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Abstract
THE RELATIONSHIP BETWEEN PARENTAL OPINION OF SCHOOL-BAD SEX
EDUCATION, PARENT-CHILD COMMUNICATION ABOUT SEXUALITY,
AND PARENTING STYLES IN A DIVERSE URBAN
COMMUNITY COLLEGE POPULATION.
by

Janet Heller

Advisor: Dr. Helen Johnson

One hundred and ninety-one parents attending an urban, community college were
surveyed about what topics schools should teach their children about sexualityoeducati
and how they communicate with their child about sexuality topics. The quantitative dat
was collected using @chool Sexuality Education QuestionngiBSEQ), and the
Parenting Styles and Dimensions Questionné@DQ)(Study A). The majority of sex
education topics were supported by 80% of parents. This finding was surprising because
the sample population was diverse in terms of ethnicity, and the majority hagrated
from countries considered socially conservative. There was a signifegative
correlation between attendance at religious services and support for schedlisation
(r =-.20). These results were consistent with previous national and slateumweys.
There was no correlation between support for school sex education and racg/ethnici

country of origin, religion, or parenting style.



Twenty parents with a range of demographic characteristics weoteskfor in-
depth interviews based on their responses to the PSDQ in Study A. They responded to
common questions children ask about sexuality (Study B). Parental responses to
children’s questions about sexuality were considered in relation to the démanch
authoritarian patterns of communication identified by Baumrind (1967). Thwitgagf
parents were labeled authoritarian based on their responses to 5 common depicdity
Themes that emerged from the qualitative analysis included lack of sexuatatibn,
support of school sexuality education, differences in opinion of sexual orientation,
personal experiences with family members and friends being infected wifAIBIY,
and issues related to cultural appropriateness. Parental support for school seereduca
seemed to be primarily motivated by having the schools handle topics parents were

uncomfortable talking about themselves.
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Chapter 1. Introduction

Serious health problems associated with adolescent sexual activity coatinue t
plague the well-being of families in the United States. Approxim&@0y000 teenage
pregnancies occur each year, the highest rate of teen pregnancy in theWester
industrialized world (The National Campaign to Prevent Teen Pregnancy, 2006)e Whil
these numbers are extremely high, there is some good news in that the rate oéatoles
pregnancy in the United States has declined 27% from 1991 to 2000 (Santelli et al.,
2007). Recent research attributes the decline in pregnancy rate predommantly t
adolescent contraceptive use rather than increased rates of abortioinenabst
(Santelli et al., 2007). This new evidence provides support for policies related to the
promotion of accurate sexual information and improved access and availabbility
contraception services. Improved education and access to health servicgseeagven
not only for reducing teenage pregnancy rates, but also for decreasingidieace of
sexually transmitted infections, including HIV/AIDS. Recent stasstidicate that 1 out
of 4 young women between the ages of 14-19 are infected with a sexually trechsmit
infection (STI) (Centers for Disease Control and Prevention, 2008a). If |lefatedr,

STI's may lead to long-term health consequences including cancer, pelvicnvtany
disease (PID), ectopic pregnancy, and infertility. In addition, thess 8ike

individuals more susceptible to acquiring HIV. The Centers for Disease Camdrol
Prevention (2008b) estimated that in the United States, 4,883 young people betgeen ag
13-24 years received a new diagnosis of HIV infection or AIDS in 2004, and an

estimated 7,761 young people were living with AIDS in 2004.



The health problems related to teenage sexual activity are particalety $or
Black and Hispanic populations, who are disproportionately affected by higlofates
teenage pregnancy, HIV/AIDS, and sexually transmitted infections (SdoteDisease
Control and Prevention, 2008a). Black and Hispanic teenagers between the ages of 15-19
are at greater risk for unintended pregnancy than other populations. Statistiateindi
that the pregnancy rate per 100,000 population is 134.2 for Blacks, 131.5 for Hispanics
and 65.0 for Whites (Guttmacher Institute, 2006b). A recent Centers for DiSeaisel
and Prevention (2008a) study found that female Black teenagers were migro ke
infected with an STI (48%) when compared with White teenagers (20%). Blatk y
between the ages of 13-24 are also disproportionately affected by HI\gngkmore
than half (55%) of all reported cases in 2004 (Centers for Disease Control and
Prevention, 2008Db).

Concerns about the relationship between sexual activity, the high rates of teenage
pregnancy, and sexually transmitted infections are at the forefront ofpunbhg health
initiatives. Public health official call for education and prevention effontediat young
people as the best way to reduce the risks involved in adolescent sexual actieitgf O
the major efforts has been the implementation of sexuality education progriaicts
was the focus of this research study. Sexuality education programs takeiwforms:

(1) implementation of school-based curriculums, and (2) home-based dfédrtsach
parents how to communicate with their children about sexuality. This research study
addressed the topic of adolescent sexuality education by focusing on tioashlpt
between the school and the home from the viewpoint and practice of the parent. The

theoretical program models for school-based curriculums that are déocuskis



research are Fear Appeal Theory (Witte, 1998) and Social Cognitive TBzoryufa,
1986). A third theoretical model, Baumrinds’ Parenting Styles, is presented ésaddr
communication patterns between parents and children (Baumrind, 1967).

The purpose of this study was to extend and expand upon previous research by
using a population that is underrepresented in the literature and is dispropeltionat
affected by health problems related to adolescent sexual activity f-ddseinistered
survey elicited data about parental opinion regarding topics that should be included in a
school-based sexuality education progeamd about how parents interact with their child
(parenting style) (Study A). Diverse populations, including new immigramatitionally
have been underrepresented in research related to school sexuality educetion. It
important to understand their opinions of what topics they think schools should teach
their children, particularly since the traditional and cultural normbexfe groups may be
at odds with American teaching methods. There is also little qualitative iiorm
available on what parents are actually saying and how they are saymgnithey speak
to their children. Therefore, participants from Study A were intervieweal lasw they
respond to common questions that children ask about sexuality (Study B). It is important
to understantiowdiverse groups of parents are actually responding to questions children
ask at home about sexuality, and whether the messages are consistent omatimflic
outside influences. And finally, the connection between parents’ overalbétyle
communication (parenting style) ahdththeir opinion of school sexuality education and
their manner of communicating with their child about sexuality was explored.

Understanding the relationship between these three factors will be importgatrfing



parental support for school-based sexuality education programs as veelttses f
development of appropriate programs to assist parents with sexuabtigtieduat home.
School-based Sexuality Education

Overall, the majority of parents and other adults conceptually support sexuality
education in public schools as a way to prevent teenage pregnancy, sexuatijtteens
diseases, and HIV/AIDS (Santinelli et al., 2006). Reports estimate tha@@eof
parents of middle and high school students believe that sexuality education is an
important component of the school curriculum while only 4-6% of parents state that
sexuality education should not be taught at all in school (SIECUS Report, 2004). Recent
public opinion polls indicate that most parents support abstinence as a behavioral goal
andalso support education about contraception, and do not see this as a conflict or
offering a mixed message (Bleakly et al., 2006; Kaiser Family Foundation, 2004 Whi
most parents believe that a wide range of topics should be covered, there @variati
support for coverage of controversial topics such as contraception, abortion,
masturbation, and sexual orientation (Kempner, 2000; SIECUS Report, 2004).

This variation in support for particular curriculum content was brought to the
forefront in recent years by special interest groups who encourageditgesdizcation
content that focused on abstinence-only as opposed to the mixed approach. The specific
abstinence-only content focus is opposed to a broader curriculum, categorized as
“comprehensive” sexuality education that teaches abstinence anadess ather sexual
health topics including contraceptives (Kempner, 2000; SIECUS Report, 1999/2000).
The divide between supporters of these two approaches to sexuality educatiom widene

under President Bush’s administration (2000-2008) when Federal support foeatesti



only-until marriage based programs increased substantially at the expdmse of t
comprehensive approach. Funding for abstinence-only programs went from about $73
million in fiscal year 2001 to about $158 million in fiscal year 2005 (United States
Government Accountability Office, 2006), while during the same time period tlaere w
no designated funding for comprehensive programs. Recently, the tide seems to be
shifting towards more comprehensive-based programs stemming frormt rece
publication (Mathematica Policy Research Inc., 2007) of an evaluation of alostine
based programs that found no significant differences in teenage sexuakaatmien
compared to control groups. The election of President Obama in 2008 is expected to
bring with it many shifts in sex education policies (The White House, 2009).

The abstinence-only curriculums are based on Fear Appeal Theory and use fear of
the physical, psychological, and social consequences of sexual activigylmstt of the
program (Witte, 1998). The abstinence-only programs also take a narrow view of
sexuality and emphasize the promotion of behavior and standards consistent with
abstinence only before marriage. A “just say no” approach to sex is taken and abstinence
is promoted as the only acceptable method for preventing pregnancy, sexuallytteansm
infections, and HIV/AIDS. If sexual activity and pregnancy prevention aressiel,
the emphasis is on condom failure rates and oral contraceptive failure rates D,

1998; Mayer, 1997). The underlying messages given to students regarding sesaulity t
to be negative and rely on the emotions of shame, guilt, embarrassment, anddéear. Th
abstinence-only approach is characterized by being very controlling andveingen
presenting information. This type of communication is comparable to the aartiaorit

parenting style described by Baumrind (1967). In fact, qualitative stodiparent-child



communication demonstrate similarities between the approach of abstordpnce-
curriculums and parents who use authoritarian communication styles(GRQ07;
O’Sullivan et al., 2001; Pluhar & Kuriloff, 2004).

The majority of comprehensive sexuality education programs use Social
Cognitive Theory and the Health Belief Model, a health education theory, badiseof
program development (Rosenstock et al., 1988; Saunders, 2005). Used together, these
models address behavior change by identifying individuals’ perceived sbgitg@nd
severity of the health issue as well as self-efficacy toward chaagmagticular behavior.
Modeling and the development of self-regulatory skills are then usedrngechad
maintain a desired health behavior change (Bandura, 1986; Rosenstock et al., 1988).
Comprehensive sexuality education programs believe that “just say no” casgaigot
work. These curriculums promote the benefits of abstinence, but also take into
consideration the fact that some students are sexually active or consimEamging
sexually involved. While delaying initiation of sexual activity is one of thesgofahe
programs, the larger purpose is to develop skills that young people can use to make
appropriate decisions regarding their sexuality that will carry themghradulthood.

This comprehensive approach is characterized by being open to various opinions and
interactive in nature when presenting information. This type of communication is
comparable to the authoritative or “democratic” parenting style deddojp8aumrind
(1967). Qualitative studies on parent-child communication demonstrate sigslarit
between the approach of comprehensive curriculums and parents who use democratic

communication styles (Pluhar & Kuriloff, 2004; Rosenthal et. al, 2001).



Parent-Child Communication about Sexuality

The second major approach to reducing adolescent risk behavior consists of
community-based programs designed to improve parent-child communication about
sexuality. These programs are grounded in the belief that the familygplaygortant
role in the communication of sexual values and expectations, as well as in madeling
shaping behaviors through parenting practices (Dittus et al., 2004). Parent-child
communication programs aim to increase parental knowledge and comfort in talking
about sexuality with their children in an effort to reduce adolescent sexualkiisg t
(SIECUS, 2002a).

Quantitative studies examining parent-child communication about sexuality have
focused extensively on the impact of communication on adolescent sexual behavior,
revealing complex relationships and contradictory findifBgumeister et al., 1995;
Clawson & Reese-Weber, 2003; Hutchinson, 2002; Hutchinson et al., 2003,; Miller,
2002; Pick & Palos, 1995; Taris & Semin, 1998; Taris & Semin 1997). Several factors
have been identified that may be responsible for modifying the effect of juduiteht
communication on adolescent sexual behavior. These include frequency, content and
timing of conversations, as well as comfort level of the child and parent in disguss
sexuality related issues (Eisenberg et al., 2006; Hutchinson, 2002; Pluhar & Kuriloff,
2004).

Qualitative lines of inquiry have looked at more subtle differenchswthe
information was relayed, or parental communication styles. These studials reve
parental variations in terms of tone, affect and style of communication thatcoc@ayna

for differences in how adolescents perceive the messages related taygé®ilaiim,



2007; O’Sullivan et al., 2001; Pluhar & Kuriloff, 2004; Rosenthal et. al, 2001). The tone
and style of communication seem to be consistent across conversations (Kaleloalug
1997; Lefkowitz et al., 2000), that is, parental communication style is congmtent
conversations that range from the relatively innocuous day-to-day to motme-laden
conversations about sexuality.

These differences in communication patterns have also been well documented in
the parenting literature and are called “parenting styles.” Paresttileg are based upon
the work of Baumrind (1967), who noted three patterns of parental control and parental
support which are authoritarian, authoritative, and permissive styles (B20@%). In
this document, the term “democratic” will be used in place of authoritative toereduc
confusion with the authoritarian parenting style. When communicating about sgxuali
parents who are authoritarian in style are likely to be directive, negatidgudgmental.
This communication style is similar to techniques used in abstinence-only sexuali
education (Donovan, 1998; Mayer, 1997). When communicating about sexuality, parents
who are democratic in style are likely to be interactive, positive and nigmagental.

This communication style is similar to techniques used in comprehensive-oundlisex
education (SIECUS National Guidelines Task Force, 2004). The permissivefstyle
parenting does not have an analogous sexuality curriculum.

This research study bridges these two important components of sexuality
education: school-based sexuality education and parent-child communication about
sexuality. At the same time, this study links both of these aspects of segdaltation
to parenting styles. Is there a relationship between parenting style quadtap

school-based sexuality education? Is there a relationship between pargteiagdt



how a parent communicates with his/her child about sexuality? The implicatitresef
findings are relevant for both school administrators who are implemenkreglaeation
curriculums as well as educators who work with parents. Identifying spseuality
content areas that parents think are appropriate for school will assist sohools i
understanding parental views and gaining support for implementation of dityexua
curriculum. Understanding parental communication styles at home will as&st par
educators in teaching effective communication skills.

In sum, this research study is important because the sample population will be
diverse and include new immigrants, who are underrepresented in the litenatare a
disproportionately affected by teenage pregnancy, sexually transmfgetions, and
HIV/AIDS. There is an increasing prevalence of immigrant populaticding in the
United States, and it is important to understand their opinion of what topics they think
schools should teach their children, particularly because their traditionaliibunzic
norms may be at odds with American school sexuality curriculum. There istiso i
qualitative information available on what parents are actually saying anchbg\are
saying it when they speak to their children. It is important to understamdiverse
populations of parents are actually responding to questions children ask at home about
sexuality, and whether the messages are consistent with or confficiwmside
influences.

This research will utilize both quantitative and qualitative methods to (1) igdentif
what parents think schools should include in sexuality education curriculum, (2)yidentif
either democratic or authoritarian parenting styles, and (3) explore howspaagmbnd

to common questions children ask about sexuality.
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Chapter 2: Review of theLiterature

Reproductive Health Knowledge

A review of the most recent literature related to sexual knowledge ofsadots
and young adults reveals the need to improve sexuality education for young people.
Several large-scale studies (Carrera et al., 2000; Kaiser Family Fom@800), as
well as studies involving college age students (DeMarzo, 1998; Synovitz et al., 2002),
and health clinic populations (Romo et al., 2004; Van Royen, 2000) highlight the limited
sexual knowledge of adolescents and young adults. Surveys have consisteatgdre
low levels of knowledge related to pregnancy, reproductive anatomy, sexually
transmitted infections, and HIV/AIDS (Carrera et al., 2000; Kaiser lifdfoundation,

2000; Romo et al., 2004; Synovitz et al., 2002; Van Royen, 2000).

