
 1Håkansson M, et al. BMJ Public Health 2024;2:e001667. doi:10.1136/bmjph-2024-001667

Experiences of school health 
professionals in implementing 
structured assessments of sexual health 
and experiences of violence among 
youth in Sweden using the SEXual 
health Identification Tool (SEXIT): a 
qualitative sequential study

Miranda Håkansson    , Sanny Söderström, Marlene Makenzius    

Original research

To cite: Håkansson M, 
Söderström S, Makenzius M. 
Experiences of school health 
professionals in implementing 
structured assessments of 
sexual health and experiences 
of violence among youth in 
Sweden using the SEXual 
health Identification Tool 
(SEXIT): a qualitative sequential 
study. BMJ Public Health 
2024;2:e001667. doi:10.1136/
bmjph-2024-001667

 ► Additional supplemental 
material is published online only. 
To view, please visit the journal 
online (https:// doi. org/ 10. 1136/ 
bmjph- 2024- 001667).

Received 27 June 2024
Accepted 5 November 2024

Department of Health Sciences, 
Mid Sweden University, 
Östersund, Sweden

Correspondence to
Dr Miranda Håkansson;  
 miranda. hakansson@ miun. se

© Author(s) (or their 
employer(s)) 2024. Re- use 
permitted under CC BY. 
Published by BMJ.

ABSTRACT
Introduction Poor sexual and reproductive health 
(SRH) is a global public health concern, particularly 
among adolescents. While school health services (SHS) 
play a crucial role in preventative care, professionals 
are inconsistent in addressing SRH issues. This study 
explored school health professionals’ (SHPs) experiences 
of an implementation of structured assessments of 
sexual health and experiences of violence among youth 
in Sweden using the SEXual health Identification Tool 
(SEXIT).
Methods A qualitative sequential study was conducted 
from October 2023 to January 2024 to explore the 
experiences of 57 SHPs trained in the SEXIT method. 
Data collection included a questionnaire with open- ended 
questions, group discussions and individual interviews, 
analysed using qualitative content analysis.
Results Addressing sexual risk taking and violence 
was considered a priority to help youths make 
informed SRH choices. SEXIT aided SHPs in acting 
as educators to promote SRH and freedom from 
violence, normalised conversations about sensitive 
topics, facilitated the identification of students needing 
support, and could be integrated as a routine part 
of preventive work within SHS. However, hindering 
factors for effective implementation included a lack of 
supportive leadership and a unified approach among 
involved organisations to clarify roles, responsibilities 
and referral pathways. Furthermore, it is essential to 
further adapt SEXIT and train SHPs to meet the specific 
needs of vulnerable youths and perpetrators, ensuring 
equitable support.
Conclusions SEXIT offers unique opportunities for SHPs 
to discuss SRH and violence with school youths, a priority 
part of their preventive work; however, it is not routinely 
used, underscoring the need for supportive leadership and 
a unified approach among organisations.

INTRODUCTION
Poor sexual and reproductive health (SRH) 
is a global public health issue, particularly 
for adolescents aged 10–19.1 Adolescence is 
critical for establishing healthy sexual and 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ The SEXual health Identification Tool (SEXIT) is an 
assessment tool designed to identify youth with 
experiences of sexual risk taking and violence, 
developed for use in youth- friendly clinics. The im-
plementation of SEXIT within school health services 
(SHS) in Sweden has just begun (2021–2024) and 
has not yet been evaluated.

WHAT THIS STUDY ADDS
 ⇒ The findings demonstrate that SEXIT is an asset 
within SHS and can be routinely integrated as part 
of preventive work, as it provides a platform for ed-
ucating and discussing sensitive topics, which is a 
priority for school health professionals. However, 
vulnerable groups and perpetrators of violence re-
quire further attention. For effective and equitable 
implementation, SEXIT needs supportive leadership 
and a unified approach among organisations to clar-
ify roles, responsibilities and referral pathways.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ Further research is needed in the use of SEXIT 
with youth who have limited understanding of the 
Swedish language and/or intellectual disabilities, as 
well as with those who are perpetrators of violence. 
The study highlights the need for tailored interven-
tions and policies to ensure equity in support for all 
youths, providing valuable insights for the continued 
implementation of SEXIT within SHS.
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reproductive behaviours and addressing harmful issues 
such as inequitable gender norms and gender- based 
violence.2 Violence includes intimate partner violence 
(IPV) and non- partner violence, which can be physical, 
psychological or sexual.3 One in three women world-
wide will experience IPV or non- partner sexual violence 
in their lifetime, leading to poorer physical and mental 
health outcomes.3 A Swedish study found that 60% of 
respondents aged 15–19 had experienced some form of 
IPV.4

Sexual risk behaviour, defined as unprotected sexual 
intercourse, increases the risk of adverse health outcomes 
such as unwanted pregnancy and sexually transmitted 
infections (STIs).5 Factors associated with sexual risk 
taking include substance use,6 early sexual initiation,7 
multiple sexual partners8 and limited ability to negotiate 
safer sex.9 There is a strong association between sexual 
risk taking, poor SRH and exposure to multiple forms 
of violence, and lesbian, gay, bisexual and transgender 
youths being particularly at risk.10

