnaire! If you have any 
questions about the research, please contact: 

• Alice Balter (University of Guelph-Humber) via email at alice.balter@guelphhumber.ca 
or  

• Tricia van Rhijn (University of Guelph) via email at tricia.vanrhijn@uoguelph.ca 

 
 

PLEASE HAND IN YOUR SURVEY SEALED IN THE ATTACHED 
ENVELOPE.  

Thank you again for your participation! 
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Appendix D - Time 2 Survey  

 
You are invited to participate for the second time in the research study titled, “A community-
engaged outcome evaluation of Toronto Public Health's Raising Sexually Healthy Children for 
Child Care Providers workshop.” This study has been reviewed and approved by the University 
of Guelph Research Ethics Board (REB #16JL029) and the Toronto Public Health Research Ethics 
Board (REB #2016-15). This research is being conducted by the researchers listed below and 
contact information is provided should you have any questions or concerns about the research. 
 

Principal Investigators:  
Dr. Tricia van Rhijn, Assistant Professor, Family Relations and Applied Nutrition (FRAN), 
University of Guelph, 519-824-4120 ext. 52412 or tricia.vanrhijn@uoguelph.ca 
 

Alice-Simone Balter, Faculty, Early Childhood Studies, University of Guelph-Humber, 416-889-
3854 or alice.balter@guelphhumber.ca 
 

Co- Investigators: 
Irene Kassies, Promoter of Sexual Health, Toronto Public Health  
Jennifer Katz, Promoter of Sexual Health, Toronto Public Health  
Mary Gleason, Manager, Sexual Health Program, Toronto Public Health  
Malca Gaffe, Promoter of Sexual Health, Toronto Public Health  
Tracey Methven, Promoter of Sexual Health, Toronto Public Health  
 

Student Investigator:  
Deborah Gores, Masters Student, FRAN, University of Guelph  
 
PURPOSE OF THE STUDY 
The purpose of this study is to assess the impact of Toronto Public Health’s Raising Sexually 
Healthy Children for Child Care Providers (RSHCCCP) workshop targeting Early Childhood 
Educator’s (ECEs) and other childcare service providers. 
 
PROCEDURES 
This study is using a pre/post format in that we will ask you to participate at two points of 
time. If you choose to participate in this research project, you will be asked to complete a 
series of two surveys over a period of 2-weeks (1 prior to the workshop, and 2 weeks after 
the workshop). Each survey will take approximately 30 minutes to complete. Included with 
this consent information is a questionnaire for you to complete regarding your attitudes, 
knowledge and comfort about addressing common issues around the development of 
sexuality in childhood. Should you choose to participate, you will complete the questionnaire 
and return it to the investigators from Toronto Public Heath in the sealed envelope provided. 
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If you complete the first survey, and would like to participate in the second survey, you will 
have the option of receiving the second survey either through email, or in hard copy through 
providing your mailing address. We will contact you when it is time to complete the second 
survey, and will send out 2 emails reminding you to complete it if you haven’t already done 
so. 
 
POTENTIAL RISKS AND BENEFITS  
There are no identified risks as a result of participation in this study; however, when completing 
the survey, some of the questions deal with sensitive topics and personal feelings and you could 
feel some discomfort when answering them. We believe you will find the experience beneficial 
in terms of sharing your attitudes, knowledge, and comfort around sexual development and 
education within the Canadian context and contributing to research that can guide training and 
curriculum development for ECEs in Canada.  
 
REMUNERATION INFORMATION 
As a thank you for your time, you will receive up to $35 for your participation in the study: $15 
for the first survey, and $20 for the second. Arrangements for delivery of the Amazon 
electronic gift card via electronic transfer of funds will be made by email within one week of 
survey completion. You will only need to provide us with the email address to which you 
would like the electronic gift card to be sent. You will incur no fees for either of these options. 
Records of the electronic gift card will be downloaded and provided to Financial Services. 
 
CONFIDENTIALITY 
Your responses will be coded and anonymized following the end of the 2-week period so that 
no identifying information will remain with your responses. Every effort will be made to ensure 
confidentiality of any identifying information that is obtained in connection with this study. 
Each participant will be assigned a numeric code. The master list of participants names and 
their assigned code will be maintained by the principal investigator and will be secured in a 
locked filing cabinet in her private office. The codes will be used to connect the data from the 
pre- and post-questionnaires. The master list will be destroyed following completion of data 
collection, and only numeric codes will link the pre- and post-data. Only the principal researcher 
will have access to this list and it will be destroyed immediately following the close of the 
second and final survey. While verbatim quotations may be used for any reports, presentations 
or articles based on this data, any potentially identifying information will be removed from the 
quotation to ensure confidentiality; however, it is possible that some participants could be 
identified by their comments (i.e., unique ways of expressing themselves, or unique opinions). 
Identifying information will be removed from data collected during this study, and the de-
identified data will be stored in a locked cabinet in a private office and/or a password-protected 
computer with full disk encryption, only available to the research team.  
 
PARTICIPATION AND WITHDRAWAL 
You can choose whether to be in this study or not. Your decision to participate or not 
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participate in this study will not impact your relationship with Toronto Public Health, the 
University of Guelph, or the University of Guelph-Humber. If you volunteer to be in this study, 
you may withdraw at any time without consequences of any kind. You may exercise the option 
of removing your data from the study. If you wish to withdraw your data, please contact the 
principal investigator. You may also refuse to answer any questions you don’t want to answer 
and still remain in the study. You may exercise the option of removing your data from the 
study up until the close of the second survey as this is the point at which the master list will be 
destroyed and, after which, your data will not be able to be identified within the data set. You 
may still receive the electronic gift card for the survey even if you choose to withdraw by 
emailing the following information to the principal investigator: 1) Your full name and email 
address to which the electronic gift card would be sent. 
  