The most recent nationwide survey conducted in 1999 by the Kaiser Family
Foundation assessed sexual knowledge of 1501 adolescents between the ages $1-19 year
as part of a larger study of students, parents, teachers, and principals on aga&reafuc
America. A national sample was obtained through a random digit dialing technique of al
households with telephones. The sexual knowledge assessment was conducted through a
telephone survey and was based on 10 true-false questions related to pregnancy
prevention and disease prevention. Individual scores were indexed and rated as high,
medium or low on knowledge of sexuality. Overall, students who received sexuality
education scored higher on knowledge of sexuality than those that had never had
sexuality education, that is, 30% were rated as having high knowledgend@psm

knowledge, and 21% low knowledge, while 15% of students with no previous sexuality
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education were rated as having high knowledge, 43% medium knowledge, and 42% low
knowledge. The results should be viewed cautiously because they may not be
representative of actual knowledge about sex and reproduction; respondents answered
only 10 questions that focused on issues such as where to obtain birth control and if teens
need parental permission for birth control. When students were asked whathepics t
would like more information about, 56% requested information about what do if a friend
was raped or sexually assaulted, 53% requested information on STD’s other&n Al
and 53% wanted more information on testing for STD’s and HIV/AIDS. Thidreites
adolescents’ self-perceived need for information directly related itostraual health.

Another national survey conducted in 1996-1997 in seven communities
throughout the United States assessed 661 teenagers aged 13-15 (Carrera, et al., 2000)
The sample was recruited from communities considered high risk and disadvantdged, a
were recruited for a teenage pregnancy prevention program. Feylercent of the
participants were female, 47% male, and the ethnic breakdown was 42% Africa
Caribbean Black, 29% Latino and 25% other. Sexual knowledge was assessed through a
true /false/don’t know questionnaire that contained 75 items. Of those 75 items, 39
pertained to sexual knowledge including 20 on reproductive physiology, 13 on
contraceptive knowledge, and 6 on sexually transmitted infections (STI'syalOve
knowledge scores were low and particular differences were found based on ethnic
background, gender, age, experience with sexual intercourse, and amount afysexuali
education. On the knowledge scale, 30% of the participants correctly answered questions
on reproductive physiology, 44% on contraceptive knowledge, and 53% on STI's. On

the knowledge scale, females scored higher than males, African-Anseacd African-
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Caribbeans scored higher than Latinos, participants with previous sexuaéegpsrand
previous sexuality education scored higher than those without previous sexuaregeri
and education, and older participants scored higher than younger parsicipant

De Marzo (1998) and Synovitz et al. (2002) reported similar results in surveys of
college students. Synowitz, Hebert, Kelley, and Carlson (2002) posed 27 multigle-choi
guestions related to sexual knowledge to 915 college students in four universities in the
Southeastern United States. The sample included 602 females and 313 males, whom
77% were Caucasian, 17% were African American, and 5% identified as other
mean score was 55% correct on the sexual knowledge test. Females scordtidnghe
males, Caucasians scored higher than African-Americans, andpgantgivho had
previous sexuality education scored higher than those who did not. DeMarzo (1998)
gave a 40 item sexual knowledge test to 338 community college students. The sample
included 61% female and 39% male, whom 47% were Caucasian, 26% were African
American and Caribbean Black, 6.9% were Hispanic/Latino, and 16% iddrdsiother.

A 40-item true/false/not sure sexual knowledge test was completed. Wwhatmty, the
results of the study did not reflect scores on the knowledge test but ratresealss
differences between socio-cultural variables, so sexual knowledge could not
determined.

Two research studies assessed specific knowledge related to theaiming
ovulation as part of a survey on emergency contraception and/or other reproductive
health issues (Romo, et al., 2004; Van Royen, 2000). Romo, Berenson, and Wu (2004)
surveyed 297 Latino women between the ages of 18-43 in a study analyzing the

relationship between misconceptions and acceptance of emergency iitinacea
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health clinic population. Sixty-nine women, a subset of the original sample, skee: a

when a woman is most likely to get pregnant during her menstrual cycle. Onlyf56% o
the women had the correct answer that a woman was most likely to getnbrexgmiag

the middle of the cycle. Twenty-nine percent incorrectly responded at the bggmhnin

the cycle and 13% said at the end of the cycle. Romo et al., found that misconceptions
regarding the timing of ovulation during the menstrual cycle were related t

unwillingness to use emergency contraception and increased a woman'’s likelihood of
having unprotected intercourse in the middle of the cycle when a woman is milest fert

In another study that assessed knowledge of a women'’s fertile time, 3@2ymili

personnel were surveyed in a primary care clinic waiting room (Van Royen, 2088). T
sample include 59% males and 41% females, 25.5% were under age 20 and 74.5% were
over age 20 (maximum age or average age not available). In this survey, onlyB2% of
men and 51% of the women knew the correct timing of when a woman was most likely to
get pregnant during her the menstrual cycle.

A different type of study conducted by Flowers-Coulson et al. (2000) reviewed
guestions that were posted on a website for teens ages 9-14 and their éenplaesof a
campaign in Baltimore, Maryland to promote abstinence. The questions were culled
from a two-month period and the study is included here to provide a qualgatipshot
of the lack of sexual knowledge. The website used an “Ask the Expert” spot thadallowe
individuals to ask anonymous questions. Many of the questions were related to risks
associated with particular sexual behaviors and the likelihood of paternity, teen
pregnancy, and relationship issues. For example, “What are the odds of gettingtpregna

if I didn’t use a condom but I did not ejaculate inside?”( p. 3) “Is there a way to get
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pregnant by oral sex?” (p. 5) “I am on the pill and have taken it religiously for 7 months..
. How do | know if | am pregnant?” (p. 5). A recent look at a popular Columbia
University website called “Go Ask Alice,” reveals a multitude of qoestrelated to
sexuality on topics ranging from sexual identity, masturbation, pornographipysex
relationships, and orgasms (Columbia University Health Services, 2006). Thenappare
success of this website, and others like it, demonstrates the demand for iieformat
related to sexual health that can be obtained easily and in an anonymous manner.

In almost all of the studies reviewed, data were obtained through self-
administered surveys, and most of the data are specific to the populations surveyed and
may not be able to be generalized. However, taken together, the studies on the sexual
knowledge of teenagers and young adults reveal a basic lack of understanding of
reproductive health issues. Patterns can also be discerned revealing @iffénenc
knowledge based on gender, age, and ethnicity. Though not surprising, the information is
not only disappointing but also worrisome. Having no information or misinformation
regarding pregnancy, functioning of the reproductive anatomy, STD'’s, anABIS/
clearly impedes the prevention of unwanted pregnancy and sexually transmétesesdis
School Sexuality Education Curriculums

This section reviews two major curriculum approaches that are taught in the
public schools in the United States today: abstinence-only and comprehensivigysexual
education programs. School-based sexuality education programs are offereafis par
regular classroom curriculum and are designed to reduce sexual risk behaviay or de

the onset of sexual activity (Kirby, 2000). The following sections identifyptbgram
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goals for each of the curriculum approaches and then compare the instructional

approaches, program outcomes, and program support.

Abstinence Only-Program Goals
The welfare reform legislation signed into law by President Clintoruguét
1996 defines “abstinence education” as an educational or motivational program which:

Has as its exclusive purpose, teaching the social, psychological, and hesth g
to be realized by abstaining from sexual activity;

Teaches abstinence from sexual activity outside marriage as the exgtacigard
for all school age children;

Teaches that abstinence from sexual activity is the only certain way tbauei
of-wedlock pregnancy, sexually transmitted diseases, and other asshemltad
problems;

Teaches that a mutually faithful monogamous relationship in the context of
marriage is the expected standard of human sexual activity;

Teaches that sexual activity outside of the context of marriage is lkkbbve
harmful psychological and physical effects;

Teaches that bearing of children out-of-wedlock is likely to have harmful
consequences for the child, the child’s parents, and society;

Teaches young people how to reject sexual advances and how alcohol and drug
use increase vulnerability to sexual advances; and

Teaches the importance of attaining self-sufficiency before engagsexual
activity (Daley, 1997, p. 3).

Comprehensive Sexuality Education Program Goals

The Guidelines for Comprehensive Sexuality Education: Kindergarten through
12" grade published by the SIECUS National Guidelines Task Force states four main
goals to promote adult sexual health:

Information: Sexuality education seeks to provide accurate information about
human sexuality, including growth and development, human reproduction,
anatomy, physiology, masturbation, family life, pregnancy, childbirth,

parenthood, sexual response, sexual orientation, gender identity, contraception,
abortion, sexual abuse, HIV/AIDS, and other sexually transmitted diseases.
Attitudes, Values, and InsightSexuality education seeks to provide an

opportunity for young people to question, explore, and assess their own and their
community’s attitudes about society, gender, and sexuality. This can help young
people understand their family’s values, develop their own values, improve
critical-thinking skills, increase self-esteem and self-efficacd develop
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insights concerning relationships with family members, individuals of all genders
sexual partners, and society at large. Sexuality education can help yopig pe
understand their obligations and responsibilities to their families and society.
Relationships and Interpersonal Skil&exuality education seeks to help young
people develop interpersonal skills, including communication, decision-making,
assertiveness, and peer refusal skills, as well as the ability to @eigt®cal and
satisfying relationships. Sexuality education programs should prepare sttalent
understand sexuality effectively and creatively in adult roles. This includes
helping young people develop the capacity for caring, supportive, non-coercive,
and mutually pleasurable intimate and sexual relationships.

Responsibility Sexuality education seeks to help young people exercise
responsibility regarding sexual relationships by addressing such issues a
abstinence, how to resist pressures to become involved in unwanted or early
sexual intercourse, and the use of contraception and other sexual health measures
(SIECUS National Guidelines Task Force, 2004, p. 19).

Instructional Approaches and Content

It is evident from the program goals above that there are great divide=ebethe
curriculum approach of the abstinence-only and comprehensive sexualityi@uucat
programs (see Table 1). There is not one unified curriculum for each of these
approaches, but rather multiple individual curriculums that have been developed by
government agencies, school districts, religious organizations, and not-for-pyapsg
(SIECUS Report, 1998). The actual content, number and length of sessions, instructor
preparation and comfort level, and recommended student grade level vary gosatly f
curriculum to curriculum. In a study entitled “Sex Education in America,”ipbd by
the Kaiser Family Foundation (2000), it was reported that 89% of public school students
take sex education sometime between 7th and 12th grade. While some overlap in
curriculum content was found, 58% of the curriculums were described as
comprehensive, 34% abstinence-only and 8% unknown (Kaiser Family Foundation,

2000).
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The abstinence-only programs take a narrower view of sexuality and emghasi
the promotion of behavior and standards consistent with abstinence only beforgemarria
A “just say no” approach to sex is taken and abstinence is promoted as the only
acceptable method for preventing pregnancy, sexually transmitted djsaases
HIV/AIDS. The abstinence-only curriculums are based on Fear Appeal Thebosa
fear of the physical, psychological, and social consequences of sexu# astithe basis
of the program (Witte, 1998). The underlying messages given to students regarding
sexuality tend to be negative and rely on the emotions of shame, guilt, embantassm
and fear. Fear appeal theory has been used in many public health campaigns in an
Table1

Comparison of Sexuality Curriclums

Topic Abstinence-only Comprehensive

Purpose To teach abstinence outsidBo promote sexual health

of marriage as the expectedby providing information

standard of behavior. for students to make good
decisions.
Instructional Content Teaches abstinence as a Teaches abstinence as one

method to avoid pregnancy,method to avoid pregnancy,
and sexually transmitted  and sexually transmitted
diseases. Teaches harmfuldiseases. Teaches about
physical and psychological contraceptives and condoms

consequences of teen sexuals a method to avoid
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Topic Abstinence-Only Comprehensive

activity and teen pregnancypregnancy and sexually

May use fear/scare tactics toransmitted diseases. Uses

teach information. neutral, non-judgmental
presentation
Implementation Approximately 34% of Approximately 58% of

public schools in the U.S. public schools in the U.S.

Outcomes No evidence that the Delays the initiation of sex,
programs delay the reduces frequency of sex,
initiation of sex or reduce and increases condom use.

the frequency of sex.

Support Approximately 20% public Approximately 80% public
support. support.

Funding Dedicated Federal funding No dedicated Federal
for abstinence-only funding for comprehensive
programs. programs.

attempt to influence health protective behaviors. The research suggests$ tloaefadr
appeals do change behavior (Green & Witte, 2006; Witte & Allen, 2000).

There is variation in content from program to program; some of the programs
purport the ideal of “chastity until marriage” while others encouragesadenhts to
postpone sex until they are older (Kirby, 2000). Instructional methods also vary in that

some are more didactic and others involve participant discussion and interactiyn (Kir
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2000). In general, there is limited, if any, discussion of human sexual respibnse.
sexual activity and pregnancy prevention are addressed, the emphasisngam c
failure rates and oral contraceptive failure rates (Donovan, 1998; Mayer, 1997)
Messages tend to be fear or shame-based and the negative emotional anbgftegteca
of sexual activity outside of marriage are stressed (Donovan, 1998; Mayer, 1997).
Abstinence-only programs are based on the assumption that adolescents should not be
sexual, period. Therefore, discussions on topics such as sexual orientation, abortion,
contraceptives, and masturbation are not entertained (Elia, 2000). In th@npass
promote abstinence, abstinence-only programs have often been criticizedtining
incorrect and misleading information about reproductive health that promotgsus|
teachings, censoring information related to contraception and sexual hedlbgiag
hostile to gay and lesbian youth (American Civil Liberties Union, 2007; U.S. House of
Representatives Committee on Government Reform, 2004). A 2004 report by
Democratic members of a congressional committee gives evidence %hatf 80e
abstinence-only curriculums contain false information about the effectivehess
contraception and the risks of abortion, blur religion and science, and contain scientific
errors (U.S. House of Representatives Committee on Government Reform, 2004).
The comprehensive sexuality programs take a broader view of developing
positive views of sexuality through providing information and assisting with pérsona
skill building. These programs are based on the Health Belief Model, one phealth
education theories, as well as Social Cognitive Theory (Bandura, 1986; Rosenstqck et al
1988). The Health Belief Model addresses behavior change by identifyinglurals/i

perceived susceptibility and severity of the health issue as well agfeeltetoward
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changing a particular behavior. Self-regulatory and risk-reductiors skélthen

developed in relation to the intended health behavior change. These programs believe
that the “just say no” campaigns do not work. The curriculums explore the benefits of
abstinence, but also include contraceptive and safer-sex messages.

The content that is recommended by The National Guidelines Task Force includes
six subject areas of learning: human development, relationships, perstsasekual
behavior, sexual health, society and culture (SIECUS National Guidelines drask F
2004). Depending on the school district, some instructors discuss controversgal topic
such as sexual orientation, abortion, and masturbation within the context of course
material. There is also a focus on personal skills training to improveatenisiking,
communication, and assertiveness (SIECUS National Guidelines Task Force, 2004)
Comprehensive sexuality programs strive for scientific accuractg-date information,
and the approach attempts to be non-judgmental in nature.