In Sweden, SRH promotion for youth is carried out 
through schools and youth- friendly clinics. All schools 
must have school health services (SHS) covering medical, 
psychological and social well- being needs.11 SHS are 
required to offer regular preventive health assessments 
for students, which can include SRH, but standardised 
protocols are lacking.11

Young people often hesitate to discuss SRH with 
professionals and rarely disclose experiences of sexual 
violence.12 Healthcare providers also infrequently and 
inconsistently address SRH topics with young people.13 A 
recent study in Sweden demonstrated that the systematic 
use of the SEXual health Identification Tool (SEXIT), 
an assessment tool to identify youth with experiences 
of sexual risk taking and violence, facilitated important 
conversations about SRH in youth clinics.14 SEXIT is 
increasingly being used within SHS,15 though its use and 
feasibility in this context have not yet been evaluated.

Aim
The aim of this study was to explore school health profes-
sionals’ (SHPs) experiences of implementing structured 
assessments of sexual health and experiences of violence 
among youth in Sweden using SEXIT.

METHODS
Study design
This study had a qualitative sequential design16 based on 
a qualitative questionnaire with open- ended questions, 
group discussions and individual interviews, to explore 
the experiences of SHPs trained in the SEXIT method in 
one county in Sweden (figure 1). The study was planned 
and reported according to the Consolidated Criteria for 
Reporting Qualitative Research Checklist.17

The SEXual health Identification Tool
The SEXIT package includes staff training, a question-
naire and a guidance handbook to support conversations 

and risk assessments. SEXIT 3.0 is a 22- item question-
naire covering various topics, such as age, gender iden-
tity, sexual orientation, living situation, substance use, 
experiences of violence, sexual initiation, sexual part-
ners, use of contraception and STI protection, previous 
STIs, unintended pregnancy, transactional sex, unwanted 
sexual experiences and sexual coercion.15

Study population and setting
The informants were SHPs working in a Swedish county 
with a population of about 130 000, characterised by a 
diverse demographic and socioeconomic composition, 
with one- third of the population living in rural areas. 
Approximately 9000 students aged 13–19 are enrolled 
in grades 7–12 of lower and upper secondary schools. 
The implementation of SEXIT in the county is ongoing 
(2021–2024), aiming to train all SHPs. Participating 
professions included registered nurses, midwives, coun-
sellors, social workers, psychologists and general practi-
tioners, all trained in SEXIT, with varying levels of expe-
rience (0–2 years). Inclusion criteria consisted of SHPs 
who were trained in SEXIT and currently working within 
SHS in the county, while those who had not yet been 
trained were excluded.

Questionnaire and interview topic guide
The qualitative questionnaire included five open- ended 
questions addressing the value of SEXIT interviews, 
potential outcomes, challenges, reasons for not yet initi-
ating SEXIT assessments and perceptions of youths’ atti-
tudes towards SEXIT (online supplemental file 1). The 
group discussions covered the same topics. The topic 
guide used for the follow- up interviews (online supple-
mental file 2) was informed by the findings from the 
questionnaire and group discussions, aiming to further 
explore and gain deeper insights.17

Data collection
The data collection followed a qualitative sequential 
study design,16 as illustrated in figure 1. Steps I (a qual-
itative questionnaire survey) and II (group discussions) 
were conducted during a one- day workshop aimed at 
exchanging experiences related to the use of SEXIT 

Figure 1 The qualitative sequential study design with a 
three- step data collection.
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and its implementation in the county. The workshop 
was organised by the county’s public health department 
at a conference facility with a capacity of 60 people in 
October 2023. At the time of data collection, 160 SHPs 
met the inclusion criteria and were invited to partici-
pate in the workshop on a first- come, first- served basis. 
Sixty SHPs participated, and all participants received an 
information letter and consent form 2 weeks prior. Three 
out of the 60 participants declined to participate in the 
study due to scheduling conflicts during the day. After a 
30- minute briefing by the principal investigator (MM), 
the remaining 57 participants individually and anony-
mously completed the questionnaire (step I). Immedi-
ately afterward, they were split into smaller groups of 3–4 
participants for 60- minute group discussions (step II), 
during which their discussions were documented using 
an online tool (Padlet).

During the workshop, six study participants were volun-
tarily recruited for individual semistructured online 
interviews (step III). This included three school nurses 
and three school counsellors from different SHS, repre-
senting both urban and rural areas. The interviews were 
conducted online by MH in December 2023 and January 
2024, with SS acting as note- taker and using automatic 
transcription (Microsoft Teams). Each interview lasted 
30–45 min, scheduled at a time chosen by the participant 
and conducted in a private setting.