A report on the aggregate findings of this research will be available, and will be made available 
from the research team. If you would like a copy of this report sent directly to you, please 
contact the principal researcher by email to request this. 
 
RIGHTS OF RESEARCH PARTICIPANTS 
You may withdraw your consent at any time and discontinue participation without penalty. You 
do not waive any legal rights by agreeing to take part in this study. This project has been 
reviewed by the University of Guelph and Toronto Public Health Research Ethics Boards for 
compliance with federal guidelines for research involving human participants. If you have any 
questions regarding your rights and welfare as a research participant in this study (REB 
#16JL029 and REB#2016-15), please contact:   
• Director, Research Ethics, University of Guelph; 519-824-4120, ext. 56606; 

sauld@uoguelph.ca  
• Karen Wade, Research Coordinator, Toronto Public Health; 416-338-0912; 

kwade@toronto.ca  
 

Do you consent to participate in this second survey for the study? If yes, please print your 
name and sign below:  
 
� Yes  
  
 Print name:             
  
 Signature:             

 
� No  
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4) Which Raising Sexually Healthy Children for Child Care Providers workshop did you 
participate in? 

� March 2, 2018 
� April 25, 2018 
� May 29, 2018 
 
5) Are you seeing an impact related your participation in RSHC in your day-to-day practice? If 

so, please describe. 

             

             

             

             

             

              

 
6) How likely is it that you would recommend this workshop to a colleague? Please choose 

one.  

� Very likely 
� Somewhat likely 
� Neutral 
� Somewhat unlikely 
� Very unlikely 
 
7) Please explain the reasoning for your answer provided in question #3. 
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8) Instructions: 
 

Below is a list of topics that we feel pertain to the development of sexuality in children. In the 
blank rows at the end of the lists, please indicate any topics you feel are important that are 
not represented in the list below. 
 

For each topic, on a scale of 1 to 5, where 1 = not at all and 5 = extremely, please CIRCLE the 
number that represents the extent to which you would: 

d) feel knowledgeable enough right now to address this topic; 
e) feel comfortable addressing this topic right now; and 
f) be willing to address this topic right now. 

 

d) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 
represents the extent to which you would feel knowledgeable enough right now to 
address this topic. 

 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 
c) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 

represented in the list above to which you would feel knowledgeable enough right now to 
address. 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 

1 2 3 4 5 
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Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

 
d) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 

represents the extent to which you would feel comfortable addressing this topic right 
now. 

 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 
e) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 

represented in the list above to which you would feel comfortable addressing this topic 
right now 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 
 

1 2 3 4 5 
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Other? Please specify:  
 
 
 
 
 

1 2 3 4 5 

 

f) On a scale of 1 to 5, where 1 = not at all and 5 = extremely, please circle the number that 
represents the extent to which you would be willing to address this topic right now. 

 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Understand the different stages of sexual 
development in children 1 2 3 4 5 

Use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus). 1 2 3 4 5 

Use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus). 1 2 3 4 5 

Use correct functions of genitals (e.g., 
urinate, stool/bowl movement, pleasure). 1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 3 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 6 how babies are 
made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (sexual intercourse) 

1 2 3 4 5 

Reproduction & Birth: Explain to children of 
the developmental age of 11 how babies 
are made (assisted reproductive technology 
[i.e., sperm bank, IVF, surrogacy]) 

1 2 3 4 5 

Reproduction & Birth: Explain how babies 
develop in a uterus 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (vaginal birth) 1 2 3 4 5 

Reproduction & Birth: Explain how babies 
are delivered (C-section) 1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the 
genitals should only be done in private 
(Males). 

1 2 3 4 5 

Self-Touching: Setting the boundary that 
masturbation/self-touching of the genitals 
should only be done in private (Females). 

1 2 3 4 5 

Family Diversity: Including gay (male/male; 
female/female), heterosexual 
(male/female), trans, single parents, 
extended families, blended families, LGBT 
families, and adoption in discussion of 
family 

1 2 3 4 5 

Family Diversity: Including differently 
abled [e.g., blind, hearing, wheelchair] 
people in discussions of family. 

1 2 3 4 5 

Family Diversity: Including different 
cultures/ethnicities, and belief systems in 
discussions of family. 

1 2 3 4 5 

Gender: Provide access to a wide range of 
gender-neutral toys. 1 2 3 4 5 
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 1 –    
Not at 

all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Gender: Encourage gender-neutral play 
(e.g., girls playing with dolls; boys playing 
with cars); in other words, children of any 
gender choosing to play with any play items 
regardless of the gender typically 
associated with them 

 
 

1 

 
 

2 

 
 

3 

 
 

4 

 
 

5 

Gender: Address diversity of gender 
expression in children 1 2 3 4 5 

Child Sexual Abuse Prevention: Explain the 
difference between public and private body 
parts 

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain 
boundaries of who can help with private 
parts (i.e., parents, childcare workers who 
help with toilet, a doctor in the presence of 
parents)  

1 2 3 4 5 

Child Sexual Abuse Prevention: Explain to 
children that if an adult or older child does 
touch their private parts to tell a trusted 
adult (parent, teacher) 

1 2 3 4 5 

 

d) Please indicate, and rate on a scale of 1 to 5, any topics you feel are important that are not 
represented in the list above to which you would be willing to address this topic right 
now. 