The instructional approaches of the abstinence-only and comprehensivetgexuali
programs are different not only in content but also in emotional tone, or spedifigsee
that are expressed during presentation. In general, the abstinence-ooachpplies on
the emotions of shame, guilt, and embarrassment to encourage abstinence while the
comprehensive sexuality programs attempt to be fact based and non-judgmdraal. W
does the research say on the effectiveness of abstinence-only vs. compredexusiirg
education programs? The next section defines program effectivenasviamds

outcomes for the two different types of curriculums.
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Program Outcomes and Program Support

There are at least one hundred, if not more, sexuality education currsculum
currently used in the United States. As there is likely to be great vayiabthin each
of the two broad categories, it makes sense to rely on the most recemgspetited,
large-scale studies that have evaluated both the comprehensive and abstinence-onl
curriculums. Three reports have been conducted by Douglas Kirby as thedearth
scientist under the auspices of the National Campaign to Prevent Teen Pregnancy and
Family Health International (Kirby, 2002; Kirby, 2001; Kirby et al., 200be reports
supported by the National Campaign to Prevent Teen Pregnancy are “Enferginers:
Research Findings on Programs to Reduce Teen Pregnancy” and “Do Abs@miyce-
Programs Delay the Initiation of Sex Among Young People and Reduce Teen
Pregnancy?” (Kirby, 2002; Kirby, 2001). The third report, supported by FamditiHe
International, is entitled “Impact of Sex and HIV Education Programs on Sexual
Behaviors of Youth in Developing and Developed Countries” (Kirby et al., 2005). All
three of these publications are not evaluations of programs themselves bus @view
research studies measuring the impact of individual curriculums. Most yecerpril
2007, Mathematica Policy Research Inc. published an evaluation of three federally
funded abstinence-education programs.

Kirby defines program effectiveness as a “program that chdaegeage sexual
behavior” (Kirby, 2002; Kirby, 2001)Emerging AnswerandAbstinence-Only
evaluated changes in actual behavior (as opposed to attitudes or intentions) for ea
program in three areas related to teenage sexual behavior (a) delayéth#eticn, (b)

increased condom or contraceptive use, and (c) reduced teen pregnancy. As part of the
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criteria for inclusion in the reports, the program evaluations wereresl to include a
post-intervention data collection period (i.e., 6-month follow up to measure impact on
delay in sexual initiation). In addition, the study must have been completed in 1980 or
later, conducted in the United States or Canada, targeted at adolescents age 12-18, used
an experimental or a quasi-experimental design, had a sample sizeast 400, and
measured impact on behavior (Kirby, 2001). One of the major findings of the evaluation
research on inclusive sexuality programs that was notécherging Answers that

these programdo cause changa teenage sexual behavior and most importaddypot
increasesexual activity (Kirby, 2001).

"Emerging Answergeviewed 28 curriculum-based programs that included both
sexuality and HIV education programs. The sexuality programs weredefs covering
topics related to pregnancy and STD prevention but were not necessarily
comprehensive” in covering the full spectrum of sexuality issues. The HIV exfucat
programs primarily focused on HIV and some STD’s. Twenty-eight of the studie
reviewed examined the impact of the program on initiation of intercourse: nine of
programs were found to delay initiation, 18 programs had no significant impact, and 1
program increased initiation of intercourse. Nineteen of the studies reviewatheda
the impact of the program on frequency of intercourse: five of the programs foynd the
reduced the frequency of sex, 13 found no significant impact, and 1 found an increase in
frequency of intercourse. Ten of the studies reviewed examined the impact on number of
sexual partners: three found a significant decrease in number of parhena@found
an increase. Some of the studies evaluated the use of condoms and contraceptives as a

result of the curriculum implementation. Eighteen studies were reviewed in this
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category: 10 found a significant increase in condom use. Eleven studies measured
contraceptive use: four of the studies found that the programs significandgsedr
contraceptive use and none of the programs reduced contraceptive use. While these
findings are not a ringing endorsement of their effectiveness, taken togethesute r
are positive.
Emerging Answersvaluated three abstinence-only programs (these were the only
ones that met the criteria for inclusion) and found no strong evidence for recearng t
sexual behavior. However, in 2002, a publication was produced by the Heritage
Foundation that evaluated 10 programs that stated that abstinence-only progams we
effective. In 2002, Kirby reviewed these 10 program evaluations using thecstana
asEmerging Answergs opposed to the criteria used by the Heritage Foundation) and
produced the publication “Do Abstinence-Only Programs Delay the Initiation of Sex
Among Young People and Reduce Teen Pregnancy?” Of the 10 evaluationspkin@y f
that nine of them did not delay the initiation of sex or reduce the frequency of sex.
Abstinence pledges may delay the initiation of sex, but it may also decssaesé
contraceptives for those who do have sex. The major conclusion reached by &by w
There does not currently exist any abstinence-only programs with strong
evidence that they either delay sex or reduce teen pregnancy. Howewoethis
not mean that abstinence-only programs are not effective, nor does it means that
they are effective. It simply means that given the great diverkapstinence-
only programs combined with very few rigorous studies of their impact, there is
simply too little evidence to know whether abstinence-only programs truly delay
the initiation of sex (Kirby, 2002; p. 6).
The concern expressed by Kirby of few rigorous studies available to evahsiiteence-

only programs was resolved most recently by Mathematica Policy Rleskarc In

April 2007, they released the final results of a multi-year, experimerdhlaion of
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three federally funded Abstinence Education Programs (Mathematica PefeaiRh,
Inc., 2007). The findings indicated no significant differences between pr@g@m
control groups in abstinence rates, rate of condom use, age at first sexual is¢ég@our
number of sexual partners.

The publication “Impact of Sex and HIV Education Programs on Sexual
Behaviors of Youth in Developing and Developed Countries” reviewed 83 program
evaluations (Kirby et al., 2005). The curriculums primarily dealt with pregnand
HIV/STD prevention, and not the broader issues of sexuality, so they were not
specifically considered comprehensive sexuality programs. This rexsevnaluded
programs outside of the United States, of which 18 were from developing ceuaitie
programs were community-based as well as school-based. Similar evitegizet for
inclusion inlmpactas in theEmerging Answerand Abstinence-Onlyeports. In
general, of the programs reviewed, 65% of the studies found a significant impact
reducing sexual risk behaviors (ie., frequency of sex, use of condoms ) while only 7%
found a significant negative effect, that is, increasing sexual risk behaVitmi¢e there
were differences in program effectiveness, similar patterns otie#faess were found
regardless of country of origin with vastly different populations under different
conditions. In addition to behavioral impact, overall knowledge and awareness of risk
increased as well as changes in values, attitudes, self-efficacyitantions related to
reduced sexual risk taking.

As part of the program reviews, a qualitative analysis was carried out tmpoheter
the common characteristics of the most effective programs in changingetaead

behavior. Seventeen common characteristics were identified and of thesgezmght
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related to content of the curriculum. Effective programs all talked ékplbout sex,
condom use, and contraceptives. The most effective programs also gave clearddehavior
messages -- programs designed for younger audiences placed aeyngdtasis on
abstinence as opposed to programs designed for older teens that placed a greater
emphasis on condoms (Kirby et al., 2005). These eight characteristied tela

curriculum content were ones most similar to the content found in comprehensive
sexuality programs as opposed to abstinence-only programs.

The conclusion drawn from these three major reviews by Kirby is that ggxual
and HIV programs as opposed to abstinence-only programs are more effective in
reducing teen sexual risk behavior. Specifically, putting emphasis on abstaethe
best choice while also encouraging the use of condoms and contraceptiveedavte
ignore that advice and become sexually active can reduce initiation godrioy of sex
and increase condom use. Clearly, comprehensive sexuality education pragrams
more effective in encouraging healthier adolescent decision making anchgesiexual
risk taking than abstinence-only programs.

The most recent national surveys of public opinion of school sexuality curriculum
have overwhelming concluded that most Americans support a more inclusive gexualit
curriculum (Bleakley et al., 2006; Kaiser Family Foundation, 2004). In a randomly
selected national sample of United States adults (n = 1096), the Annenberg National
Health Communication Survey, found that 80.4% of respondents supported sexuality
education that includes abstinence as well as other methods of pregnancy and disease
prevention and 68% of respondents supported teaching students how to use condoms in

school (Bleakley et al., 2006). The Kaiser Family Foundation (2004) survey also used a
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random national sample of United States adults (n = 1,759) and found that 46% of adults
supported sexuality education that includes abstinence as well as other methods of
pregnancy and disease prevention, 36% believed that abstinencetWasmost
important topic and students should be taught how to make good decisions about
sexuality, and only 15% supported abstinence-only. Overall, 82% of the respondents
supported a comprehensive approach to sexuality education. Similar support for
comprehensive sexuality programs has been found in state-wide (Ito et al., 2006;
Lindley, et al., 1998) and city-wide surveys (Lewis, et al., 2001), with public support
ranging from 81 to 91 percent of those surveyed.

Even though strong support for comprehensive sexuality education exists and
there is solid evidence of the effectiveness of these programs, abstminpeegrams
are becoming more common across the United States. Over the past decatlasthere
been a shift toward abstinence-only education replacing comprehensive-bagathpro
as political forces promoting such programs gained the upper hand (Guttmacher, 2006;
Santelli et al., 2006). One of the reasons for the shift is that there is no dedexideal F
funding for comprehensive sexuality education programs while Federal funding for
abstinence-only programs has been increasing. This shift in emphasis has become
evident in classrooms across the country with more and more teachers teathing tha
abstinence is the only way to prevent pregnancy and STD’s. There is lesssand le
classroom instruction on topics related to contraception and sexual decision making
(Guttmacher, 2006a). The next section turns to the other major approach for reducing
adolescent sexual risk behavior: educational programs aimed at increasngchild

communication about sexuality.
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Parent-Child Communication about Sexuality

Community-based programs to improve parent-child communication about
sexuality are grounded in the belief that the family plays an importantirtie i
communication of sexual values and expectations, and models and shapes behaviors
through parenting practices (Dittus et al., 2004). Parent-child communication psogram
aim to increase parent knowledge and comfort in talking about sexuality with their
children as a way to reduce adolescent sexual risk taking (SIECUS, 2608g)ams
have been developed and implemented nationwide by governmental agencies,
departments of health, schools, and community agencies (SIECUS, 2002a).

In an effort to improve parent-child communication about sexuality, several
research approaches have been employed to study the subject. One apprasath has
guantitative analysis, with the majority of research focused on the impactatjoaild
communication on sexual behavior (Baumeister et al., 2003; Clawson & Reese-Weber,
2003; Hutchinson et al., 2003; Miller, 2002; Pick & Palos, 1995; Taris & Semin, 1998;
Taris & Semin, 1997). Another approach has been qualitative in nature, witlthesear
directed towards differences in the emotional tone and style of the parent-child
interaction as well as cultural/ethnic variations. (Gilliam, 2007; Lefkoeti&d., 2002;
Lefkowitz et al., 2000; Kahbaugh et al., 1997; Nwoga, 2000; O’Sullivan et al., 2001;
Pluhar & Kuriloff, 2004). The following sections will review the current &tare in

each of these areas.

Quantitative Studies
The largest body of research on parent-child communication about sexuality

focuses on the relationship between sexual communication and adolescent sexual
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behavior. The literature related to this line of inquiry reveals contradiholings.
Intuitively, one would think that greater parent-child communication about sexuad issue
would be associated with a decrease in adolescent risk taking behaviors Hezause t
teenager would internalize parental standards. While this relationship wasriaorde
studies (Baumeister et al., 1995; Hutchinson et al., 2003; Pick & Palos, 1995), a number
of studies found the opposite relationship, with high quality adolescent-parent iateract
actually associated with increased adolescent sexual behavior (Clawsses&-Weber,
2003; Taris & Semin, 1998; Taris & Semin, 1997), and other research is inconclusive
(Miller, 2002).

Greater parent-child communication decreased adolescent risk takingnmbar
of studies (Baumeister et al., 1995; Hutchinson et al., 2003; Pick & Palos, 1995). Pick
and Palos (1995) analyzed data on the impact of family communication on adolescent
sexual behavior as part of a larger investigation on adolescents, contracegticegra
and pregnancy. A representative sample of 1257 girls aged 12-19 was selected from low
to middle SES populations in Mexico City. A questionnaire was used to determine
family structure, relationships with the family, and frequency of commuarcaf hree
major variables were correlated with those teens who had the lowest probability of
having sex: (1) they spoke frequently to their mothers, (2) they did not haver avkiste
became pregnant, and (3) their mother was married at the time of her (Hexs)dirst
pregnancy. Pick and Palos also found that those girls who spoke to their mothers about
sex had the highest probability of using contraceptives. Pick and Palos (1995) conducted
a second study in Mexico City, but this time on 338 male adolescents (159 who had

gotten their partner pregnant and 179 who had not). The male participants weeel select
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non-randomly through hospitals and family planning clinics and were given a
guestionnaire about family structure and the adolescents’ relationship widmiie tb
compare differences between young men who got their partners pregnant andhihose
did not. Pick and Palos found that young men who had better communication with both
mothers and fathers were less likely to get their partner pregnant. PicklaaqI®95)
conducted a third survey on communication about sexuality between parents and children
as part of a larger investigation on parental attitudes about sex education o K2eyi
A total of 1587 fathers, mothers and adolescents grades 8-12 were interviewed. They
found that mothers reported higher communication about sexuality as compared to
fathers, and that children rated communication with fathers lower than thes fisttest
their own communication. These three studies taken together highlight the impaaant
that the family plays in adolescent sexual behavior. In particular, geexieal
communication between parent and clsldssociated with less adolescent sexual risk
taking behaviors. Limitations of the Pick and Palos studies are difficult tordeée
because the data presented were part of larger investigations and fullloheglyo
results, and discussion sections were not presented.

Baumeister, Flores, and Marin (1995) found more parental communication
lowered the incidence of teenage pregnancy. The participants werbétsasn the
ages of 14-19 and consisted of 42 pregnant or parenting Mexican and Mexican-American
teens recruited from prenatal clinics and community agencies in the Sais¢odBay
Area, and a comparison group of a random sub-sample of 41 never pregnant Mexican and
Mexican-American teens residing in California and Texas. Telephone evwsrwere

conducted using a closed-ended questionnaire on a number of variables including:
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parental communication with daughters about sexuality, adolescent perceptions of the
parent-daughter relationship, sexual attitudes, sex information, norms andbghavi

among Latina adolescents, and level of acculturation. Baumeister, Florééaand

(1995) found that more communication with parents about sexual topics and higher levels
of acculturation were associated with not being pregnant. The most common topics
parents discussed with their teens were menstruation, sexual intercolbse,&d

body parts related to sex, and the most difficult topic of discussion related to birth

control. The study limitations included a difference in the recruitment pool of the two
groups, a small sample size, and the lack of a representative sample of ppegeatitig

teens.

Hutchinson et al. (2003) investigated the relationship between mother-daughter
sexual communication and sexual risk behaviors in a prospective study of 219 sexually
experienced 12-19 year old females. The participants were mostlymrAKioarican and
Latino and were recruited from an inner city medical clinic where thepday a
control group as part of a larger study on HIV risk reduction. The participants
completed questionnaires about sexual risk behavior (number of male partners, number of
episodes of sexual intercourse, and number of episodes of unprotected sex) at three, six,
and twelve month follow-ups. A mother-teen sexual communication scale wastedrrela
with the risk behaviors. A small negative correlation was found between more
communication and fewer episodes of intercourse (r = -.12) and more communication and
less unprotected intercourse (r = -.22). There was no significant findivgdresexual
communication and number of male partners. One concern raised by the authors was that

the questionnaire only asked if communication occurred, not the extent of
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communication, which might have provided greater discrimination between niffere
levels of parent-child communication.