Data analysis
Qualitative content analysis was conducted according 
to Graneheim and Lundman.18 An inductive approach 
was taken to explore the SHPs’ experiences of using 
SEXIT, allowing for the discovery of new concepts.19 The 
data from steps I and II were read repeatedly to extract 
meaning units, which were then condensed and labelled 
with codes. MH and SS coded the data concurrently and 
separately to ensure accuracy. The codes were compared, 
grouped into subcategories, and then into categories 
through reflection and discussion among MH, SS and 
MM. Following the analysis and comparison of the two 
data sources, it became evident that the insights from 
the group discussions (step II) aligned with the results of 
the questionnaire (step I), with no new codes emerging, 
suggesting that saturation had been reached.20

The data from step III were analysed using a deductive 
approach as the focus shifted to verifying and deepening 
the understanding of the previous findings.19 The data 
were coded and grouped according to the subcategories 
identified in steps I and II by MH, and this process was 
verified by MM. The predetermined subcategories were 
well represented in the data collected from the individual 
interviews (step III), suggesting saturation.20 Finally, 
two themes emerged through latent content analysis, 
unifying the content within the categories.18 Four infor-
mants validated the results. The analysis was conducted 
in Swedish, and the main findings, along with illustrative 
quotes, were translated into English.

Patient and public involvement
SEXIT was developed and tested in collaboration with 
youths.21

RESULTS
The analysis revealed 17 subcategories, eight catego-
ries and two themes—SEXIT aids providers in acting as 
educators promoting sexual health and freedom from 
violence, while a lack of supportive leadership and a 
unified approach hinders effective implementation 
(table 1).

SEXIT aids providers in acting as educators promoting sexual 
health and freedom from violence
SEXIT promoted education on SRH and violence 
(table 1), requiring SHPs to explain terms such as 
“sexual orientation” and various forms of violence. It 
also provided a platform for discussing sensitive topics, 
helping informants establish trustful relationships with 
youth, which is essential for identifying those in need of 
support.

Many youths struggle to understand the questions in the 
SEXIT questionnaire, few are aware of the different con-
cepts and definitions and do not know if they have been 
victims of violence or not. Hopefully, their tick in the “I 
don’t know”—box becomes an “aha” moment for them 
that leads to self- reflection and continued conversations 
about what violence actually is. (informant 37)

Reduces stigma
The detailed descriptions in SEXIT helped explain terms 
and normalise conversations about sensitive topics such 
as sexual initiation, unintended pregnancy, contracep-
tion, STIs and various forms of violence. This approach 
reduced the stigma associated with these topics among 
both students and professionals. Informants noted that 
the routine use of SEXIT ensured no student felt targeted 
by specific questions. SHS were described as safe spaces 
for youth to discuss personal concerns, facilitating the 
implementation of SEXIT. Although some youth seemed 
embarrassed, most took the conversations seriously and 
did not view them as a ‘big deal’. Participation in SEXIT 
assessments is voluntary but reportedly high.

I find it [SEXIT] most valuable with young men. In gener-
al, they struggle more to talk about these issues and often 
present with physical complaints to me as a doctor. (infor-
mant 4)

It [SEXIT] does not require much extra time during 
the regular health assessment, and it becomes a natural 
opportunity to bring up these topics with everyone, that 
way no one feels singled out. (informant 1)

I have rarely experienced that youth decline to answer all 
or even some questions. Some feel uncomfortable, but 
most of them do not seem to think that it is strange to be 
asked. (informant 37)
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Nuanced discussions on violence
SEXIT helped informants define ‘violence’ and broaden 
discussions about various forms of violence with youth. 
For younger students (12–13 years), conversations 
focused more on relationships with friends and family and 
experiences of violence, rather than SRH- related issues. 
The detailed questions about violence highlighted the 
normalisation of online bullying and sexualised violence. 
SEXIT also facilitated the identification of perpetra-
tors of violence, marking a shift from a previous focus 
solely on victimisation. Informants were surprised by the 
youth’s honesty and had identified not only victims but 
also perpetrators. However, there was uncertainty about 
where to refer young perpetrators and what support is 
available to them.

The SEXIT questions are phrased in a way I would not oth-
erwise phrase questions about violence myself. […] In my 
experience, the detailed questions make the issue of ex-
perience of violence more comprehensible to the youth. 
(informant 38)

Often good conversations around “dickpics”, “nudes”, etc. 
(informant 48)

Enables the perspective of the perpetrator, that it is possible 
to talk about it. (informant 33)

Identifies poor sexual health and risk-taking behaviour
SEXIT was described as a valuable tool for identifying risk 
factors and ongoing SRH issues, as well as exposure to 
violence. It was emphasised that SEXIT complemented 
the regular health assessments, which often lack specific 
inquiries in these areas. Additionally, it also helped iden-
tify underlying causes of problematic behaviour and 

absenteeism, enhancing the preventive work within SHS. 
The routine use of SEXIT improved the consistency and 
quality of health consultations, as all students were asked 
the same questions. Informants valued the questionnaire 
as a conversation starter, easing the pressure on youth to 
initiate discussions.