 1 – 
Not at all 

2 – 
Slightly 

3 – 
Somewhat 

4 –  
Moderately 

5 – 
Extremely 

Other? Please specify:  
 
 
 

1 2 3 4 5 

Other? Please specify:  
 
 
 

1 2 3 4 5 

Other? Please specify:  
 

1 2 3 4 5 
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6) Do you have any areas of concern with regards to sexuality/sexual health information for 
children? 

 
             

             

             

             

              

              

 

7) We are interested in your general feelings about sexuality/sexual health information for 
children. For each of the following questions, please check the ONE response that best 
describes your opinion. 

f) Sexuality/sexual health information for children should be provided in child care. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree  

 
g) The child care and parent(s) should share responsibility for providing children with 

sexuality/sexual health information. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree  

 
h) I feel that I have adequate training to address sexuality/sexual health information in my 

place of work. 
� Strongly agree  
� Agree  
� Not sure / Neutral  
� Disagree  
� Strongly disagree  



 
 

 
 

166 

i) Developmentally appropriate sexuality/sexual health information should start in: 
� Preschool   
� Grades K - 3 
� Grades 4 - 5  
� There should be no sexuality/sexual health information provided outside of home 

 
j) Overall, please rate the quality of the sexuality/sexual health information that children 

receive in your child care. 
� Very good   
� Good   
� Fair   
� Poor   
� Don’t know  
� There is no sexuality/sexual health information in my child care centre  

 
8) Please mark ONE response for each question how each of the following factors affects 

your willingness to address childhood sexuality right now. 

 Makes me 
more willing 

Has no 
effect 

Makes me 
less willing 

I choose not 
to answer 

Amount of training I have received 
about sexual development of children � � � � 

My level of knowledge � � � � 

Resources available � � � � 

Level of support from childcare/board 
administration 

� � � � 

Community attitudes � � � � 

Anticipated negative reactions from 
parents 

� � � � 

Anticipated positive reactions from 
parents 

� � � � 

Comfort level & reactions of children � � � � 

Answering child(ren)’s questions  � � � � 
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 Makes me 
more willing 

Has no 
effect 

Makes me 
less willing 

I choose not 
to answer 

Mixed sex/gender groups � � � � 

Single sex/gender groups  � � � � 

Topics that conflict with my personal 
beliefs  

� � � � 

My personal comfort talking about 
sexuality  

� � � � 

Other, please specify:  

 

 

 

� � � � 

 

9) Please feel free to expand on any of the previous question (#8) in the space provided. 
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10) If you have any additional comments or feedback that you would like to share that you do 
not feel have been captured in the previous survey questions, please share them below. 

             

             

             

              

             

             

              

              

              

In order to receive the $20 Amazon electronic gift card for this survey, we ask that you 
provide your personal email address for the electronic gift card:  
 
Email address:            
 
Thank you very much for taking the time to complete our questionnaire! If you have any 
questions about the research, please contact: 

• Alice Balter (University of Guelph-Humber) via email at alice.balter@guelphhumber.ca 
or  

• Tricia van Rhijn (University of Guelph) via email at tricia.vanrhijn@uoguelph.ca 

 

PLEASE SEAL YOUR COMPLETED SURVEY IN THE PRE-PAID 
ENVELOPE AND PLACE IN A MAIL BOX FOR RETURN.  

 
Thank you again for your participation!  
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Appendix E - Data Collection Tools  
 

  

  

(Note: Online survey will have university logos in the header, as above) 

Dear Child Care Provider: 

We are interested in learning more about child care provider attitudes, knowledge and 
comfort about addressing common issues around childhood sexuality.  

In completing our survey, please keep in mind that sexuality education in the early years 
includes several facets, such as children learning about their bodies, boundaries, 
gender, and ideally, laying a foundation for lifelong learning about sexual health.  We 
appreciate you filling out our questionnaire. It is important that you answer each 
question honestly. All the information you provide is anonymous.   

 
Table 1. Online survey sections and questions including source and response options 

Source Items Response options Notes 

Researcher-
created 

Q1. Are you participating in the Raising 
Sexually Healthy Children for Child Care 
Providers workshop? 

Yes 
No 
If yes, please indicate the date:  

 

Researcher-
created  

What are your intentions for attending this 
workshop? 

a) Share information with 
colleagues 

b) Personal interest 
c) Other: please specify 

 

Researcher-
created 

Q40.  Are you seeing an impact related your 
participation in RSHC in your day to day 
practice?  

Open-ended (text) response Post survey 
only 
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Source Items Response options Notes 

Questions to assess the following RSHCCCP Objective(s): 
• Objective 1 – To increase awareness/knowledge of sexuality.  
• Objective 2 – To reflect and examine one's own attitudes and values on sexuality information 

acquired during childhood. 
• Objective 3 – To review and/or increase knowledge on the sexual growth and development stages 

of children. 
• Objective 4 – To increase awareness and knowledge of professional practices and support of 

children’s interaction with sexuality. 

Below is a list of topics that we feel pertain to children. In the blank rows, please indicate any topics you feel are 
important that are not represented in the list below.  
 
For each topic, on a scale of 1 to 5, please select the number that represents the extent to which you would:   
(a) feel knowledgeable enough right now to address this topic; 
(b) feel comfortable addressing this topic right now;  
(c) be willing to address this topic right now. 