Other studies found that greater parent-child communication about sexuality
actually was associated witthcreasedadolescent risk taking (Clawson & Reese-Weber,
2003; Taris & Semin, 1998; Taris & Semin, 1997). Clawson and Reese-Weber (2003)
surveyed 214 college students at a Midwestern University about the amount and timing
of sexual communication with their parents and adolescent sexual risk takingpbgha
The participants were all volunteers and the majority were White, with dpyatety
equal numbers of males and females filling out a questionnaire. Surprisingly, the
amount of parent-child communication was positively related to increased adolesice
behaviors. Teens who reported greater communication with fathers and mothers about
sexuality were found to be younger age at first intercourse, have moredifatim
partners, use more methods of birth control, and be more likely to be tested for
HIV/STD’s. Clawson and Reese-Weber also looked at the timing of conversations.
Adolescents who discussed sexuality with their fathers prior to first senteadourse
were older at first intercourse, had fewer sexual partners, but were natyedikave
gotten someone pregnant. Adolescents who discussed sexuality with thensrpatire
to first sexual intercourse also were older, had fewer sexual partnersnoised
contraception, but were also more likely to have gotten someone pregnant. Thane was
interaction found between timing of communication and age at first intercoursdoonly
the father. Fathers who had discussed sex with their teenage child prior tosthei

sexual activity correlated with the teen being older at first intereourfe results of this
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study were surprising to Clawson and Reese and they noted that the ctassifita
timing in their survey may have been problematic and could have affected thedinding
Taris and Semin (1997) conducted a longitudinal study of 333 adolescent-mother
pairs in England in 1989 and 1990 to ascertain characteristics related to intya-fami
conflict regarding sexual issues and how these variables relate to thedfraegial
initiation. A structured questionnaire was administered individually to asemiaive
sample of mothers and their adolescents between the ages of 14-18 years oleit A Lik
scale questionnaire was used to determine the amount of disagreementioetviieen
mother and child on sex-related issues, sexual permissiveness, mother-afatdiane
styles (including discipline and closeness), and demographic data. Ona&teedrdris
and Semin obtained interviews with 255 adolescent mother pairs from the original
sample. A comparison of the drop outs at Time Two to the scores of subjects in Time
One revealed no systematic attrition rates that would confound the resultsneADe,
Taris and Semin (1997) found a greater amount of intra-family conflict if the mother
attached a greater importance to discipline and if the mother suspectéaderas
having sex. Less intra-family conflict was related to greater clesdretween mother
and adolescent and trying to understand one another. At Time Two it was hypothesized
that good parent-child relationships would lead adolescents to internalize parental
standards and reduce the incidence of sexual initiation. Contrary to their prediatien, T
and Semin found that stronger child-parental relationships were related to sexual
initiation at a younger age. In addition, children of more permissive mothezsweze

likely to experience sexual intercourse than those of less permissive snother
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Taris and Semin (1998) used the data from the 1997 longitudinal study to analyze
the relationship between parenting styles and adolescents’ sexuegfisalfy and sexual
experience in 253 adolescents-mother pairs. Parenting styles wereizateger
“control” and “care/involvement” and sexual self-efficacy was defindti@slegree to
which a person felt comfortable in asking a potential partner sexually gemgitstions.
Taris and Semin predicted that children would develop greater levels of intermal cont
and sexual self-efficacy if parents were more involved with their teens.authers
theorized that sexual self-efficacy would serve as a mediating \eanmabéxual
experience; childrenwho had greater sexual self-efficacy would thentbeddde to
resist pressure to engage in sexual intercourse and thus be less sexslbnced.

The first part of the theory was supported; good parent-child relationshipssedrea
children’s self-efficacy, although these relationships were found to be manmat sal
younger teens (15-16yrs) than in older teens (17-18yrs). Contrary to expestia was
found that more self-efficacious teens, in fact, were more sexually expeslie A
number of limitations were cited by the authors in relation to non-standardized
measurement of parenting styles and the failure to demonstrate longiefticés of
parenting variables. The authors suggest parental relationships may besome les
important and less influential as teens get older because multiple gauiathilence
adolescent initiation of sexual activity.

In a review of recent studies entitled “Family Variables that Affeliléscent
Sexual and Contraceptive Behavior,” Miller (2002) found inconclusive evidence as to the
relationship between family communication about sexuality and adolesceratikiisdy t

behaviors. Miller identified two factors that he called parent-child “conneesss and
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parental behavioral monitoring, as being related to reducing adolescentagegna

Parents who provide closeness, support, and warmth may encourage their youngsters to
delay intercourse but over controlling or intrusive parents may increasecshlssxual

risk behavior. Miller points out that the studies on parent-child communication about
sexuality and the relationship to behavior are inconclusive, “apparently bet@aeseess

of the parent-child relationship, parents’ values, and communication have important
interactive effects” (p. 25).

In summary, quantitative studies examining parent-child communication and
adolescent sexual behavior have revealed complex relationships and contradictory
findings. Some studies determined that greater parent-child sexual conmtoanices
associated with an increase in contraceptive use, delayed age of firsturgerceduced
sexual activity, and reduced risk of pregnancy (Baumeister et al., 1995; Hutchiragn
2003; Pick & Palos, 1995). Other research found the opposite relationship; parent-child
sexual communication was associated with reduced age at first intercodiiseraased
number of sexual partners (Clawson & Reese-Weber, 2003; Taris & Semin, 1998; Taris
& Semin, 1997). One study provided inconclusive results about parent-child
communication and adolescent risk behavior (Miller, 2002).

Various factors may be responsible for modifying the effect of parent-child
communication on adolescent sexual behavior including frequency, content, and timing
of conversations as well as comfort level of the child and parent in discussiadjtyex
related issues (Pluhar & Kuriloff, 2004; O’Sullivan et al., 2001). It has been sedgest
that parents who provide closeness, support, and warmth may encourage theieysungst

to delay intercourse, but over-controlling or intrusive parents may inadverterrhase
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adolescent sexual risk behavior (Gilliam, 2007; Miller, 2002; Pluhar & Kuriloff, 2004).
Reduced risk of pregnancy has also been associated with parental monitoring of thei
children’s behavior (Miller, 2002).

The major limitation of all of the studies reviewed up to this point, except for the
longitudinal study by Taris and Semin (1998 ) and prospective study by Hutchinson et al
(2003), is the inherent bias of cross-sectional research. Causation cannot bi@ekkterm
as no true experimental research was conducted with a control group. Of course, it would
be difficult and unethical to conduct experimental research in this field of study so w
must rely on associations between variables. Many of the correlatied$aite been in
the low to moderate range (r = < .40; as noted in Hutchinson & Cooney, 1998). Another
limitation of this line of research is that the variety of instruments useddsures
parent-child communication and adolescent behavior have varying reliabdityadidity
ratings that make it difficult to compare studies (Fisher, 1993). Finally, tataudi
studies on parent-child communication about sexuality have relied on paper and pencil
guestionnaires or phone interviews that require participants to complete closdd-ende
guestions. While this type of research can survey large groups of peopleptresess
are limited to recall of past events and do not address the intricacies of the
communication process. The next section addresses this limitation in thehdsea

reviewing qualitative studies on parent-child communication about sexuality.

Qualitative Studies
A number of more recent studies have attempted to overcome the limitations of
survey data by looking at more subtle differencesow information is relayed, or

parental communication styles (Gilliam, 2007; Lefkowitz et al., 2002; Lefkaatié.,
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2000; Kahlbaugh et al., 1997; Nwoga, 2000; O’Sullivan et al., 2001; Pluhar & Kuriloff,
2004). These qualitative lines of inquiry reveal some interesting parentaiore i@
terms of tone, affect, and style of communication that may account for ddésén how
adolescents perceive messages related to sexuality. A comparison ofiithéwgua
studies can be found in Table 2.

Kahlbaugh, Lefkowitz, Valdez, and Sigman (1997) designed an observational
methodology for understanding parent-child communication that was repeatedral seve
later studies with different variables (Lefkowitz et al., 2002; Lefkowtid.¢ 2000. The
Kahlbaugh et al., (1997) study, however, was the only qualitative study ielemniti&t
used a longitudinal design. The purpose of the study was to determine if there was
Table 2

Comparison of Qualitative Studies

Author Method & Participants Results
Recruitment
Gilliam Focus groups 40 sexually Barriers: lack of communication,
(2007) (7 total). active women; misinformation about

majority had contraception, male refusal to wear
Gynecology  experienced condoms; Support: open

clinic and pregnancy; All  communication, correct,
community Latino. information about contraception,
center; urban, maternal role models
Midwest
Lefkowitz et Observational 50 mother- Boys reported fewer discussions
al. (2002) (videotaped adolescent than girls; no gender differences
and audio dyads in quantity and content of
taped ). 40% White, observational data; stronger
18% Latino; mutuality in conversations

Schools; urban, 16% African- between mothers and daughters
Western, U.S. American or than mothers and sons.

African; 14%

Asian.
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Author Method & Participants Results
Recruitment
Kahlbaugh et Observational Time 1: 33 Mothers spoke more over time and
al. (1997) videotaped mother-child became more affiliative;

dyads; Time 2: adolescents show more contempt
Schools and 24 mother-child and embarrassment over time, and
newspaper ads;dyads; 79.2%  became less affiliative ; individual
urban, Western White; 8.39%  stability in conversations over

U.S. African- time.
American; 4.2%
Latino.
Nwoga Recorded 11 mothers of  Stories serve to teach daughters
(2000) interview daughters ages lessons about sexuality and relay
Church, rural; 12-19. cultural values.
Southern U.S. All African-
American.
O’Sullivan et Focus groups 72 mother- Most conversations initiated at
al. (2001) (22 total) daughter dyads; puberty age or when daughters
African- became sexually interested;
Flyers, American and  African-American focus on
referrals; Latino. contraception ; Latino focus on
urban, prevention of sexual contact.

Northeast U.S.

Pluhar & Observational 30 mother- Comfort and empathy facilitated
Kuriloff, (videotaped) daughter pairs; communication, while anger and
2004 All African- silence produced roadblocks; more
Clinic and American. interactive conversations were
community perceived more positively than
center; urban, didactic conversations.
Southeastern,
U.S.

stability or change in conversations over time between parents and childrestudye

was conducted though a large university in southern California and participants were
recruited though schools and newspaper advertisements. At Time 1, 33 mother-child
dyads participated (18 boys and 14 girls; ages 11 to 14) and at Time 2, two yagstat

mother-child dyads participated (15 boys and 9 girls; ages 13-16). The samplednclude
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an ethnic breakdown of 79.2% White, 8.39% African-American, 4.2% Latino, and 8.3%
mixed ethnicity. Dyads were videotaped discussing three subjects whickweeyday
topics, conflicts, and sexuality. Nonverbal behavior was coded into three catégatries
included affiliation (affection and intimacy), embarrassment, and contemptre3inés
indicated affective differences between mothers and adolescents and dé$eveac
time and between topics. Overall, mothers showed more affiliation towards their
children, while sons and daughters exhibited more contempt and embarrassment. At
Time 2, adolescents were overall less affiliative than at Time 1. In ténwiso spoke
more during conversations, mothers dominated all the conversations and dominated
conversations related to dating and sexuality more than the other topics. Frer fGim
Time 2, mothers spoke more and adolescents became less affiliative. The autlests sugg
that mothers may be more concerned as the child gets older or may dominate
conversations more as a result of the child’'s being less responsive. Rethdts of
analysis support the finding that individual differences remained stable across
conversations — that is the nature of the communication did not change between topics
related to everyday issues and more sensitive topics such as conflicts atitysexua
Lefkowitz, Romo, Corona, Au, and Sigman (2000) conducted a study of 165
mother-adolescent dyads to determine ethnic differences in conversationseatuality,
conflicts, and AIDS. The researchers also set out to determine differences
conversation structure by age of adolescent, adolescent’s perception ofttbestaia,
and mother’s knowledge of AIDS. Participants were recruited from schools aid yout
centers. The sample included 93 girls and 72 boys (ages 10.6 to 15.8) and their mothers

(ages 26-59); seventy-three percent were Latino and 27% were White. Edahadya
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videotaped and audio taped discussing the following topics: everyday issuest conflic
issues, dating and sexuality, and AIDS. A number of measures were used to examine the
conversations that included conversational structure (conversational domiamosint
of speaking time) and maternal behaviors of responsiveness (confirmation, nodgling ye
reassuring comments) or negative reaction (correcting, nodding no, disgyyreg@he
analysis revealed differences in conversational structure based on ethnictpiand t
There was greater maternal dominance in conversations within Latesi®an dyads
than White dyads, and there was greater maternal dominance in conversdditaisto
sexuality and AIDS than about conflicts and everyday issues. Interestimgyly was
stability found across conversations; if mothers were more dominant in one topic, they
were dominant in other topics as well. White mothers demonstrated more responsiveness
in conversations than Latino-American mothers but no significant differeveresfound
in negative reactions. Lefkowitz et al. (2000) concluded that these ethnictdistnc
were due to cultural differences in family relationships rather than dueit@sogomic
factors. Latino-American mothers who dominated conversations also reported more
satisfaction with their families and more family openness than mothers whoatethi
conversations less. Latino-American mothers may be less responsive than Whit
mothers more as a function of the amount of conversation rather than beinggeectin
negative — if they talk more, there is less time to be responsive.

Lefkowitz, Boone, Sigman, and Au (2002) used a methodology similar to the two
previous studies discussed to examine gender differences in mother-adolescent
conversations. Conversations between 50 mother-adolescent dyads about everyday

issues, conflict issues, dating and sexuality, and AIDS were video-tapeddiodaped.
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The sample was recruited from schools and included 25 boys and 25 girls (10.7 to 14.9
years), and had an ethnic breakdown of 40% White, 18% Latino, 16% African-American
or African and 14% Asian. Gender differences were found in the self-report data and
gender differences were partially supported in the observational data. epoyted
fewer discussions with their mothers than girls in the self-report questienfidiere
were no gender differences in the affective quality of conversations in the olmsaabati
data but observers noted a stronger mutuality between mothers and daughters than
mothers and sons — that is, more similarity in conversations. In mother-son
conversations, one person often asked questions while the other answered, in mother-
daughter conversations the interaction seemed more mutual. No gender chfexene
found in the amount or content of communication in the interactions between mothers
and sons and mothers and daughters. Additional outcomes suggested that mothers spent
more time talking than adolescents about all issues, and there was getateam
dominance in conversations related to sexuality and dating than about everyday issues
This finding was also supported by Lefkowitz et al. (2000) and Kahlbaugh (1997), who
noted greater maternal dominance in conversations related to sexualitpdian a
conflicts and everyday issues.