SEXIT often provides useful information—about previ-
ous/ongoing exposure to violence, risk- taking, alcohol/
drugs. It leads to a conversation about things that the youth 
perhaps did not present for, but that is of great importance 
to their health. (informant 56)

A helpful way to approach this area and introduce this 
conversation. A good complement to the regular health 
assessment questionnaire, where these questions are not 
asked so specifically. (informant 49)

Using SEXIT (along with the handbook), I find that it is 
easier for both the students to answer the questions and 
for me to ask them (compared to a “regular” consultation). 
(informant 13)

Facilitates providing youth with support
The use of SEXIT, along with its recurrent presence 
within the school and community- based youth health 
services, was perceived as enhancing relationship building 
between youths and professionals. By consistently being 
exposed to SEXIT, youth became aware of where to seek 
help when they had issues or questions, even if they 
were not ready to discuss them during their initial visit. 
Informants also noted that when more specific questions 
were asked, the responses tended to be more detailed, 
facilitating the compilation of clearer and more compre-
hensive reports and referrals.

Table 1 Overview of themes supported by categories and subcategories, illustrating SHPs’ experiences of the 
implementation of SEXIT

SEXIT aids providers in acting as educators promoting 
sexual health and freedom from violence

Lack of supportive leadership and a unified approach 
hinders effective implementation

Reduces stigma Lack of time and resources

 ► normalises conversations about sensitive topics
 ► provides an opportunity for education on sexual health and 
violence

 ► positive reception among the youth

 ► time- consuming or a time- saver?
 ► an additional burden

Nuanced discussions on violence Vulnerable groups need increased attention

 ► puts online violence in the spotlight
 ► identifies the perpetrator of violence

 ► language and cultural barriers
 ► youth with disabilities are disadvantaged

Identifies poor sexual health and risk- taking behaviour Need for clearer guidelines

 ► enables early identification of risk factors
 ► ensures consistency and quality in the preventative work

 ► uncertainties about roles and responsibilities
 ► lack of consensus regarding appropriate age for 
introduction

Facilitates providing youth with support Collaboration with external organisations required

 ► promotes relationship building
 ► creates a thorough basis for referrals

 ► efficient referral pathways need to be established
 ► collaboration between the schools and community services 
is crucial

SEXIT, SEXual health Identification Tool; SHP, school health professional.

B
M

J P
ublic H

ealth: first published as 10.1136/bm
jph-2024-001667 on 26 N

ovem
ber 2024. D

ow
nloaded from

 https://bm
jpublichealth.bm

j.com
 on 2 D

ecem
ber 2024 by guest. P

rotected by
 copyright.



Håkansson M, et al. BMJ Public Health 2024;2:e001667. doi:10.1136/bmjph-2024-001667 5

BMJ Public Health

The value lies in that it [SEXIT] becomes a screening of 
everyone […] to be asked multiple times, then maybe the 
third time the student “dares” to answer “yes” for example. 
If the students wish to talk further about any question, they 
know that “I can talk to the school nurse about these ques-
tions”—when they feel ready. (informant 57)

I find it [SEXIT] very valuable. We meet the students in 
their everyday life and our availability must be utilised. 
(informant 6)

Lack of supportive leadership and a unified approach hinders 
effective implementation
A successful full- scale implementation of SEXIT depends 
on supportive leadership and a unified approach from all 
organisations involved (table 1). This includes addressing 
key factors such as resource allocation, clear guidelines, 
increased attention on vulnerable groups and collabora-
tive efforts with external partners.

I have started using SEXIT, but the biggest challenges are 
time and to know what to do with the potential issues iden-
tified. It is important that this is clear before implementa-
tion. (informant 55)

Lack of time and resources
The lack of time and resources were the main issues 
hindering or slowing SEXIT implementation within some 
organisations. Informants who had not yet started using 
SEXIT viewed it as just another form to fill out. Some 
school health nurses hesitated to extend the already 
lengthy regular health assessment and were concerned 
about managing follow- up appointments without 
additional resources, such as protected time or more 
colleagues. Conversely, informants who had been using 
SEXIT for some time described it as a time saver, noting 
that the structured questionnaire facilitated the efficient 
and sensitive asking of difficult questions, helping them 
identify issues more quickly.

We are positive within the organisation to introducing 
SEXIT, but unfortunately are given no further resources 
to do the work. It just becomes an added burden on us. 
(informant 52)

Unfortunately, there is not enough time or resources to use 
SEXIT, even though it would be desirable, but the number 
of students per school nurse is too high. (informant 24)

SEXIT is an anticipated complement to the questionnaire 
we use at the regular health assessment in grade 7. It takes 
about 5- 20 minutes to complete depending on the student 
and is a good basis for conversation. It has been a valuable 
help to me. (informant 17)

It [the use of SEXIT] has led to deeper conversations and 
questions around topics that would have been harder to 
get to, or that had required more time to get to, without it. 
(informant 31)

Vulnerable groups need increased attention
Youth with limited understanding of the Swedish language 
and those with intellectual disabilities were identified as 

facing significant challenges in using SEXIT. Informants 
were concerned that language and cultural barriers could 
lead to misinterpretation and under- reporting of issues 
with some youth of immigrant background. Addition-
ally, most informants completely avoided using SEXIT 
with youth who had intellectual disabilities, assuming 
that the disability would hinder their full comprehension 
of the questions. The informants expressed a need for 
tailored interventions and adaptations, such as simpli-
fied language, culturally relevant content and alternative 
communication methods, to ensure all youth can access 
and benefit from SEXIT.