Cohen et al. 
(2004) – 
adapted by 
researchers 
for this 
project 

_1. Sexual Development 
-understand the different stages of sexual 
development in children 

Three questions for each of these 
items: 

Q7. How knowledgeable do you 
feel? 
Q11. How comfortable do you 
feel? 
Q15. How willing are you to 
address this right now? 

 
Rating scale: 
1 – Not at all 
2 – Slightly 
3 – Somewhat 
4 – Moderately 
5 – Extremely  

 

_2. Language 
-use correct names for female genitals (e.g., 
vulva, urethra, vagina, labia, anus) 

 

_3. Language 
-use correct names for male genitals (e.g., 
penis, urethra, scrotum, testicles, anus) 

 

_4. Language 
-use correct functions of genitals (e.g., 
urinate, stool/bowel movement, pleasure) 

 

_5. Reproduction & Birth 
-explain to children of the developmental age 
of 3 how babies are made (sexual 
intercourse)  

 

_6. Reproduction & Birth 
-explain to children of the developmental age 
of 3 how babies are made (assisted 
reproductive technology [i.e., sperm bank, 
IVF, surrogacy]) 
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Source Items Response options Notes 

_7. Reproduction & Birth 
-explain to children of the developmental age 
of 6 how babies are made (sexual 
intercourse) 

 

_8. Reproduction & Birth 
-explain to children of the developmental age 
of 6 how babies are made (assisted 
reproductive technology [i.e., sperm bank, 
IVF, surrogacy]) 

 

_9. Reproduction & Birth 
-explain to children of the developmental age 
of 11 how babies are made (sexual 
intercourse) 

 

_10. Reproduction & Birth 
-explain to children of the developmental age 
of 11 how babies are made (assisted 
reproductive technology [i.e., sperm bank, 
IVF, surrogacy]) 

 

_11. Reproduction & Birth 
-explain how babies develop in a uterus 

 

_12. Reproduction & Birth  
-explain how babies are delivered (vaginal 
birth) 

 

_13. Reproduction & Birth 
-explain how babies are delivered (C-section) 

 

_14. Self-Touching 
-setting the boundary that masturbation/self-
touching of the genitals should only be done 
in private (males) 

 

_15. Self-touching 
-setting the boundary that masturbation/self-
touching of the genitals should only be done 
in private (females) 
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Source Items Response options Notes 

_16. Family Diversity:  
-including gay (male/male; female/female), 
heterosexual (male/female), trans, single 
parents, extended families, blended families, 
and adoption in discussions of family 

 

  

_17. Family Diversity:  
-including differently abled (e.g., blind, 
hearing, wheelchair) people in discussions of 
family 

 

_18. Family Diversity:  
-including different cultures/ethnicities, and 
belief systems in discussions of family 

 

_19. Gender:  
-provide access to a wide range of gender-
neutral toys 

 

_20. Gender:  
-encourage gender-neutral play 

 

_21. Gender: 
-address diversity of gender expression in 
children 

 

_22. Child Sexual Abuse Prevention:  
-explain the difference between public and 
private body parts 

 

_23. Child Sexual Abuse Prevention:  
-explain boundaries of who can help with 
private parts (i.e., parents, childcare workers 
who help with toilet, a doctor in the presence 
of parents)   

 

_24. Child Sexual Abuse Prevention:  
-explain to children that if an adult or older 
child does touch their private parts to tell a 
trusted adult (e.g., parent, teacher) 

 

_32. Other? Please specify: (text entry)  

_33. Other? Please specify: (text entry)  
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Source Items Response options Notes 

_34. Other? Please specify: (text entry)  

Please use the following text box to record your answer to the following question. 

Ninomiya 
(2010) - 
adapted by 
researchers 
for this 
project 

Q19. Do you have any areas of concern with 
regards to sexuality/sexual health 
information for children? 

Open-ended (text) response  

Questions to assess the following RSHCCCP Objective(s): 
• Objective 2 – To reflect and examine one's own attitudes and values on sexuality acquired during 

childhood. 

We are interested in your general feelings about sexuality/sexual health information children. For each of the 
following questions, please select the ONE response that best describes your opinion. 

Cohen et al. 
(2004) – 
adapted by 
researchers 
for this 
project 

Q21. Sexuality/sexual health information for 
children should be provided in child care. 

a) Strongly agree 
b) Agree 
c) Not sure/neutral 
d) Disagree 
e) Strongly disagree 
f) I choose not to answer 

 

Q22. The child care and parent(s) should 
share responsibility for providing children 
with sexuality/sexual health information. 

a) Strongly agree 
b) Agree 
c) Not sure/neutral 
d) Disagree 
e) Strongly disagree 
f) I choose not to answer 

 

Q23. I feel that I have adequate training to 
address sexuality/sexual health information. 

a) Strongly agree 
b) Agree 
c) Not sure/neutral 
d) Disagree 
e) Strongly disagree 
f) I choose not to answer 

 

Q24. Sexuality/sexual health information that 
is appropriate for child’s age and 
developmental level should start in: 

a) Preschool 
b) Grades K-3 
c) Grade 4-5 
d) There should be no 

sexuality/sexual health 
information provided outside of 
home. 

e) I choose not to answer 
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Source Items Response options Notes 

Q26. Overall, please rate the quality of the 
sexuality/sexual health information that 
children receive in your child care. 

a) Very good 
b) Good 
c) Fair 
d) Poor 
e) Don’t know 
f) There is no sexuality/sexual 

health information in my child 
care centre 

g) I choose not to answer 

 

 

Questions to assess the following RSHCCCP Objective(s): 
• Objective 5 – To increase openness to address the development of sexuality/gender in childhood. 