Pluhar and Kuriloff (2004) videotaped conversations between African-American
mothers and daughters to identify patterns in style and affect in coneessatiout
sexuality. Participants were recruited from an adolescent chdicammunity center in
an urban location in the southeastern United States. A total of 30 mother-daughter pairs
were observed; the daughters ranged in age between 12-18 years. The dyads were

directed to have conversations about three subjects which were family rilesssuc
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chores and curfews, opinions about teen sexual behavior, and using different methods of
contraception. A follow-up meeting was conducted with each mother and daughter
separately where the researcher reviewed the video-taped session wéttitngant to
garner more information and have the participant share in the analysis. i&\oalye
videotapes revealed two dimensions of the communication process; one was thwe affect
or emotional dimension and the other stylistic. Four qualities were identified in t
affective dimensions which were comfort, empathy, anger, and silence. ylistecst
dimension included an interactive style characterized by shared cornvessaid a
didactic style where mothers primarily controlled conversations. Motised a variety
of methods to persuade daughters to make wise choices about sexuality. Common
methods include storytelling (examples of what happened to parent or other people),
fear/scare tactics (negative consequences of sexual activitgistpace (conversations
from an early age), body language (consistent use of non verbal communic#tion wi
connectedness of relationship), and setting (sexual communication takeslulace w
engaged in other activities). Parents who exhibited comfort and empathgttzti
communication with their children, while anger and silence produced roadblocks.
Communication that was more interactive between parent and child produced more
comfortable and willing communication because children felt that theinplsstened to
them. More didactic conversations in which the parent dominated the communication
were a turn off for children because they felt parents were not realhjitigte them.

Gilliam (2007) conducted seven focus groups (n = 40) with sexually active Latino
women between the ages of 18 and 26 years old to identify factors that support

prevention of pregnancy and factors that increase susceptibility to pregnancy
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Participants were recruited from a gynecology clinic and a local conyraaniter in an
urban location. Almost all of the women who participated had experienced pregnancy
previously. The women were asked questions relating to contraceptive methods such as
knowledge of methods, comfort level, and perceived barriers to contraceptive use as well
as questions regarding their attitudes towards childbearing and pregneveytion.
Evaluation of the transcripts revealed major themes relating to the womati@nships
with their mothers, fathers, and male partners. Mothers commonly used discussion of
cultural values (emphasis on virginity and shamefulness of sex outside of eaanag
scare tactics (consequences of sex outside of marriage) to prevent preghéaoy.
participants reported that their mothers communicated about using contraxaptive
emphasized higher education as a way to prevent pregnancy. Participagiteedespen
communication with their mothers and having mothers who were educationaloadédsm
as being most effective in preventing pregnancy. Lack of communication and
misinformation about contraception from mothers was thought to increase susteptibil
to pregnancy. Fathers increased their daughters vulnerability to prednaragforcing
mothers’ teachings, reinforcing family cultural expectations, and beinty®tact.
Relationships with boyfriends increased girl’s vulnerability to pregnagdirose men
who did use condoms, made women responsible for pregnancy prevention, and had poor
sexual communication that interfered with condom negotiation.

In another study that used focus groups, O’Sullivan et al. (2001) examined ethnic
differences in cues/timing and approach of mother-daughter conversations about
sexuality. Participants were recruited from an urban community thoyeis fl

advertisements, and referrals. A total of seventy-two girls and their raqhrticipated
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in separate focus groups for mothers and daughters; daughters wereedaptratvo
groups — ages 6-9 and ages 10-13, and participants were African-Americaniaod Lat
A number of interesting cultural differences were identified betweeAftiean-
American and Latino families. In terms of timing/cues of discussiong, rattiers
initiated discussions at puberty age or when mothers became aware of dasgxueat
interest, although some mothers paced discussions throughout childhood. In a few cases,
some discussions were postponed indefinitely and this occurred more frequently in
Latino families then African-American families. Content of commuiocatvas most
likely to include information about the dire consequences of sexual activity and é&nphas
on girls avoiding or controlling sexual encounters. Latina mothers were helsetd
talk negatively about male intentions than African-American mothers. BottaAfri
American and Latina daughters responded to such communication by reassotters
that they planned to finish school and avoid sexual relations. Cultural differeaces w
also apparent in approach to sex messages. While all mothers tried to gaiatioform
from daughters to prevent sexual experimentation and daughters tried to withhold
information and avoid conversations, the content of the mothers’ messages weszatdiffe
for African-American and Latina mothers. Latina mothers sought informatidmean t
daughters’ relationships as a wayptevent all sexual contagthile African-American
mothers sought such information as a wagrevent pregnancy

The last study reviewed in this section used a different approach. Nwoga (2000)
asked African-American mothers to repeat stories that they teldidneghters, ages 12-
19 about sexuality. Participants were recruited through churches and commulatg lea

in a rural southern community in the United States and agreed to have their stories
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recorded. Storytelling is a common method of communicating family valuesiincht
expectations in African American families. This communication method lsas a
identified by Pluhar and Kuriloff (2004) in their study of African Americanhecd and
their daughters. Interviews with the participants revealed that mothensnoéide “very
deliberate and conscientious efforts to carefully select stories thati#tugihters could
relate to in order to provide the necessary knowledge on a sexual topic or tifedéss
interest during mother-daughter conversations” (p. 35). Analysis of the starresthat
mothers discouraged teenage pregnancy and used common proverbs to convey
information about sex-role expectations, contraception, independence, and futass.succ
Some mothers believed in abstinence as a goal while others promoted use of
contraceptives. Mothers often used stories about their own lives and fear or scare
messages to discourage teenage pregnancy, but also used stories as a wayatgeencour
independence and relay cultural values.

One of the findings that emerged from the qualitative literature is that the
emotional tone and stylistic nature of conversatimay be just as importaats the
content of the discussion. Rosenthal et al. (2001) attempted to develop a typology to
describe the different types of parent communication approaches to sexutiéttivé&
communicators were identified as those who have open communication, try to make their
child feel comfortable, and consider their child’s opinion. Less effective coroatars
were identified as those who have less open communication, are uncomfortable with
sexual discussions, and do not consider their child’s opinion.

These patterns also emerged from reviewing the observationapdegats who

exhibited comfort and empathy facilitated communication with their childrenewhil
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anger and silence produced roadblocks (Pluhar & Kuriloff, 2004). Communication that
was more interactive between parent and child produced more comfortable and willing
communication rather than more didactic conversations in which the parent dominated
the communication (Gilliam, 2007; Pluhar & Kuriloff, 2004). The perception of “good
communication” may be based in cultural/ethnic differences though. Latkeial.

(2000) noted that White mothers demonstrated more responsiveness while Latino-
American mothers dominated conversations more. Latino-American mothers who
dominated conversatiomdéso reported more satisfaction with their families and more
family openness than mothers who dominated conversations less. This findingssugges
that the perception of open communication may be different for different populations and
further research into this area is warranted.

Common patterns of communication were found across studies that included:
storytelling (examples of what happened to parent or other people), feardstiase t
(negative consequences of sexual activity), and emphasis on cultural vallie® (G
2007; Nwoga, 2000; O’Sullivan et al, 2001; Pluhar & Kuriloff, 2004). There was
variation in parental communication regarding contraceptive use and pregnancy
prevention. Some mothers adhered to abstinence as a goal while others promoted use of
contraceptives as a “better safe than sorry” tactic (Nwoga, 2000). Somesatked
about contraceptives openly, while others provided no information or misinformation
(Gilliam, 2007). Some mothers talked about sexuality with their child from a yageng
(Pluhar & Kuriloff, 2004) while others avoided discussing the topic at all &3illi2007;
O’Sullivan et al., 2001). Differences in communication patterns were idéehwithin

the same cultural/ethnic groups as well as between different cultiunat/groups so
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generalizations about communication styles of particular populations facaltitb
make.

A consistent finding was that mothers dominated conversations more than
children and there was greater maternal dominance in conversations relatechlibysex
than about any other topic (Kahlbaugh et al., 1997; Lefkowitz et al., 2002; Lefkowitz et
al., 2000). In addition, it was noted by Kahlbaugh et al. (1997) that as children got older,
mothers seemed to talk more and their child talked less. Kahlbaugh et al. (1997)
suggested that mothers may be more concerned about adolescent behavior s the chi
gets older or may dominate conversations more as a result of the child being less
responsive. Overall, the observational analyses support the finding that individual
differences remained stable across conversations — that is the nature of the
communication did not change between topics related to everyday issues and more
sensitive topics such as conflicts and sexuality. In other words, parental contioanica
style is consistent between day-to-day conversations that are relativetyious and
more emotion-laden conversations about sexuality. These differenc@snmuaication
patterns have also been well documented in the parenting literature andeare cal
“parenting styles.” Theory related to parenting styles will begmtesl in a later section
under Parenting Styles Theory (p. 74).

Theoretical Basis

This section addresses the theoretical models that are used as the basis of th
research study. The two sexuality curriculums, abstinence-only and congivehe
sexuality, are based on different theoretical models. The abstinence-ordylaors are

based upon Fear Appeal Theory while the comprehensive curriculums are based upon
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Social Cognitive Theory as well as the Health Belief model, one of the healtdtieduc
theories. Social Cognitive Theory is presented for the theoretidaldfasomprehensive
sexuality programs because it explains the basic concepts of modelireffisatfy, and
self-regulation. Parenting Styles Theory is also addressed as thidgsravinodel to
understand parent-child communication about sexuality.

Fear Appeal Theory

Review of Fear Appeal Theory

In this section, a brief review of fear appeal theory and effectivenksew
presented and then research on cognitive processing of fear appeal megsbges w
reviewed.

Fear arousal messages have been widely used in many public healthgoampai
an attempt to influence health protective behaviors (for example: smokingargssat
sunscreen use to prevent skin cancer, seat-belt use to prevent auto accidergs, exer
behaviors, and condom use to prevent AIDS) (Salovey & Wegener, 2003; Witte, 1998).
This method works by informing individuals of the health consequences of a particula
behavior with intent of arousing a fear response. Recommended health changes are the
suggested and encouraged as a way to reduce this fear. An example is a vivid
description of a sexually transmitted infection that could be acquired threxgals
activity and then advocating condom use as a way to avoid the health consequences.

The first fear appeal model was developed by Hovland, Janis, and Kelly in 1953,
called the Drive Reduction Model. The basic premise of the model is that feas eaus
negative drive state which will motivate individuals to take the recommentied &x

reduce the negative state. A curvilinear relationship between negatigalaand action
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was postulated. Moderate fear appeals seem to work best because if the feas become
too intense, then the recommended action would no longer be sufficient to reduce the
fear, and maladaptive defenses would occur (Beck & Frankel, 1981; Witte, 1998).
Maladaptive defenses include not attending to the message, minimizing the heatth thr
or minimizing a person’s perceived susceptibility to the threat. The thieories were
rejected in the 1970’s because of lack of support for the curvilinear model and the
hypothesis that when fear is reduced acceptance of the message\Wiitar& Allen,

2000).

The Parallel Process Model, proposed by Leventhal in 1970, postulated that there
were two parallel processes by which fear appeals work, an emotionadoadled the
fear control process and a cognitive process called the danger control Bmxs&
Frankel, 1981; Witte, 1998). In the emotional process, people use coping stiategies
control their fear; in the cognitive process, people use protective actionsral tomt
danger. The Parallel Process Model was never specifically testedduised later as
the basis for the Extended Parallel Process Model (Witte, 1998).

Rogers’ Protection Motivation Theory (PMT) was developed in 1975 and later
expanded in 1983. This theory focused on the cognitive reactions to fear appeals and
stated that the fear appeals would be effective if (a) a person felt vutharydbe threat —
perceived susceptibility, (b) the threat was severe — perceived ge{@rthe
recommendation to deal with the threat was perceived as effective — resificasg, e
and (d) belief in ability to perform the recommended response — self-gf{\datte,

1998). If all four of the components are high, then the amount of protection motivation

would be high, causing attitude or behavior change (protection motivation is the



49

intervening variable that motivates a person to action). Rogers gavel acdental fear
in his model and thought it was related only to perceptions of severity. WhilenBMT
been utilized frequently in health behavior research, it has been criticized for not
specifying the conditions and moderators of the four predictor variablesitilaate
change or under what conditions fear appeals fail (Salovey et al., 2003;1988).

The Extended Parallel Process Model (EPPM), the most recent model, expands on
the three previous theories described above and looks at conditions where fear appea
work and where they fail (Witte, 1998). The basic framework of the model ipegbpte
make two appraisals when they encounter a fear arousing message, anlabphaisa
threat and an appraisal of the efficacy of the recommended response. Indwviduals
first appraise the threat by determining how severe the threat is and heptglsthey
are to the threat. After the initial appraisal of the threat, one of thieesutill occur:
(a) no response — the threat is not considered severe or they don't think theysaréat
acceptance — they feel at risk and also feel they can control the dangereprdfe)n —
they feel at risk but do not feel efficacious in controlling the danger. Thugpfee
perceive the threat is severe, they will be motivated by the fear ta¢tika in one of
two ways, by controlling the danger (e.g., using condoms to avoid AIDS) ooltioigtr
their fear through coping responses to reduce the fear (I'm not bi-sexitral 3ot at risk
for AIDS). s stated by Witte (1998) “perceived threat determines thegtrer how
much of a response there is to a fear appeal, whereas perceived effieacyrnbst the
nature of the response — whether a fear appeal induces danger controtonfier

processes” ( p. 431).
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Fear appeal theories are a useful framework in understanding thditaédsis
of abstinence-only curriculum. The major technique used in abstinence-omtylcumr
is the portrayal of negative consequences of sexual activity and the rendatman of
abstinence to avert the expected arousal of fear. In the Medical Insiit&exual
Health (MISH) Guidelines for developing abstinence-only programs, numeiaus fe
based examples are used to convey the message that there is “no responsible sex for
unmarried teenagers” (Mayer, 1997, p. 14). For example:
The destructive consequences of adolescent sexual activity include pregndncy
its consequences (400,000 teen abortions annually) sexually transmittedsdisease
(including possible long-term health consequences, such as loss of fertility),
emotional hurt, potential difficulty in future relationships, and the development of
disrespectful and irresponsible behavior pattern that are antitheticaddo g
character. (Mayer, 1997, p. 14).
The effectiveness of abstinence-based programs was reviewed eadiBrggram
Outcomes, p. 21) revealing no statistically significant differences in oecom

between abstinence-based programs when compared to control groups. The next section

reviews the effectiveness of fear appeals used in public health programs.

Effectiveness of Fear Appeals

It is a widely held belief by public health educators and health care aetgi
that fear appeals are not effective in changing health behaviors becausnth®
backfire and do not have a long-term impact on behavior change (Green & Witte, 2006;
Witte & Allen, 2000). According to Green and Witte (2006), in a recent articlean f
arousal and public health campaigns to reduce HIV infection, the objection tuakess-
messages by American experts has more to do with values and ideology than with
objective analysis. They argue that the sexual revolution in the 1960’s and 1970’s in the

United States instilled in the minds of many people the belief that sexddi®thought
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of as “positive.” Any fear-arousal linked with sexuality that causes figgpative”

messages evokes strong resistance due to the connection with broader isslitesal

such as sexual freedom, women'’s rights, contraceptive rights, and abortion Tights.
Uganda AIDS Control Program is used as an example of a successful campaign that
utilized fear-related messages and saw a 66% decline in the HIV prevanbetween

1992 and 2002. While it is unclear exactly what factors or combination of factors caused
the dramatic decline, Green and Witte theorize that the fear messagasplayge role

in motivating people to change their sexual behavior.

Over the past 25 years, four meta-analyses on fear-arousal messadaseinave
completed and have suggested, overall, that fear appeals do change behavior (Green &
Witte, 2006; Witte & Allen, 2000). None of the meta-analyses supported the meavili
model purported by the Drive Reduction Theories but instead consistently found that the
stronger the fear-arousing messages, the greater the attitude, intentiorhanorbe
change. The most recent meta-analysis by Witte and Allen (2000) is eevimlow.