Consultations with students who do not speak Swedish take 
longer and sometimes I have felt uncertain whether these 
students could fully express what they wanted to say. (in-
formant 17)

It [SEXIT] can rarely be used with students with intellectual 
disabilities. (informant 30)

Need for clearer guidelines
The implementation process of SEXIT varied, with 
some workplaces initiating it at the management level 
and others at the individual staff level. Concerns were 
raised about inconsistencies in addressing SRH issues, 
with some colleagues hesitant to ask SEXIT questions. In 
some schools, nurses incorporated SEXIT in the regular 
health assessments, while in others, counsellors managed 
it. Some workplaces adopted a collaborative approach 
involving multiple professions. Opinions differed on 
which profession should use SEXIT, but most agreed that 
the key was having someone comfortable discussing these 
topics.

I still feel quite unsure on the [SEXIT] material […] there 
are still no clear guidelines regarding SEXIT within my or-
ganisation, I think that would make it easier. (informant 3)

It is still unclear which profession within the SHS that 
should use it [SEXIT], and when. (informant 1)

Early introduction of SEXIT was seen as beneficial for 
normalising discussions around SRH and violence, as well 
as equipping youth with preventive knowledge. Although 
younger students often required more explanation and 
rarely provided substantive responses, some viewed this 
as an opportunity to raise awareness and educate.

Many youths struggle to understand some of the concepts/
questions—but then we talk about them and explain. As I 
said, it seems like they are “too young” in grade 7 but also 
not, because it opens up for discussions. Someone who has 
been victimised is never too young to get the question and 
will often need to be asked multiple times before they dare 
to tell. So, a follow up in grade 9 might be good. (infor-
mant 18)

Collaboration with external organisations required
For successful SEXIT implementation and equitable 
support for youth, informants emphasised the need 
for strong collaboration between schools and external 
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organisations, such as the police, social services, youth 
clinics and psychiatry services. There was considerable 
uncertainty about where to report or refer cases, particu-
larly those involving young perpetrators of violence, which 
made some informants uncomfortable asking questions. 
The informants requested streamlined referral pathways 
to enable SHPs to confidently address and act on youth 
responses to SEXIT.

Clear information to the youth that they will be offered to 
fill out SEXIT throughout all of lower and upper second-
ary school, as well as at visits at youth psychiatry services 
and youth friendly health clinics, as a routine… would 
probably result in better outcomes. (informant 18)

I rarely have the solutions to the issues that might be 
identified but I can refer, which might lead to feelings of 
frustration and powerlessness. (informant 5)

DISCUSSION
SEXIT promoted educational opportunities that helped 
reduce stigma, normalise conversations about sensi-
tive topics, and identify students in need of support. 
However, supportive leadership and a unified approach 
are required for further implementation to clarify roles, 
responsibilities and referral pathways, as well as to ensure 
equitable SHS.

The systematic use of a questionnaire as basis for 
conversation with all youth was perceived as increasing 
the consistency and quality of the preventive work within 
SHS. Previous studies on routine assessments of sexual 
health, alcohol consumption and violence victimisa-
tion have also emphasised the importance of systematic 
approaches to assess health risks among youth.22 23 SHPs 
have a unique opportunity to educate and promote SRH 
to all youth due to their presence in students’ daily lives.24 
Implementing preventive measures, such as the routine 
use of SEXIT, provides an opportunity to reduce poor 
SRH at an early age. However, our findings suggest that 
without leadership support for these routines, providers’ 
personal beliefs, values and attitudes related to sexuality 
may affect how and with whom SRH questions are raised.

Previous research recommends intervening during 
early adolescence (around age 13), when romantic rela-
tionships begin to emerge and violent behaviours have 
not yet surfaced for most individuals.25 Some studies 
suggest starting even earlier to address predictors of 
dating violence, such as bullying and sexual harassment, 
which are common in this age group.26 27 Our findings 
indicate that routine use of SEXIT within SHS provides 
a natural opportunity to address SRH topics early, often 
before sexual initiation, helping to shape healthy sexual 
relationships throughout the lifespan. However, despite 
caregivers and adolescents recognising the importance 
of discussing SRH topics with healthcare providers, 
these discussions often do not occur during preventive 
health visits, resulting in missed critical opportunities for 
screening, education and guidance.22 28

Students with an immigrant background and/or intel-
lectual disabilities were described as doubly vulnerable, 
facing a higher risk of poor SRH outcomes and violence, 
while also being harder to detect and support. Youths 
from immigrant backgrounds encounter language and 
sociocultural barriers that may hinder their access to 
SRH services, often lacking knowledge about where to 
seek help.29 30 Those with intellectual disabilities tend to 
engage in unsafe sex more often than their peers and have 
significant unmet needs for SRH services.31 32 Tailored 
interventions and adaptations of SEXIT are essential to 
ensure that all youths can access the necessary services. 
Currently, SEXIT has been translated into several 
languages,15 but there appears to be limited awareness 
and use of these versions within SHS.