Please select how each of the following factors affects your willingness to address childhood sexuality right now. 

Cohen et al. 
(2004) 

Q27_1. Amount of training I have received 
about sexual development of children 

a) Makes me more willing 
b) Has no effect 
c) Makes me less willing 
d) I choose not to answer 

 

Q27_2. My level of knowledge  

Q27_3. Resources available  

Q27_4.Level of support from childcare/board 
administration 

 

Q27_5. Community attitudes  

Q27_6. Anticipated negative reactions from 
parents 

 

Q27_14. Anticipated positive reactions from 
parents  

 

Q27_7. Comfort level & reactions of children  

Q27_8.Answering child(ren)’s questions   

Q27_9. Mixed sex/gender groups   

Q27_10. Single sex/gender groups   

Q27_11. Topics that conflict with my 
personal beliefs 

 

Q27_12. My personal comfort talking about 
sexuality 
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Source Items Response options Notes 

Q27_13. Other, please specify:  

Q29. Please feel free to expand on any of the 
above in the space provided.  

Open-ended (text) response  

Questions to assess the following RSHCCCP Objective(s): 
• Objective 6 – To increase awareness/knowledge of benefits of a sexual health policy. 

Researcher-
created 

Does your child care centre have a sexual 
health policy in place? 

a) If yes, please describe the policy.  

a) Yes 
b) No 
c) I don’t know 
d) I choose not to answer 
 
If yes – Open-ended (text) response 

 

 What are the benefits of having a sexual 
health policy?  

Open-ended (text) response  

What are the drawbacks of having a sexual 
health policy?  

Open-ended (text) response  

How is/would your practice be impacted by 
having a sexual health policy?  

Open-ended (text) response  

Questions to assess the following RSHCCCP Objective(s): 
• Objective 7 – To promote workshops to other related service providers (both internal and external). 

Researcher-
created 

How likely is it that you would recommend 
this workshop to a colleague? 

a) Very likely 
b) Somewhat likely 
c) Neutral 
d) Somewhat unlikely 
e) Very unlikely 
f) I choose not to answer 

 

Q42. Please explain why you rated this 
workshop as being “answer from Q7.1” to 
recommend it to a colleague. 

Open-ended (text) response  

Demographic Questions: 

It is important that we know some of the characteristics of the people who complete this questionnaire. Please 
provide the following information about yourself by selecting the appropriate answers. 
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Source Items Response options Notes 

Researcher-
created 

In what child care role do you work: a) Home-based child care provider 
(RECE) 

b) Home-based child care provider 
(non-RECE) 

c) Child care centre staff (RECE) 
d) Child care centre staff (non-

RECE) 
e) RECE in a full day kindergarten 

classroom 
f) Supervisor/Director 
g) Other child care staff role, 

please specify: 

 

Cohen et al. 
(2004) – 
adapted by 
researchers 
for this 
project 

We recognize that gender lies on a 
continuum and is not exclusively a binary 
reality.  Rather than compiling a long list of 
options that capture a gender continuum, we 
have provided a space to express your 
identity in your own words, if need be. 
 
What is your gender? 
 

a) Male 
b) Female 
c) You don’t have an option that 

applies to me. I identify as 
(please specify): 

d) I choose not to answer 
 
 
 

 

 We recognize that ethnicity has race, nation, 
and cultural dimensions. We have provided a 
short list of options and space to express 
your identity in your own words, if need be.  
 
What is your race/ethnicity? 
 

a) Arab (e.g., Saudi, Egyptian, 
etc.) 

b) Black (e.g., Caribbean, 
African, African American, 
etc.) 

c) East Asian (Chinese, Korean, 
Japanese, Cambodian, 
Indonesian, Filipino, 
Vietnamese, etc.) 

d) Indigenous (e.g., Inuit, Métis, 
First Nations, North American 
Indian, etc.) 

e) South American (e.g., 
Brazilian, Chilean, etc.) 

f) South Asian (e.g., Indian, 
Pakistani, Sri Lankan, etc.) 

g) White (e.g., British, French, 
Italian, Australian, Canadian, 
etc.) 
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Source Items Response options Notes 

h) You don’t have an option 
that applies to me. I identify 
as (please specify): 

i) I choose not to answer 

We recognize that values may stem from 
religious affiliations. We have provided a 
short list of options and space to express 
your religion in your own words, if need be.  
 
What is your religion? 
 

a) Atheist 
b) Buddhist 
c) Christian 
d) Hindu 
e) Jewish 
f) Muslim 
g) You don’t have an option 

that applies to me. I 
identify as (please 
specify): 

h) I choose not to answer 

 

What is your current age? Numeric response options (from 18-
70) provided for selection  

 

What are the age(s) of the children you 
currently work with? Please select all that 
apply. 

a) Infant 
b) Preschool 
c) JK/SK 
d) School age 

 

How many years have you been working in 
child care? 

Numeric response options (from 0-
50) provided for selection  

 

Researcher-
created 

Q27. If you have any additional comments or 
feedback that you would like to share that 
you do not feel have been captured in the 
previous survey questions, please type them 
below. 