Ninety-eight experimental and quasi-experimental studies were inclufédten
and Allen’s (2000) meta-analysis of fear appeal studies. All of the studiegegrired
to meet set criteria for inclusion, with one of the criteria being manipulafi fear or
fear threat. The results indicated main effects for fear appeal gedesdures on
perceptions that included moderate effects for fear arousal, large &dfegesceived
severity, and moderately large effects for perceived susceptibildyculNilinear
relationship was found and in fact, the stronger the fear appeal, the great#itute,

intention, and behavior changes. Similar relationships between the strength of the
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individual factors’ severity, susceptibility, response efficacy, ande$itiacy were
found with attitude, intention, and behavior changes.

An interaction analysis was performed between threat and efficacy on 23.studies
To be included in the analysis, only one of the threat variables, severity or gistyept
had to be measured and only one of the efficacy variables, response efficacy or self
efficacy, had to be measured. An analysis of variance revealed that the highitiirea
efficacy (HTHE) group had significantly greater persuasive effen the other three
cells (categories). The high threat-low efficacy (HTLE) and low tknegt efficacy
(LTHE) did not differ from one another and had less effects on persuasion than the
HTHE group. The group with the least effect was low threat-low effidaEyE). Witte
suggests that this interaction finding supports an additive effects model in whieh hig
levels of threat and higher levels of efficacy produced the greatest amehmgere thus
the most persuasive in changing attitudes, intentions, and behaviors.

The major difference in Witte and Allen’s (2000) meta-analysis fromique
meta-analyses is the extent to which it measured fear control respmfesmsarousing
messages. Fear control responses can be considered any psychologicatitefanse
person uses to resist the recommended prescription of the fear arousal message. Onl
thirteen studies were identified that examined the strength of a fear apded¢fensive
response. The findings indicated that self-protective actions and defersgivages in
reaction to a fear appeal are inversely related. That is, when presehtedeat appeal,

a person will either respond with danger control (self-protective measuresssuch a
attitude, intention, or behavior change) or a defensive response (psychologica defens

such as denial) to control the fear. The results also indicated that the strorigar the
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appeal, the stronger the defensive response; and the weaker the efficeayante
greater the defensive response. This finding is very relevant in terms oftandeng a
person’s response to a fear-arousing message. If a person feels thashaftshself-
efficacious to perform the recommended action, then a defensive/psycholegpraise
such as rationalization will be used. Unfortunately, it is difficult to know whichgss

is dominant (danger control or defensive response) unless perceived efficacgrhas be
measured.

While Witte and Allen’s (2000) meta-analysis suggested that fear agdpesad
positive effects on attitudes, intentions, and behaviors, it is important to note that the
correlations between fear manipulation and attitude, intention, and behavior changes w
overall very low (.14 for attitude, .11 for intention, .15 for behavior). They also found
that individual differences such as trait anxiety were unrelated to persoasieenes, so
practitioners should not concentrate on this factor in developing fear-arousingjesessa
The most central finding in terms of the effects of fear appeal messagehe
importance of self-efficacy in the interaction between the message and thduadivi
Thus, the authors conclude the meta-analysis by recommending the use ofestrong f
appeals accompanied by equally strong efficacy messages to promhade atitention,
and behavior change.

The evaluation of fear appeals has focused on the effect of fear on beliefs,
intentions, and behavior change. The conclusions of the major meta-analysis of the
effectiveness of fear appeals are that fear appeals can changeblettmust be
accompanied by strong efficacy messages (Green & Witte, 2006; Witieg, 2000).

The following section focuses on individual cognitive processing of fear kipesaages
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so that a better understanding of the influence of fear appeals and individual eesgpons

be made.

Cognitive Processing Studies
In the late 1980’s and early 1990's, there was a theoretical shift in emphasis in the
research studies, from outcomes to the actual processing of fear apEsajasesThis
section examines the studies most cited in the literature from that tirod ped
includes the years 1990-1995 (see Table 3). More recent studies on cognitivargyocess
of fear arousal messages have not been located.
The major question addressed by researchers examining cognitive pigpoéssin
fear appeals is “does fear reduce or facilitate systematicgziogeof messages?” Based
on fear appeal theory, if a person perceives the threat is severe, he/sleemolivated
Table 3

Type of Manipulation and Assessment in Fear Arousal Studies

Author Topic Assessment * Result**
Baron et al. Effect of dental fear on processingArgument quality yes
(1992) of persuasive information related

to sales tax.
Baron etal.  Effect of dental fear on processingArgument quality no
(1994) of persuasive information related

to fluoride.

Gleicher & Effect of expectations on cognitiveArgument quality Yes
Petty (1992) processing of information related

to crime and illness.
Hale et al. Effect of fear arousing content  Thought-listing yes
(1995) related to ultraviolet radiation on

cognitive processing.

Jepson & Effect of naturally occurring fear Thought-listing Yes
Chaiken related to cancer on cognitive
(1990) processing.

* All studies used message quality manipulation
**Did Fear Reduce Message processing?
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by the fear to take some sort of action. Two responses may occur: an indivigual ma
have a defensive-avoidance response, in which case systematic processinkelgul

be reduced; or an individual will increase systematic processing becapesaial
motivation to understand the message better (Baron et al., 1994; Jepson & Chaiken,
1990). The alternatives laid out here focus on motivation of the individual to process the
fear-arousing message. Another possibility is that the fear itsédit sognehow

diminish ability or capacity to engage in systematic processing beatiesgon is

divided so an individual may use “cognitive shortcuts” or peripheral processing of
messages instead (Baron et al., 1994; Jepson & Chaiken, 1990;). The majority of the
studies addressing this issue have found that fear inhibits systematicspgods
information (Baron et al., 1992; Hale et al., 1995; Jepson & Chaiken, 1990) with the
exception of one study that found an increase in systematic processing (Baron et a
1994) and one study that found an increase in systematic processing in a particular
situation (Gliecher & Petty, 1992).

Jepson and Chaiken (1990) evaluated the effects of chronic fear on processing of
persuasive communications in 86 male and female college students. Participants we
measured for their level of chronic fear (perceived susceptibility andipedcseverity to
cancer) and then given a text reading on the importance of cancer screenmgfpr y
adults. The text reading was either a high quality reading that contagiedl |
arguments about cancer screening or a low quality reading that contained sseskthe
illogical arguments. After the text reading, participants were askee ta tought
listing procedure to list the number of errors in the text, list their thoughteaeading,

rate their emotional reaction, and indicate their behavioral intention. As hgzeaitie
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there was a significantly negative correlation between participaratsatéd higher on
chronic fear and the number of errors detected and the number of thoughts liggson Je
and Chaiken (1990) concluded that chronic fear was associated with less 8gstema
processing of messages due to habits of defensive avoidance. A significan posi
correlation was found between chronic fear and behavioral intention. This is a counter-
intuitive finding in that participants with higher levels of chronic fear, had |dswetls of
systematic processing, yet were more persuaded by the messagedirActo the
Elaboration Likelihood Model (ELM) (Petty & Cacioppo, 1986), persuasion may have
occurred through the peripheral route of processing, reducing the likelihood of iong-te
attitude and intention change. The stability of intentions is unknown in this experiment
because data were collected immediately after the text readhmgutvany lapse in time.
Hale, Lemiux, and Mongeau (1995) used a similar design to the Jepson and
Chaiken (1990) study by using text reading of fear-arousing message conéshiauel
of message processing. Two hundred college students were presented withtegher
fear or low fear message related to ultraviolet radiation that containedohavioral
recommendations to reduce the risks of exposure. After the text readingppats
completed a questionnaire on perceived fear, trait anxiety, attitudes tqweawvdstion
measures, behavioral intentions, and cognitions (using a thought-listing technique). A
path analysis was used to evaluate the effects of perceived fear onocsy@tiitudes,
and behavioral intentions. The results indicated non-significant fear-adtppatle for the
low fear group, but as perceived fear increased, there was an increasgroptréon of
positive cognitions, positive attitudes towards the message’s prevention

recommendations, and attitudes were more likely to conform to behavioral intentions.
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According to Hale et al., (1995) this finding indicated individuals were using more
central processing in low fear groups and peripheral processing in the dnigjndaps.
This is consistent with ELM theory that fear diminishes a person’s atailégypgage in
systematic processing so he/she will accept the message on “fagewidhout in-depth
cognitive processing.

In a variation of studying the effects of fear on message processing,eblkch
Petty (1992) examined the effects of expectations of message content afi level
processing. In a somewhat complicated 2x2x2x2 design, 367 college studemsl liste
a taped message on crime or illness (low vs. high fear and irrelevant vs. relevant
messages) and then read a newspaper article on crime prevention (cleaees. uncl
assurance that the crime prevention program would work and strong vs. weak persuasi
message). Gleicher and Petty hypothesized that if an individual believdsethat t
information provided will help him to protect himself, he will engage in more inadept
analysis. If the individual already has reassurance by another meanayltavoid
careful message processing and practice defensive avoidance. Thendmalted that
fear can influence persuasion by motivating a person to be reassured, and thus the
individual would be more likely to accept information that reduces the threat without
processing the information in an in-depth manner as defensive avoidance response. |
this study, the argument that fear diminishes the ability to process inionmss only
supported in the situation where a solution to the threat is unclear and systematic
processing would enable individuals to make a decision that can help better protect

themselves.
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Baron et al. (1994, 1992) conducted two experiments using dental clinic patients
to evaluate processing of information related to fear arousal. In thexjrstiment
(Baron et al., 1992), 34 male and female dental patients (ages 19-75) from atyniversi
dental clinic listened to a taped message of the upcoming dental procedufeghigh
message) or information on fluoride protection (low-fear message). Tibatpahen
listened to a taped message on increasing state sales tax. Prionitwglisi¢he
messages, the patients completed an anxiety scale and an assessnitetectoarard
state sales tax. After the manipulation, message processing weseddbeough a true-
false recognition task, attitude towards sales tax, and rating of messdite dthe
results indicated no main effects with anxiety on attitude change, messaigye qual
memory task. There was an interaction effect found between fear instramctionitial
anxiety. Patients in the high fear group rated message quality higher only winen the
initial anxiety was high. Baron et al. (1992) concluded that this finding supperts t
concept of less systematic processing of messages under fear arousall, Bgaesults
of this experiment were rather weak and this was probably due to the snyak sara.

A later study by Baron et al. (1994) using dental clinic patients had a larger
sample size of 94 male and female patients (ages 18-80). This manipulatidightiys s
different in that two factors were being assessed, fear condition andgeegslity.

First patients heard either a low-fear or high-fear tape on dentistry anihéydistened

to a high-quality or low-quality tape on fluoride and cancer. Prior to the tapedgegssa
patients filled out a trait anxiety scale. Post measures included ratimgssége

quality, memory task on fluoride, and attitude towards fluoride. The results intarate

interaction effect, ie., the high fear group significantly more likelgespond positively
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to high quality messages on fluoride than the low fear group. This finding sugests
systematic cognitive processing by individuals exposed to a fear arousaiczoadd is
not consistent with data from the other studies reviewed on message processing and fea
arousal (Baron et al., 1992; Hale et al., 1995; Jepson & Chaiken, 1990). Baron et al.
(1994) suggest high fear subjects were more motivated to process the fidiorma
carefully due to the salient health message rather than use a defensive avoidanc
mechanism and process information peripherally. It is unclear why thisdittetg in
results from the other fear arousal studies but if personal interest/motivatien w
assessed, then insight into the reason for this finding could be clarified.

In sum, the studies reviewed here suggest that fear arousal does have annmpact
cognitive processing by inhibiting processing through the central routestili unclear
in what situations or by what mechanism fear interferes with processinfprmation —
is it through a defensive-avoidance response or diminished ability to process
information? It is also unclear in what situations fear may increasesgingeas
suggested by Baron et al. (1994), by motivating an individual to understand the message
better in an effort to implement recommended actions to reduce the fear. T$teidiess
reviewed did not use as a variable a measure of an individual’s motivation or personal
interest. It was assumed that participants were equally interastealding or hearing
the persuasive messages and that type of processing was directtyteethtefear
manipulation. It is quite possible that personal interest or disinterest in the
communication could have played a role in how well individuals attended to the content
and processed the information, rather than the fear arousing messag# itsalso

important to note that the procedures used to manipulate fear were all ataitiat
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audio messages. The persuasive communications were not actual messagegaised in r
life but were manipulated by the experimenter in a controlled situation to reduce
confounds to the study. Would the findings be consistent in real life situations such as
public health campaign literature, advertisements or seminars?
Social Cognitive Theory

Comprehensive sexuality education programs use one or more theoreticl mode
as the basis of their programs; these may include health education theoras, soc
psychological theories, and cognitive theories (Saunders, 2005). The model which will
be discussed here is Social Cognitive Theory because most comprelsersaidy
programs include many of its constructs in program development. This section will
include an overview of Social Cognitive Theory and then review sexuakiyedestudies

that use this theoretical perspective.

Review of Social Cognitive Theory

Social Cognitive Theory is based upon Bandura’s Social Learning Theory (1977)
which focuses on the social influences on an individual’'s behavior. Social Lggarnin
Theory explains behavior through a triadic model of interaction between cognitive
behavioral, and environmental influences. The basis of the theory is observational
learning and modeling of the behaviors, attitudes, and emotional reactions sf other
Modeled behavior is adapted through the component processes of attention, retention,
motor reproduction, and motivation. Pregnancy prevention programs based upon Social
Learning Theory would use a program leader or peer leader whose aclmeaedier
goals are thought to be appropriate for supporting the prevention of pregnancy. For

instance, using a leader who is respected by other teens who can serep@®priate
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role model (not having a child at a young age, completing school, succesgietstiade
students to postpone pregnancy and parenting (Saunders, 2005).

Social Cognitive Theory, proposed by Bandura (1986), builds upon Social
Learning Theory by incorporating the cognitive component of learning thatleskelf-
efficacy and the process of self-regulation to manage one’s behavior. Bebkavior i
explained through a triadic model of interaction between personal variables and
behavioral and environmental influences, and human functioning is viewed as occurring
through deliberate actions of an individual (Schunk & Zimmerman, 1997). For
example, if a student chooses tasks that are challenging, is persisteftien\work and
puts a lot of effort into an assignment (behavioral variables), the student withister
progress and will increase his/her self-efficacy (personal variaBlejudent who is high
in self-efficacy (personal variable) will realize a distiiag environment is not conducive
to work and therefore manage the distraction (environmental variable).

One of the major components of Social Cognitive Theory is the concept of self-
efficacy. Self-efficacy is defined as “personal judgments of oragalulities to organize
and execute courses of action to attain designated goals” (Zimmerman, 2000b, p. 83). |
other words, it is personal beliefs about one’s ability to learn or perform aibehH is
a different construct than self-esteem or self-concept in that it is wrgpacific and
focused on performance capabilities rather than personal characteffgiraastance, in
terms of pregnancy prevention, an individual may have high self-efficacy in hig &bi
put on a condom (able to perform the task) but low self-efficacy in his abilitiktevith
his partner about using a condom. Self-efficacy can be promoted through direictggeac

or instruction, using peer models performing the task, giving verbal encouragement,
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providing challenging but manageable learning experiences, and reducasg stre
surrounding the performance of the activity. Development of self-efficacteis an
important component of comprehensive sexuality programs. Skills training is used in
many programs to increase self-efficacy for specific tasks suamasunication skills,
using condoms and/or contraceptives, dealing with peer pressure, and using health
resources (Kirby, 2001).