Methodological considerations
The study had limitations due to its restricted geograph-
ical area. However, several factors enhanced its trustwor-
thiness. Purposive sampling created a diverse sample in 
terms of age, occupation and work experience, thereby 
strengthening the credibility of the results.18 This diver-
sity was advantageous for exploring different perspec-
tives, although the impact of hierarchy on group discus-
sions could not be entirely excluded. The qualitative 
sequential study design was a significant asset, allowing 
for a comprehensive understanding and cross- checking 
of findings through methodological triangulation.16 33 
The group discussions (step II) enabled informants to 
share and clarify their experiences collectively, while the 
individual interviews (step III) confirmed the findings.17 
The short data collection period minimised the risk of 
external factors that could affect the outcome, enhancing 
dependability.18

To ensure transferability, the study context, informant 
characteristics, data collection and analysis processes were 
clearly described. Additionally, quotes were presented to 
illustrate the connection between the data and findings, 
further strengthening trustworthiness.18

Implications of results and future research
This study builds on previous research on the use of 
SEXIT within youth- friendly clinics14 by evaluating its 
application within SHS. The findings are valuable for 
policy development and for the continued implemen-
tation of SEXIT on a larger scale in various settings. 
SEXIT provides an opportunity to identify perpetrators 
of violence; however, referral pathways for these individ-
uals need to be established. Further research is required 
on the use of SEXIT among youth from immigrant back-
grounds and/or intellectual disabilities.

CONCLUSIONS
SEXIT has the potential to provide an equitable plat-
form for discussing sensitive topics such as sexual risk 
taking and violence, fostering a deeper connection 
between youths and professionals. However, SEXIT is 
not yet routinely used in all SHS, highlighting the need 
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for supportive leadership and a unified approach among 
organisations. Addressing sexual risk taking and violence 
through SEXIT is considered a priority to help youths 
make informed SRH choices, achieve healthy relation-
ships and attain freedom from violence.

Contributors The lead author of this manuscript was MH. The study was designed 
and planned by MM. Data from step I was concurrently and separately coded and 
categorised by MH and SS, with MH coding the data alone in step II. MH conducted 
the interviews, with SS serving as the note- taker. MH performed the data analysis 
in step III. All steps were supervised by MM, and the findings were refined through 
continuous discussions among all authors. All authors had access to the data 
and read, edited and approved of the final version of the manuscript. MH was the 
guarantor who accepts full responsibility for the finished work and the conduct of 
the study, had access to the data and controlled the decision to publish.

Funding This work was supported by the Swedish Gender Equality Agency 
(Jämställdhetsmyndigheten) grant number 2022/516.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved by 
The Swedish Ethical Review Authority (reg. no. 2023- 05473- 01). Participants gave 
informed consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement No data are available.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/ 
licenses/by/4.0/.

ORCID iDs
Miranda Håkansson http://orcid.org/0000-0002-9190-8756
Marlene Makenzius http://orcid.org/0000-0001-6014-6296

REFERENCES
 1 Starrs AM, Ezeh AC, Barker G, et al. Accelerate progress- sexual 

and reproductive health and rights for all: report of the Guttmacher- 
Lancet Commission. Lancet 2018;391:2642–92. 

 2 Patton GC, Sawyer SM, Santelli JS, et al. Our future: a Lancet 
commission on adolescent health and wellbeing. Lancet 
2016;387:2423–78. 

 3 World Health Organization. Violence against women prevalence 
estimates, 2018: global, regional and national prevalence estimates 
for intimate partner violence against women and global and regional 
prevalence estimates for non- partner sexual violence against 
women. Geneva: World Health Organization; 2021.

 4 Korkmaz S, Överlien C, Lagerlöf H. Youth intimate partner violence: 
prevalence, characteristics, associated factors and arenas of 
violence. Nord Soc Work Res 2022;12:536–51. 

 5 Senn T. Sexual risk behavior. In: Gellman MD, Turner JR, eds. 
Encyclopedia of Behavioral Medicine. New York, NY: Springer, 
2013: 1779–82.

 6 Strandberg A, Skoglund C, Gripenberg J, et al. Alcohol and illicit 
drug consumption and the association with risky sexual behaviour 

among Swedish youths visiting youth health clinics. Nord Stud 
Alcohol Drugs 2019;36:442–59. 

 7 Kastbom ÅA, Sydsjö G, Bladh M, et al. Sexual debut before the age 
of 14 leads to poorer psychosocial health and risky behaviour in later 
life. Acta Paediatr 2015;104:91–100. 