Open-ended (text) response  

Researcher-
created 

Q41. Are you willing to be contacted to 
complete the second survey (in 
approximately 2 weeks)? You have the option 
of receiving the second survey either through 
email, OR, in hard copy. You will also receive 
an electronic gift card for your participation 
in the second survey ($15 for survey 1, and 
$20 for survey 2).   
 

a) Yes 
b) No 
 
If yes – Open-ended (text) response 
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Source Items Response options Notes 

If yes, please provide the email address or 
mailing address at which you would like to 
receive the invitations. 

Thank you very much for taking the time to complete our questionnaire. If you have any questions about the 
research, please contact:  
Alice Balter (University of Guelph-Humber) via email at alice.balter@guelphhumber.ca  or  
Tricia van Rhijn (University of Guelph)  via email at tvanrhij@uoguelph.ca  
 
Once you click the red next button ( >> )  below you will submit your completed survey and be directed to a 
separate survey to provide the details needed to receive your honorarium for participating in this survey ($15 for 
survey 1, and $20 for survey 2).  

Honorarium survey details (separate survey): 

Researcher-
created 

In order to receive the electronic gift card for 
this survey ($15 for survey 1, and $20 for 
survey 2), you will be asked to provide your 
email address for the transfer.  
 
The email address you enter here is collected 
in a separate data file from the larger survey 
and will only be used for the purposes of 
making the honorarium payment. 
 
Do you wish to receive the honorarium 
payment for this survey?  

a) Yes 
b) No 

 

If YES: 
 

  

Please enter your full name and the email 
address where you wish to receive the 
electronic gift card.  

Full name:  
Email address: 
 
*Open-ended (text) response 
options provided for each 
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Source Items Response options Notes 

If NO (and YES after previous question): 
Thank you for your participation in this 
survey. We appreciate your time and effort! 
 
If you have any questions about this 
research, please contact either Alice Balter at 
alice.balter@guelphhumber.ca  or Tricia van 
Rhijn at tvanrhij@uoguelph.ca   
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Appendix F - Informed Consent Information – Hard Copy  
 

 

 
You are invited to participate in a research study titled, “A community-engaged outcome 
evaluation of Toronto Public Health's Raising Sexually Healthy Children for Child Care 
Providers workshop.” This study has been reviewed and approved by the University of Guelph 
Research Ethics Board (REB #16JL029) and the Toronto Public Health Research Ethics Board 
(REB #2016-15). This research is being conducted by the researchers listed below and contact 
information is provided should you have any questions or concerns about the research. 
 
Principal Investigators:  
Dr. Tricia van Rhijn, Assistant Professor, Family Relations and Applied Nutrition (FRAN), 
University of Guelph, 519-824-4120 ext. 52412 or tricia.vanrhijn@uoguelph.ca 
 

Alice-Simone Balter, Faculty, Early Childhood Studies, University of Guelph-Humber, 416-889-
3854 or alice.balter@guelphhumber.ca 
 

Co- Investigators: 
Irene Kassies, Promoter of Sexual Health, Toronto Public Health  
Jennifer Katz, Promoter of Sexual Health, Toronto Public Health  
Mary Gleason, Manager, Sexual Health Program, Toronto Public Health  
Malca Gaffe, Promoter of Sexual Health, Toronto Public Health  
Tracey Methven, Promoter of Sexual Health, Toronto Public Health  
 
Student Investigator:  
Deborah Gores, Masters Student, FRAN, University of Guelph  
 
PURPOSE OF THE STUDY 
The purpose of this study is to assess the impact of Toronto Public Health’s Raising Sexually 
Healthy Children for Child Care Providers (RSHCCCP) workshop targeting Early Childhood 
Educator’s (ECEs) and other childcare service providers. 
 
PROCEDURES 
This study is using a pre/post format in that we will ask you to participate at two points of 
time. If you choose to participate in this research project, you will be asked to complete a 
series of two surveys over a period of 2-weeks (1 prior to the workshop, and 2 weeks after 
the workshop). Each survey will take approximately 30 minutes to complete. Included with 
this consent information is a questionnaire for you to complete regarding your attitudes, 
knowledge and comfort about addressing common issues around the development of 
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sexuality in childhood. Should you choose to participate, you will complete the questionnaire 
and return it to the investigators from Toronto Public Heath in the sealed envelope provided. 
If you complete the first survey, and would like to participate in the second survey, you will 
have the option of receiving the second survey either through email, or in hard copy through 
providing your mailing address. We will contact you when it is time to complete the second 
survey, and will send out 2 emails reminding you to complete it if you haven’t already done 
so. 
 
POTENTIAL RISKS AND BENEFITS  
There are no identified risks as a result of participation in this study; however, when completing 
the survey, some of the questions deal with sensitive topics and personal feelings and you could 
feel some discomfort when answering them. We believe you will find the experience beneficial 
in terms of sharing your attitudes, knowledge, and comfort around sexual development and 
education within the Canadian context and contributing to research that can guide training and 
curriculum development for ECEs in Canada.  
 
REMUNERATION INFORMATION 
As a thank you for your time, you will receive up to $35 for your participation in the study: $15 
for the first survey, and $20 for the second. Arrangements for delivery of the Amazon 
electronic gift card via electronic transfer of funds will be made by email within one week of 
survey completion. You will only need to provide us with the email address to which you 
would like the electronic gift card to be sent. You will incur no fees for either of these options. 
Records of the electronic gift card will be downloaded and provided to Financial Services. 
 