Self-regulation is another central component of Social Cognitive Thedrny an
can be described as “self-generated thoughts, feelings, and actions flahaeel and
cyclically adapted to the attainment of personal goals” (Zimmerman, 200D4), pThe
process of self-regulation includes the interaction of three components: forethought
performance, and self-reflection. Forethought includes such thingsiag getls,
planning actions, and structuring the environment to make it conducive for learning;
performance includes attention, self-instruction, and self-monitoring of lwehaglf-
reflection includes evaluating performance based on a set standard apd&#&lhs.
These components work together in a feedback loop so self-reflection will ififgoals
were met, need to be modified, or if new goals need to be set. The self-rgguiatied
is often used in health education to assist individual behavior change for losiing, we
stopping smoking, or increasing exercise (Watson & Tharp, 2002).

Social Cognitive Theory is a useful framework for understanding the tlueabret
basis for many comprehensive-based programs. In particular, the concepetifcsatf/
is central to these curriculums so that adolescents may feel capaldearing their
own sexuality and preventing pregnancy. The next section reviews studied tela

sexuality that utilize Social Cognitive Theory.
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Sexuality-Related Studies

This section will review a few recent program interventions that incagora
Social Cognitive Theory into program planning or program implementation (Ebgle
2006; Dilorio et al., 2006a; Dilorio et al., 2006b). Three different studies will be
discussed: a school based intervention, a program promoting mother-child sexual
communication, and a program promoting father-son sexual communication.

All4You is an intervention designed to reduce the risk of HIV, STD’s, and
pregnancy in students attending alternative schools (Coyle et al., 2006). Twuanty-f
schools located in urban counties in Northern California participated in the #tirthen
schools were randomly assigned to the intervention and 11 schools served as the control
group. A total of 988 students participated in the baseline survey and 76% of the
participants had at least one follow-up survey at 6, 12, or 18 months later. The ethnic
breakdown of the intervention group was 29% African American, 27.6% Latino, 16.9%
Asian American, 12.2% White, and 14.2% other. Sixty-one percent were male and 39%
female (the control group had a comparable breakdown). The curriculum included 14
sessions (26 hours total) and was a skills-based program based on the Theory of
Reasoned Action and Social Cognitive Theory. Skills such as negotiation,
communication, and how to use condoms were included in the curriculum. The program
outcomes showed that the intervention group lesslikely to have intercourse without a
condom in the previous three months amalelikely to use a condom at last intercourse
than the control group. While this outcome was encouraging, the effects of the
curriculum did not continue at the 12 and 18 month follow-ups. The authors attribute the

diminished effect, in part, to the nature of students who attend alternative schools.
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Participant attrition was a problem and students who attend alternative schddts te
have complicated lives, which may put them at greater sexual risk than stutierdmgt
regular schools.

SET the P.A.C.E. program is an intervention designed for mothers of children
ages 6-12 years old to enhance communication skills of parents and prevent early
initiation of sexual activity in their children (Dilorio et al., 2006b). The prognas
offered as a community-based intervention in eight sites in Atlanta, Getbrgia;
participants were 94% African-American. The content of the curriculum veasl kmen
Social Cognitive Theory and included skills training to promote parental sei@ffin
communicating with their children about sexuality. The curriculum topics included
adolescent development, communication skills, peer pressure, and parental role in
monitoring children. Ten sessions were offered once per week for 2 hours. The
intervention was not offered as part of an experimental design so the program was
evaluated by participant surveys at the conclusion of the program. Overall, 9886 of
participants stated that they enjoyed and benefited from the programy-bliveepercent
of the participants felt the course content helped them communicate with thdriechil
and 89% felt their child benefited from their participation.

R.E.A.L. MEN is an intervention program designed for fathers and their sons,
ages 11-14 years old, to increase the fathers’ role in communication with their sons
(Dilorio et al., 2006a). The program was offered as a community-based intenvanti
Atlanta, Georgia and included an intervention and control condition that focused on
exercise and nutrition. A total of 277 fathers and sons participated in the study; the

participants were 94% African-American. The program was based on Sogiatie
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Theory and included skills training to promote parental self-efficacy in comationc

with their sons with the intention of delaying the initiation of sex or promoting ptieve
practices for those already sexually active. The curriculumoraseven sessions, 2

hours each session, and included adolescent development, communication skills, and
HIV/STI transmission and prevention. The results indicated statistgigiyficant

differences between the intervention and control group at the 3 and 12 month follow-up
periods. Fathers in the intervention group reported higher sex-based communication and
self-efficacy for communication with their sons. The authors attributed treases in
communication to increases in self-efficacy, with self-efficacy sgras a mediator for
increasing sex-based communication.

In sum, the three studies reviewed demonstrate the effective use of Social
Cognitive Theory in program planning and implementation of sexuality relatechpreg
(Coyle et al., 2006; Dilorio et al., 2006a; Dilorio et al., 2006b). In particular, skill
training was used in all of the programs to increase self-efficacpfmunication
and/or reducing sexual risk behaviors. These programs are comparablgnrtalesi
comprehensive sexuality education programs which also aim to increaséisatfy
through skills training (Saunders, 2005).

The next section turns to parenting styles theory which will provide a model to
understand parent-child communication about sexuality.

Parenting Styles Theory

Parenting styles are based upon the seminal work of Baumrind (1967) who

studied child-rearing practices that were associated with differdaetqpabf competence

in young children. Baumrind’s research approach was based on the assumption that
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child development was, for the most part, directly related to parental praclicescent
years, Baumrinds’ theory has come under increasing criticism as othanaiqia for

child cognitive and social development have been espoused, namely peer influence and
the school environment (Harris, 1998; Steinberg; 1996). Even so, Baumrind’s theory
still holds broad appeal and is widely cited. Her discussion of three patternsringare

-- authoritarian, authoritative (democratic), and permissive are parhjcrgévant to the
parental communication patterns discussed in this research, therefore ttyiswiH dos
reviewed.

Baurmind’s (1967) parenting styles theory is based upon her study of preschool
age children’s behavior and the childrearing practices associated wittthedrs.

Children were categorized into three patterns of competence and then theacimitpr
practices of parents of those three patterns were identified. The theragpat
parenting styles were identified as authoritarian, authoritative (dat@aind
permissive. For ease of reference, authoritative parenting style wdfdread to as
democratic to prevent confusion between similar terms used in two of the parenting
styles.

The major characteristics of authoritarian parents are discipliles shat are
nonpermissive, nonnurturant, and controlling (Baumrind, 1967). Parents who are
authoritarian are often very protective and concerned. The child is viewed as
subordinate and obedience is valued and punitive measures are used for disobedience.
There is little verbal give and take and parents believe children should follmwerihers

without questions. Children raised by authoritarian parents are charedtasibeing
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moderately self-reliant and self-controlled but also dysphoric and distai
(Baumrind, 1978).

The permissive style, often considered “laissez-faire,” is chaizstieby a parent
who is affirmative and accepting of a child’s impulses and actions. The parenst
his/her role as a resource for the child but not as an agent for shaping a childisrbeha
The child is given as much freedom as possible and is viewed as having rightsteimila
adults. Permissive parents may be very protective and loving or very self-thvélve
child raised by permissive parents is characterized as having leaosélbl, low self-
reliance, and being less organized than children of either authoritarian orrdgmoc
parents (Baumrind, 1978).

The democratic parent is characterized by being controlling and demanding but
also nurturant, communicative, consistent, and loving (Baumrind, 1967). Parents who are
democratic use rational, issue-oriented authority, recognize children’sapigund
individuality, allow verbal give and take, communicate parental policy, antaselasds
of behavior. Parents will take control when children disobey but they try to use reasoning
to shape behavior. Children of democratic parents are characterized aselfeiakant,
self-assertive, and self-controlled (Baumrind, 1978).

Even though Baumrind has been criticized for having a Western bias to her
research, there are basic communication tendencies that seem to be stableliraladi
The original study (1967) was based on White, middle class families and e w
preference for individualization which is reflective of competence in Amermeinty
rather than cooperation which is valued in many other cultures. Individual styles of

communication are supported in research on the affective nature of mother-child
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communication about sexuality (Kahlbaugh et al., 1997; Lefkowitz et al., 2000). In fact
parental patterns of communication were found to be stable across conversations rathe
than as a function of the topic, indicating that parenting styles theory can be used to
explore parent-child communication about sexuality.
Summary and Application

This research review focused on two major approaches that have been used to
reduce adolescent sexual risk behavior: (1) implementation of school sexuality
curriculums, and (2) educational programs for parents aimed at incrpaserg-child
communication about sexuality. Both research studies and theoretical médets te
school-based sex education curriculums and parent-child communication aboutysexuali
were examined. The next sections will summarize the major points ofettadure
review in relation to these two areas of research and then present the purpose and

rationale of the current study.

School-based curriculums

School-based sexuality education programs are offered as part of regular
classroom curriculum and are designed to reduce sexual risk behavior ohdedaget
of sexual activity (Kirby, 2000). The objectives of school curriculums are tcasere
sexual knowledge and to impact individual factors that are related to sexual behavior
such as communication skills and self-efficacy (Dittus et al., 2004). In thedUnit
States, most curriculums fall within two major categories: abstinersssslucation,
which promotes abstinence as the only acceptable alternative for young pedple
comprehensive sexuality education, which includes a broader range of infornmation a

includes discussion of contraceptives and condoms.
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The abstinence-only curriculums are based on Fear Appeal Theory and use fear of
the physical, psychological, and social consequences of sexual activity asishef ize
program. The underlying messages given to students regarding sexuality tend to be
negative and rely on the emotions of shame, guilt, embarrassment, and feanallf sex
activity and pregnancy prevention are addressed, the emphasis is on faelied rat
condoms and oral contraceptives (Donovan, 1998; Mayer, 1997). In addition,
abstinence-only programs have been criticized for containing incorrect dieddng
information about reproductive health, promoting religious teachings, censoring
information related to contraception and sexual health, and being hostile to gay and
lesbian youth (American Civil Liberties Union, 2007; U.S. House of Representatives
Committee on Government Reform, 2004). The abstinence-only approach is
characterized by being very controlling and directive when presentingnation. This
type of communication is comparable to the authoritarian parenting stylebaelsioyi
Baumrind (1967). In fact, qualitative studies on parent-child communication demonstrate
similarities between the approach of abstinence-only curriculums andgatenuse
authoritarian communication styles. Parents with these patterns tend tan/szafe
tactics, shame, and misinformation about contraception when interacting with thei
children (Gilliam, 2007; O’Sullivan et al., 2001; Pluhar & Kuriloff, 2004).

Reviews of abstinence-only programs have been limited because asses$ments
the programs have not been based on scientific evaluation criteria (such as random
assignment of groups and sufficient follow-up). The data that are availabé n®
evidence that the programs delay the initiation of sex or reduce the freqiisesy o

(Kirby, 2002; Kirby, 2001; United States Government Accountability Office, 2006)
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Most recently, in April 2007, the final results of a multi-year, experimevalluation of
the federally funded Abstinence Education Programs were published (Mathematica
Policy Research, Inc., 2007). The findings indicated no significant diffesdrateeen
program and control groups in abstinence rates, rate of condom use, age augilst sex
intercourse, or number of sexual partners.

The comprehensive sexuality programs take a broader view of developing
positive views of sexuality through providing information and assisting with pérsona
skill building. They are based on Social Cognitive Theory and the Health Blelokfl,

a health education theory, as the basis of program development (Rosenstock et al., 1988;
Saunders, 2005). These programs argue that the “just say no” campaigns do not work.
The curriculums explore the benefits of abstinence, but also include contraceptive and
safer sex messages. There is also a focus on personal skills trainipgaeeimecision-
making, communication, and assertiveness (SIECUS National Guidelines Task Forc
2004). Comprehensive sexuality programs strive for scientific accuraty;daie
information, and the approach attempts to be nonjudgmental in nature. The
comprehensive approach is characterized by being open to various opinions and
interactive in nature when presenting information. This type of communication is
comparable to the democratic parenting style described by Baumrind (1967itatyeal
studies on parent-child communication demonstrate similarities between tbaappf
comprehensive curriculums and parents who use democratic communicatian styles
Parents with these styles tend to be more interactive in nature and to exhibitsgpenne
comfort, and empathy when communicating with their children (Pluhar &8d€iir2004;

Rosenthal et. al, 2001).
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Reviews of comprehensive sexuality education programs have found consistent
evidence that these programs work (Santelli et al., 2006). Programs that emphasi
abstinence as the best choice but also encourage condoms and contraceptives for tee
who decide to become sexually active reduce initiation and frequency of sex and
increase contraceptive use once teens become sexually active (Guttrd@06eKirby,
2001). Comprehensive sexuality education programs are more effective thaenalest
only programs in encouraging healthier adolescent decision making and reskiaiiad)
risk taking.

Even though strong evidence of the effectiveness of comprehensive programs
exists and health professionals, parents, and teachers support comprehensive sex
education, abstinence-only programs became more common during President Bush'’s
administration (2000-2008) (Guttmacher Institute, 2006a; Santelli et al., 2006). One of
the reasons for the shift in emphasis was that there was dedicated Reuérg for
abstinence-only programs while no such funding existed for comprehensivatgexual
education programs. This shift in emphasis became evident in classroomstecross t
country where more and more teachers were teaching that abstinenceniy tvay to
prevent pregnancy and STI's. There was less and less classroom instructiorson topi
related to contraception and sexual decision making (Guttmacher Institute, 2006a). T
tide seems to be shifting towards more comprehensive-based programes\ds @ the
publication by Mathematica Policy Research Inc., in April 2007 of an evaluation of
abstinence-based programs that found no significant differences in teenade sexua
activities when compared to control groups. The election of President Obama in 2008 is

expected to bring with it with it shifts in sex education policies (The White HQ0E9).



72

Parent-child communication

Community-based programs to improve parent-child communication about
sexuality are grounded in the belief that the family plays an importantirtie i
communication of sexual values and expectations as well as modeling and shaping
behaviors through parenting practices (Dittus et al., 2004). Parent-child comnmmicati
programs aim to increase parent knowledge and comfort in talking about sexuadlity wit
their children in an effort to reduce adolescent sexual risk taking (SIECUS, 2002)
Studies examining parent-child communication about sexuality have focusedwetyens
on the impact of communication on adolescent sexual behavior, revealing complex
relationships and contradictory findings. Some studies suggest that gagata-child
sexual communication is associated with an increase in contraceptive uged @gja of
first intercourse, reduced sexual activity, and reduced risk of pregraaagngister et
al., 1995; Hutchinson et al., 2003; Hutchinson, 2002; Pick & Palos, 1995; Somers &
Vollmar, 2006). Other research suggest the opposite relationship: parendechibl
communication was associated with reduced age at first intercourse ardéacre
number of sexual partners (Clawson & Reese-Weber, 2003; Taris & Semin, 1998; Taris
& Semin, 1997). One study provided inconclusive results about parent-child
communication and adolescent risk behavior (Miller, 2002).

Various factors may be responsible for modifying the effect of parent-child
communication on adolescent sexual behavior including frequency, content, and timing
of conversations as well as comfort level of the child and parent in discussiadjtyex
related issues (Eisenberg et al., 2006; Hutchinson, 2002; Pluhar & Kuriloff, 2004).