 8 Niccolai LM, Livingston KA, Laufer AS, et al. Behavioural sources of 
repeat Chlamydia trachomatis infections: importance of different sex 
partners. Sex Transm Infect 2011;87:248–53. 

 9 Zemlak JL, Bryant AP, Jeffers NK. Systematic Review of 
Contraceptive Use Among Sex Workers in North America. J Obstet 
Gynecol Neonatal Nurs 2020;49:537–48. 

 10 Hammarström S, Alehagen S, Kilander H. Violence and sexual risk 
taking reported by young people at Swedish youth clinics. Ups J 
Med Sci 2022;127:e7823. 

 11 The National Board of Health and Welfare (Socialstyrelsen). 
Guidance for school health services (Vägledning för elevhälsan). 
Stockholm The National Board of Health and Welfare 
(Socialstyrelsen); 2023. Available: https://kunskapsguiden.se/ 
omraden-och-teman/barn-och-unga/vagledning-for-elevhalsa 
[accessed 22 May 2024]

 12 Priebe G, Svedin CG. Child sexual abuse is largely hidden from the 
adult society. An epidemiological study of adolescents’ disclosures. 
Child Abuse Negl 2008;32:1095–108. 

 13 Hensel DJ, Herbenick D, Beckmeyer JJ, et al. Adolescents’ 
Discussion of Sexual and Reproductive Health Care Topics With 
Providers: Findings From a Nationally Representative Probability 
Sample of U.S. Adolescents. J Adolesc Health 2021;68:626–8. 

 14 Hammarström S, Lindroth M, Nilsen P, et al. Staff’s experiences of 
a pilot implementation of the SEXual health Identification Tool for 
assessing sexual ill health among visitors to Swedish youth clinics: A 
focus group study. Sex Reprod Healthc 2021;29:100643. 

 15  SRHR. se. SEXIT - conversations about sexual health and experience 
of violence (SEXIT – samtal om sexuell hälsa och erfarenhet av 
våld). Gothenburg  SRHR. se; 2024. Available: https://srhr.se/ 
kunskapspafyllning/sexit [accessed 22 May 2024]

 16 Morse JM. Simultaneous and Sequential Qualitative Mixed Method 
Designs. Qual Inq 2010;16:483–91. 

 17 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting 
qualitative research (COREQ): a 32- item checklist for interviews and 
focus groups. Int J Qual Health Care 2007;19:349–57. 

 18 Graneheim UH, Lundman B. Qualitative content analysis in 
nursing research: concepts, procedures and measures to achieve 
trustworthiness. Nurse Educ Today 2004;24:105–12. 

 19 Graneheim UH, Lindgren BM, Lundman B. Methodological 
challenges in qualitative content analysis: A discussion paper. Nurse 
Educ Today 2017;56:29–34. 

 20 Saunders B, Sim J, Kingstone T, et al. Saturation in qualitative 
research: exploring its conceptualization and operationalization. Qual 
Quant 2018;52:1893–907. 

 21 Hammarström S, Nilsen P, Lindroth M, et al. Identifying young 
people exposed to or at risk of sexual ill health: pilot implementation 
of an evidence- informed toolkit (SEXIT) at Swedish youth clinics. Eur 
J Contracept Reprod Health Care 2019;24:45–53. 

 22 Palm A, Danielsson I, Högberg U, et al. How do youth with 
experience of violence victimization and/or risk drinking perceive 
routine inquiry about violence and alcohol consumption in 
Swedish youth clinics? A qualitative study. Sex Reprod Healthc 
2017;13:51–7. 

 23 Wendt EK, Lidell EA- S, Westerståhl AKE, et al. Young women’s 
perceptions of being asked questions about sexuality and sexual 
abuse: a content analysis. Midwifery 2011;27:250–6. 

 24 Unis B, Nilsson J, Bjuresäter K. Sexual Health Promotion among 
Swedish Adolescents - Professionals’ Experiences. Int J Sex Health 
2021;33:410–25. 

 25 Foshee VA, Reyes HLM. Primary prevention of adolescent dating 
abuse perpetration: when to begin, whom to target, and how to do 
it. In: Whitaker DJ, Lutzker JR, eds. Preventing partner violence: 
Research and evidence- based intervention strategies. Washington, 
DC: American Psychological Association, 2009: 141–68.

 26 Pepler DJ, Craig WM, Connolly JA, et al. A developmental 
perspective on bullying. Aggress Behav 2006;32:376–84. 

 27 Orchowski LM, Oesterle DW, Zong ZY, et al. Implementing school- 
wide sexual assault prevention in middle schools: A qualitative 
analysis of school stakeholder perspectives. J Community Psychol 
2023;51:1314–34. 

 28 Sieving RE, McRee A- L, Mehus C, et al. Sexual and Reproductive 
Health Discussions During Preventive Visits. Pediatrics 
2021;148:e2020049411. 

 29 Meherali S, Louie- Poon S, Idrees S, et al. Understanding the sexual 
and reproductive health needs of immigrant adolescents in Canada: 
A qualitative study. Front Reprod Health 2022;4:940979. 