CONFIDENTIALITY 
Your responses will be coded and anonymized following the end of the 2-week period so that 
no identifying information will remain with your responses. Every effort will be made to ensure 
confidentiality of any identifying information that is obtained in connection with this study. 
Each participant will be assigned a numeric code. The master list of participants names and 
their assigned code will be maintained by the principal investigator and will be secured in a 
locked filing cabinet in her private office. The codes will be used to connect the data from the 
pre- and post-questionnaires. The master list will be destroyed following completion of data 
collection, and only numeric codes will link the pre- and post-data. Only the principal researcher 
will have access to this list and it will be destroyed immediately following the close of the 
second and final survey. While verbatim quotations may be used for any reports, presentations 
or articles based on this data, any potentially identifying information will be removed from the 
quotation to ensure confidentiality; however, it is possible that some participants could be 
identified by their comments (i.e., unique ways of expressing themselves, or unique opinions). 
Identifying information will be removed from data collected during this study, and the de-
identified data will be stored in a locked cabinet in a private office and/or a password-protected 
computer with full disk encryption, only available to the research team.  
PARTICIPATION AND WITHDRAWAL 
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You can choose whether to be in this study or not. Your decision to participate or not 
participate in this study will not impact your relationship with Toronto Public Health, the 
University of Guelph, or the University of Guelph-Humber. If you volunteer to be in this study, 
you may withdraw at any time without consequences of any kind. You may exercise the option 
of removing your data from the study. If you wish to withdraw your data, please contact the 
principal investigator. You may also refuse to answer any questions you don’t want to answer 
and still remain in the study. You may exercise the option of removing your data from the 
study up until the close of the second survey as this is the point at which the master list will be 
destroyed and, after which, your data will not be able to be identified within the data set. You 
may still receive the electronic gift card for the survey even if you choose to withdraw by 
emailing the following information to the principal investigator: 1) Your full name and email 
address to which the electronic gift card would be sent. 
  
A report on the aggregate findings of this research will be available, and will be made available 
from the research team. If you would like a copy of this report sent directly to you, please 
contact the principal researcher by email to request this. 
 
RIGHTS OF RESEARCH PARTICIPANTS 
You may withdraw your consent at any time and discontinue participation without penalty. You 
do not waive any legal rights by agreeing to take part in this study. This project has been 
reviewed by the University of Guelph and Toronto Public Health Research Ethics Boards for 
compliance with federal guidelines for research involving human participants. If you have any 
questions regarding your rights and welfare as a research participant in this study (REB 
#16JL029 and REB#2016-15), please contact:   
• Director, Research Ethics, University of Guelph; 519-824-4120, ext. 56606; 

sauld@uoguelph.ca  
• Karen Wade, Research Coordinator, Toronto Public Health; 416-338-0912; 

kwade@toronto.ca  
 

Do you consent to participate in this study? If yes, please print your name and sign below:  
 
� Yes  
  
 Print name:             
  
 Signature:             

 
� No 
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Appendix G - Time 2 Survey Invitation Email – Online Version  

 
 

Subject line: Raising Sexually Healthy Children for Child Care Providers – survey #2 invitation  
 
Dear ECEs and Childcare Service Providers, 
Thank you for your participation in the first survey for the research project exploring outcomes 
related to your participation in Toronto Public Health’s “Raising Sexually Healthy Children for 
Child Care Providers” workshop.  
The second survey is now available and you may complete it at your convenience. The 
honorarium for this survey is $20. The survey will remain open for 2 weeks. It will take 
approximately 30 minutes to complete. The survey url can be accessed by clicking on the 
following link: add url here  
 
As you may recall from the first survey, this research is being conducted by Alice-Simone Balter 
at the University of Guelph-Humber, Dr. Tricia van Rhijn and Deborah Gores at the University of 
Guelph, and Irene Kassies, Jennifer Katz, and Mary Gleason at Toronto Public Health. This study 
has been reviewed and approved by the University of Guelph Research Ethics Board (REB 
#16JL029) and the Toronto Public Health Research Ethics Board (REB #2016-15). If you have any 
questions or concerns, please contact either of the researchers (contact information follows): 
• Alice-Simone Balter – 416-889-3854 or alice.balter@guelphhumber.ca   
• Dr. Tricia van Rhijn – 519-824-4120 ext. 52412 or tvanrhij@uoguelph.ca   
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Appendix H - Informed Consent Information – Online Version  
 
 

 
You are invited to participate in a research study titled, “A community-engaged outcome 
evaluation of Toronto Public Health's Raising Sexually Healthy Children for Child Care 
Providers workshop.” This study has been reviewed and approved by the University of Guelph 
Research Ethics Board (REB #16JL029) and the Toronto Public Health Research Ethics Board 
(REB #2016-15). This research is being conducted by the researchers listed below and contact 
information is provided should you have any questions or concerns about the research. 
 