B
M

J P
ublic H

ealth: first published as 10.1136/bm
jph-2024-001667 on 26 N

ovem
ber 2024. D

ow
nloaded from

 https://bm
jpublichealth.bm

j.com
 on 2 D

ecem
ber 2024 by guest. P

rotected by
 copyright.

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-9190-8756
http://orcid.org/0000-0001-6014-6296
http://dx.doi.org/10.1016/S0140-6736(18)30293-9
http://dx.doi.org/10.1016/S0140-6736(16)00579-1
http://dx.doi.org/10.1080/2156857X.2020.1848908
http://dx.doi.org/10.1177/1455072519845970
http://dx.doi.org/10.1177/1455072519845970
http://dx.doi.org/10.1111/apa.12803
http://dx.doi.org/10.1136/sti.2010.045484
http://dx.doi.org/10.1016/j.jogn.2020.08.002
http://dx.doi.org/10.1016/j.jogn.2020.08.002
http://dx.doi.org/10.48101/ujms.v127.7823
http://dx.doi.org/10.48101/ujms.v127.7823
https://kunskapsguiden.se/omraden-och-teman/barn-och-unga/vagledning-for-elevhalsa
https://kunskapsguiden.se/omraden-och-teman/barn-och-unga/vagledning-for-elevhalsa
http://dx.doi.org/10.1016/j.chiabu.2008.04.001
http://dx.doi.org/10.1016/j.jadohealth.2020.06.037
http://dx.doi.org/10.1016/j.srhc.2021.100643
https://srhr.se/kunskapspafyllning/sexit
https://srhr.se/kunskapspafyllning/sexit
http://dx.doi.org/10.1177/1077800410364741
http://dx.doi.org/10.1093/intqhc/mzm042
http://dx.doi.org/10.1016/j.nedt.2003.10.001
http://dx.doi.org/10.1016/j.nedt.2017.06.002
http://dx.doi.org/10.1016/j.nedt.2017.06.002
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1007/s11135-017-0574-8
http://dx.doi.org/10.1080/13625187.2018.1564815
http://dx.doi.org/10.1080/13625187.2018.1564815
http://dx.doi.org/10.1016/j.srhc.2017.06.004
http://dx.doi.org/10.1016/j.midw.2009.06.008
http://dx.doi.org/10.1080/19317611.2021.1921893
http://dx.doi.org/10.1002/ab.20136
http://dx.doi.org/10.1002/jcop.22974
http://dx.doi.org/10.1542/peds.2020-049411
http://dx.doi.org/10.3389/frph.2022.940979


8 Håkansson M, et al. BMJ Public Health 2024;2:e001667. doi:10.1136/bmjph-2024-001667

BMJ Public Health

 30 Åkerman E, Larsson EC, Essén B, et al. A missed opportunity? Lack 
of knowledge about sexual and reproductive health services among 
immigrant women in Sweden. Sex Reprod Healthc 2019;19:64–70. 

 31 Baines S, Emerson E, Robertson J, et al. Sexual activity and 
sexual health among young adults with and without mild/moderate 
intellectual disability. BMC Public Health 2018;18:667. 

 32 Graham Holmes L, Shattuck PT, Nilssen AR, et al. Sexual 
and Reproductive Health Service Utilization and Sexuality 
for Teens on the Autism Spectrum. J Dev Behav Pediatr 
2020;41:667–79. 

 33 Adler RH. Trustworthiness in Qualitative Research. J Hum Lact 
2022;38:598–602. 

B
M

J P
ublic H

ealth: first published as 10.1136/bm
jph-2024-001667 on 26 N

ovem
ber 2024. D

ow
nloaded from

 https://bm
jpublichealth.bm

j.com
 on 2 D

ecem
ber 2024 by guest. P

rotected by
 copyright.

http://dx.doi.org/10.1016/j.srhc.2018.12.005
http://dx.doi.org/10.1186/s12889-018-5572-9
http://dx.doi.org/10.1097/DBP.0000000000000838
http://dx.doi.org/10.1177/08903344221116620

	Experiences of school health professionals in implementing structured assessments of sexual health and experiences of violence among youth in Sweden using the SEXual health Identification Tool (SEXIT): a qualitative sequential study
	Abstract
	Introduction
	Aim

	Methods
	Study design
	The SEXual health Identification Tool
	Study population and setting
	Questionnaire and interview topic guide
	Data collection
	Data analysis
	Patient and public involvement

	Results
	SEXIT aids providers in acting as educators promoting sexual health and freedom from violence
	Reduces stigma
	Nuanced discussions on violence
	Identifies poor sexual health and risk-taking behaviour
	Facilitates providing youth with support
	Lack of supportive leadership and a unified approach hinders effective implementation
	Lack of time and resources
	Vulnerable groups need increased attention
	Need for clearer guidelines
	Collaboration with external organisations required

	Discussion
	Methodological considerations
	Implications of results and future research

	Conclusions
	References