Principal Investigators:  
Dr. Tricia van Rhijn, Assistant Professor, Family Relations and Applied Nutrition (FRAN), 
University of Guelph, 519-824-4120 ext. 52412 or tvanrhij@uoguelph.ca 
 

Alice-Simone Balter, Faculty, Early Childhood Studies, University of Guelph-Humber, 416-889-
3854 or alice.balter@guelphhumber.ca 
 

Co- Investigators: 
Irene Kassies, Promoter of Sexual Health, Toronto Public Health  
Jennifer Katz, Promoter of Sexual Health, Toronto Public Health  
Mary Gleason, Manager, Sexual Health Program, Toronto Public Health  
Malca Gaffe, Promoter of Sexual Health, Toronto Public Health  
Tracey Methven, Promoter of Sexual Health, Toronto Public Health  
 
Student Investigator:  
Deborah Gores, Masters Student, FRAN, University of Guelph  
 
PURPOSE OF THE STUDY 
The purpose of this study is to assess the impact of Toronto Public Health’s Raising Sexually 
Healthy Children for Child Care Providers (RSHCCCP) workshop targeting Early Childhood 
Educator’s (ECEs) and other childcare service providers. 
 
PROCEDURES 
This study is using a pre/post format in that we will ask you to participate once prior to the 
RSHCCCP workshop, and at 2-weeks following the workshop. If you choose to participate in this 
research project, you will be asked to complete a series of two surveys over a period of 2-weeks 
(prior to the start of the intervention; and, 2 weeks after the intervention). Each survey will take 
approximately 30 minutes to complete. You can complete this survey at your convenience; your 
responses are automatically saved and you can return to the survey using the original link to 
complete the survey over one or more sittings. You will receive invitations to complete the 
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survey by email. If you complete the first survey, we will contact you when it is time to 
complete the second survey, and will send out 2 emails reminding you to complete them if you 
haven’t already done so. 
 
POTENTIAL RISKS AND BENEFITS  
There are no identified risks as a result of participation in this study; however, when completing 
the survey, some of the questions deal with sensitive topics and personal feelings and you could 
feel some discomfort when answering them. We believe you will find the experience beneficial 
in terms of sharing your attitudes, knowledge, and comfort around sexual development and 
education within the Canadian context and contributing to research that can guide training and 
curriculum development for ECEs in Canada.  
 
REMUNERATION INFORMATION 
As a thank you for your time, you will receive up to $35 for your participation in the study: $15 
for the first survey, and $20 for the second Arrangements for delivery via electronic transfer of 
Amazon electronic gift cards will be made by email within one week of survey completion. You 
will only need to provide us with the email address to which you would like the electronic gift 
card to be sent. You will incur no fees. Records of the electronic gift cards will be downloaded 
and provided to Financial Services. 
 
CONFIDENTIALITY 
Your responses will be coded and anonymized following the end of the 2-week period so that 
no identifying information will remain with your responses. The survey data will be secure and 
collected and stored on a password-protected, encrypted website (Qualtrics.com). Qualtrics 
uses the same encryption type (SSL) that online banking sites use to transmit secure 
information and IP addresses will not be collected. Please note that confidentiality cannot be 
guaranteed while data are in transit over the internet. While the study is in progress, a master 
list will be used in order to match up your data for the two surveys. Only the principal 
researcher will have access to this list and it will be destroyed immediately following the close 
of the second and final survey. While verbatim quotations may be used for any reports, 
presentations or articles based on this data, any potentially identifying information will be 
removed from the quotation to ensure confidentiality; however, it is possible that some 
participants could be identified by their comments (i.e., unique ways of expressing themselves, 
or unique opinions). Identifying information will be removed from data collected during this 
study, and the de-identified data will be stored in a locked cabinet in a private office and/or a 
password-protected computer with full disk encryption, only available to the research team.   
 
PARTICIPATION AND WITHDRAWAL 
You can choose whether to be in this study or not. Your decision to participate or not 
participate in this study will not impact your relationship with Toronto Public Health, the 
University of Guelph, or the University of Guelph-Humber. If you decide to participate in this 
study (by clicking the ‘Yes’ button below and answering the questions). Proceeding to the 
survey implies consent to participate in this study. You may withdraw at any time without 
consequences of any kind. Prior to submitting your completed survey, you may withdraw from 
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the study by stopping filling out the questions and closing your web browser. If you wish to 
withdraw from the study after completing any of the surveys, you may exercise the option of 
removing your data from the study by contacting the principal investigator with your request. 
You may exercise the option of removing your data from the study up until the close of the 
second survey as this is the point at which the master list will be destroyed and, after which, 
your data will not be able to be identified within the data set. 
 
You may still receive the electronic gift card for the survey even if you choose to withdraw by 
emailing the following information to the principal investigator: 1) Your full name and email 
address to which the electronic gift card would be sent. 
 
Throughout the survey, you may also refuse to answer any questions you don’t want to answer 
(either by skipping that question or by selecting the ‘I choose not to answer’ option) and still 
remain in the study.  We encourage you to keep a copy of this consent information for your 
records. For a printable copy of this consent information, please click here: print button 
 
A report on the aggregate findings of this research will be available and will be made available 
from the Toronto Public Health investigators. If you would like a copy of this report sent directly 
to you, please contact the principal researcher by email to request this. 
 
RIGHTS OF RESEARCH PARTICIPANTS 
You may withdraw your consent at any time and discontinue participation without penalty. You 
do not waive any legal rights by agreeing to take part in this study. This project has been 
reviewed by the University of Guelph and Toronto Public Health Research Ethics Boards for 
compliance with federal guidelines for research involving human participants. If you have any 
questions regarding your rights and welfare as a research participant in this study (REB 
#16JL029 and REB#2016-15), please contact:   
• Director, Research Ethics, University of Guelph; 519-824-4120, ext. 56606; 

sauld@uoguelph.ca  
• Karen Wade, Research Coordinator, Toronto Public Health; 416-338-0912; 

kwade@toronto.ca  
 

 