There is evidence that parents who provide closeness, support, and warmth may
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encourage their youngsters to delay intercourse, but over-controlling oniatpasents
may inadvertently increase adolescent sexual risk behavior (Miller, 2002nt$aho
monitor their children’s behavior may also reduce the risk of adolescent pregnancy
(Miller, 2002).

Most of the studies on parent-child communication about sexuality have relied on
paper and pencil guestionnaires or phone interviews that require particpeoisglete
closed-ended questions. While this type of research can survey large grougsaf pe
the responses are limited to recall of past events and do not address theastotcte:
communication process. A number of more recent studies have attempted to overcome
this limitation by looking not just at quantity, frequency, and content of commuomcati
but also at more subtle differencesmwthe information was relayed, or parental
communication styles. These more qualitative lines of inquiry reveal phvaniations
in terms of affect (emotion) and style of communication that may accountfenedces
in how adolescents perceive the messages related to sexuality (GilliamQO280lfiyan
et al., 2001; Pluhar & Kuriloff, 2004; Rosenthal et. al, 2001).

One of the findings that has emerged is that the affect and stylistic nfature o
conversations may be just as important as the content of the discussion, and that the
emotion and style tends to be consistent across topics. The affect, or emotienal t
refers to the specific feelings that accompany conversations about sextibg
communication style refers to the “distinct manner of expression” used to comtaunica
about sexuality (Pluhar & Kuriloff, 2004, p. 309). In a qualitative analysis of
observational data between mothers and daughters, parents who exhibited the emotions of

comfort and empathy facilitated communication with their children, whilerpal
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emotions of anger and silence produced roadblocks (Pluhar & Kuriloff, 2004).
Communication that was more interactive between parent and child produced more
comfortable and willing communication, perhaps because children felt tirgbahent
listened to them. More didactic conversations in which the parent dominated the
communication may have been a turn off for children, perhaps becausdltipayeets

were not really listening to them (Pluhar & Kuriloff, 2004). Similar findings eeein

a study by Rosenthal et al. (2001) who attempted to develop a typology to describe the
different types of parent communication approaches to sexuality. Effective
communicators were identified as those who have open communication, try to make their
child feel comfortable, and consider their child’s opinion. Less effective coroatars
were identified as those who have less open communication, are uncomfortable with
sexual discussions, and do not consider their child’s opinion.

Research by Kahlbaugh et al. (1997) and Lefkowitz et al. (2000) on the affective
nature of mother-child communication supports the notion that individual styles of
communication are stable across conversations rather than varying asamfohttte
topic. In other words, parental communication style is consistent betweeo-day-t
conversations that are relatively innocuous and more emotion-laden conversations about
sexuality. These differences in communication patterns have also been weledtedim
in the parenting literature and are called “parenting styles.” Much of$hassion of
parenting styles is based upon the work of Baumrind (1967), who noted three patterns of
parental control and parental support which are authoritarian, democratic (atitre)rit
and permissive styles (Bailey, 2005). When communicating about sexualitytspare

who are authoritarian in style are expected to be more directive, negative, a
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judgmental. This communication style is similar to techniques used in atzstioaly
sexuality education. When communicating about sexuality, parents who argaknoc
in style are expected to be more interactive, positive, and non-judgmental. Thi
communication style is similar to techniques used in comprehensive-only sexuali

education.

Purpose

The purpose of this study was to extend and expand upon previous research by
using a population that is underrepresented in the literature and is dispropostionatel
affected by health problems related to adolescent sexual activity. i6ggithis study
(1) identified what parents think schools should include in sexuality education
curriculum, (2) identified either democratic or authoritarian parentingsstsgnd (3)
explored how parents respond to common questions children ask about sexuality.

This research utilized quantitative (Study A) and qualitative methoddy( &).
The quantitative methods used in this research contrast to previous resehareh i
ways: method of administering questionnaire, source of study population, and
demographics of population. The most recent quantitative research surveying parental
views of school sexuality curriculum have been two national surveys (Bleally et a
2006; Kaiser Family Foundation, 2004), two statewide surveys in the Southern United
States (Ito et al., 2006; Lindley, et al., 1998) and a survey in a city in the Midvwistl
States (Lewis, et al., 2001). All of these surveys were conducted oveletiteotee,
except for Bleakly et al., (2006) who conducted an on-line survey. This study abllecte
data though a self-administered questionnaire because of the inconsistebtliéyaila

phone service and computer usage in the study population. The source of the study



76

population was an urban community college and the participants were parents from
diverse backgrounds.

The qualitative portion of this study also used a different approach in obtaining
data. The methodology used in previous qualitative studies has been focus groups or
observational research of parent-child communication interactions (Gilliam, 2007,
Kahlbaugh et al., 1997; Lefkowitz et al.; 2000 O’Sullivan et al., 2001; Pluhar & Kuriloff,
2004). This study interviewed parents individually by asking them how they responded
to common questions their children asked about sexuality. This interview technique
enabled the researcher to code responses in a manner that reflectedarimeinioation
and parenting styles as well as their attitudes toward sexuality. Inoadditlividual
interviews reduced social desirability effects and allowed participarfis¢ responses
unaffected by other respondents.

The source of the study population was an urban community college, in contrast
to previous studies that recruited participants from health clinics (Gjlkav; Pluhar
& Kuriloff, 2004), elementary/middle schools (Kahlbaugh et al., 1997; Lefkowitz et al.,
2000) or through local community outreach efforts (O’Sullivan et al., 2001). This
population has not been considered in previous research; parents who are attending a
community college are focused on upward social mobility for their famiwash to
serve as positive role models for their children (Maddox, 2006). Thus, both the content
and style of their communication with their own children were examined througmthe le
of parents who have high aspirations for their children.

The demographic characteristics of this study population were also vemgdiff

than the characteristics of participants in other related research vp#ttirés income
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level, race, country of origin, and religious affiliation. In previous quaivigaesearch
on parental opinion of sexuality education, the majority of respondents were Caucasian
(over 70%) and earning incomes of over $25,000 per year (Bleakly et al.; Ito et al., 2006;
Kaiser, 2004). In contrast, the current study population was diverse and low income.
Only 35.5% of the students surveyed at the college have family incomes over $25,000
while 64.5% earn less than $25,000 per year (n = 270; CIRP Institutional Summary,
2003).

The racial breakdown of this study population is 52% Hispanic, 37% Black, 3%
White, 3% Asian/Pacific Islander and 5% other (n = 8,935; BCC InstitutiorsadReh,
2007). While several studies examining parent-child communication have spigcifical
examined diverse populations, differentiation was based solely on race/gthnatit
country of origin (Gilliam, 2007; Nwoga, 2000; O'Sullivan et al., 2001; Pluhar &
Kuriloff, 2004). A recent survey of students in the study population identified 43% of the
respondents as having been born outside of the United States, with 25% of that number
arriving after the age of 12 years (n = 348; CIRP Institutional Summary,.2803)ents
born outside of the United States represent countries from all over the world including
those in the Caribbean, South America, Central America, Africa, Asia, Middte &l
Europe. English isotthe native language of 38.6% of the respondents (n = 342). The
participants’ religious affiliation includes 31% Roman Catholic, 20% other @m;jst%
Baptist, 5% Islamic, 19% none, and 18% other religion, suggesting a very divelset st
body (n = 317; CIRP Institutional Summary, 2003).

This study is particularly relevant because of the increasing preeabén

immigrant populations residing in the United States. These populations have been



78

underrepresented in the literature and have been disproportionately affetd#eddpe
pregnancy, sexually transmitted infections, and AIDS. According to the €dater
Disease Control and Prevention (2006), Black and Hispanic teenagers havediagger r
of sexual activity when compared with White teenagers, thus increadiadais
unintended pregnancy and sexually transmitted infections. Pregnancyrdesnhgers
between the ages of 15-19 are 134.2 per 100,000 for Blacks and 131.2 for Hispanics as
compared to 65.0 for Whites (Guttmacher Institute, 2006b). Black and Hispanic young
adults between the ages of 13-24 are also disproportionately affectet oyp&king up
more than half (55%) of all reported cases in 2004 (Centers for Diseasel@odtr
Prevention, 2006).

In sum, this research study is important because the sample is diversiBngclu
many new immigrants who are underrepresented in the literature and are
disproportionately affected by teenage pregnancy, sexually transmitetans, and
HIV/AIDS. There is an increasing prevalence of immigrant populatieiding in the
United States and it is important to understand their opinion of what topics they think
schools should teach their children, particularly since their traditional andatuiarms
may be at odds with American teaching methods. This study is also importamgéeca
little qualitative information is available on what parents are actsaljing and how
they are saying it when they speak to their children. It is important to tenainew
diverse groups of parents are actually responding to questions children ask abbome a
sexuality and if the messages are consistent or conflict with outside inuence

Understanding the relationship between these factors will be importaniriorgga
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parental support for school-based sexuality education programs as welthaes for

development of appropriate programs to assist parents with sexuality edwatdiome.
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Chapter 3: Study A

Research Design

This research study was correlational and used cross-sectional datgedolle
through quantitative measures. The quantitative data were collected through self
administered questionnaires. Parents of children between the ages of 6 aars bldye
were asked to fill out a questionnaire that contained a closed-ended kidert-s
guestionnaire indicating what content they think school sexuality curriculumdshoul
include (School Sexuality Education Questionnaire), a parenting styles questionna
(Parenting Styles and Dimensions Questionnaire), and background information.
Hypotheses and Rationale

Hypothesis 1 through Hypothesis 6 comprise the quantitative portion of the study
and entail the responses on the self-administered questionnaires. Dattaefi®chool
Sexuality Education Questionnaire (SSEQ) are examined in relation to therdphog
characteristics of the participants and the responses on the Parentingu&lyles
Dimensions Questionnaire (PSDQ).

According to the most recent National and state-wide surveys of public opinion of
school sexuality curriculum, the majority of respondents overwhelmingly supputea
comprehensive curriculum, i.e., includes contraception and condom use (Bleakley et al.,
2006; Ito et al., 2006; Kaiser Family Foundation, 2004; Lewis, et al., 2001; Lindley, et
al., 1998). The sample population in this study differs substantially from these other
surveys; in other samples, over 70% of respondents were White, while this sample

population is diverse in terms of ethnicity and country of origin. The majority ofrggide
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at BCC are from diverse cultural backgrounds and from religious upbringingb et
generally characterized as “socially conservative” (BCQtuiginal Research, 2007,
CIRP Institutional Summary, 2003). Therefore,

H1: Parents drawn from this population will be less likely to endorse the teaching
of various “key topics” in sex education as defined by their responses to the SSEQ.
Specifically, the proportion, or percentage, of the study sample who beliewadtmat
topic is “somewhat” or “very” important to teach will be significantlysléisan 51%, a
figure consistent with the idea of a majority point of view.

In order to test this hypothesis, a series of binomial tests will be conducted to
determine whether the proportion of the sample which endorses the teaching of each
topic is significantly different from the 51%, again, a figure selectedulseaa
operationalizes the idea of a majority point of view.

Studies related to religion and secular beliefs generally show patterow of h
religious views affect other aspects of life and that more frequentipation in
religious activities serves to reinforce religious morals and views I(Sati07). Based
on data from other studies of parental opinion of school sexuality education (Bletkley
al., 2006; Lindley et al., 1998), it has been found that individuals who attend religious
services more frequently are less likely to endorse sex education. Therefore

H2: Parents drawn from this population who report more frequent attendance at
religious services will report lower levels of endorsement of teachingdigation
topics as defined by their mean scores on the SSEQ.

In order to test this hypothesis, a Pearson correlation will be used to eshiemate

magnitude, direction, and statistical significance of the relationship het@tesdance at
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religious services and the level of endorsement of teaching sex educatiostindthe
sample of parents.

Studies related to teaching sex education have found that the majority o§parent
support school sex education commencing in the middle school as compared to
elementary or high school (Ito et al., 2006). In addition, teaching sex education at
puberty age is relevant because of a child’s physical and emotional degatopm
(O'Sullivan et al., 2001). Therefore,

H3: Of those parents who endorse teaching sex education in New York City
public schools, the majority (> 51%) will identify middle school as the time tat@isex
education rather than either elementary school or high school.

In order to test this hypothesis, a univariate frequency distribution will be re-
expressed as percentages in order to determine whether the majority of [patieat
sample who endorse the teaching of sex education in New York City public schools
believe it should commence in middle school.

Studies related to parent-child communication about sexuality have found
differences in the amount and type of parental communication based on raceyethnicit
(Hutchinson, 2002; Lefkowitz et al., 2000; O’Sullivan et al., 2002). However, these
studies did not distinguish between individuals born in the United States and individuals
who immigrated from other countries (e.g., African-American can indBlaek parents
born in the United States, Africa, or the Caribbean). Immigrants may apmeruality
education differently than those born in the United States. Immigrants rodyedisss

acculturated into the appropriateness of sexuality as a school subject because the
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originate from countries considered more “socially conservative” than thed Biates.
Therefore,

H4: Parents born in the United States will report higher mean levels of
endorsement of teaching sex education as measured by the School Sexualtipicduca
Questionnaire (SSEQ) than will parents born outside of the United States,dtirespé
race/ethnicity.

In order to test this hypothesis, a two-way analysis of variance willlbglaizd.

Based on Hypothesis 2 and Hypothesis 4, an exploratory analysis of the relative
contributions of religious affiliation and country of origin will be calculategpdihesis
2 predicts that parents who attend religious services more frequently wallse@r on
the SSEQ, but it is unknown if religious affiliation has any impact on pareetavi
Hypothesis 4 predicts that parents born in the United States will score higher on the
SSEQ than parents born outside of the United States, but we do not know if there is any
relationship between specific countries of origin and parental views of seatieduc
Therefore,

H5: There will be a relationship between the level of endorsement of teaching sex
education and the following independent variables: (1) religion, and (2) countrgiof ori

This hypothesis will be evaluated by conducting an additive, two-way anafysis
variance in which the two independent variables will be used to predict the level of
endorsement of teaching sex education. (It may be necessary to collegseies of
both religion and country of origin in the event that some of the categories of these

variables have small sample sizes).
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Research suggests that individual parental communication styles areastake
conversations rather than as a function of the topic (Kahlbaugh et al., 1997; Lefkowitz et
al., 2000). Therefore, it is hypothesized that parental communication style shoaid re
consistent for conversations related to sexuality. Based on Baumrind’s (1%&#thes
on parenting styles, parents who are identified as having democratic pgustgtes are
expected to communicate with their children about sexuality in an open, positive, and
interactive manner and would thus, be more likely to endorse teaching of sexaducati
topics in school. Parents who are identified as having authoritarian parentisgstyle
expected to communicate with their children about sexuality in a less open, negadive
directive manner and would thus, be less likely to endorse teaching of sex education
topics in school. Therefore:

H6: Parents who express a relative preference for democratitipgrstyles as
compared with authoritarian parenting styles will more strongly endeastihg sex
education topics.

The relative preference for democratic parenting styles will be opeadiied by
subtracting each parent’s level (mean) of endorsement of authoritareartipgistyles
from their level (mean) of endorsement of democratic parenting styledifflrence
will then be correlated with their mean score on the SSEQ.

Participants

Participants were students attending Bronx Community College/CUNY during the
Spring 2008 and Fall 2008 semesters. A total of 207 students participated in théaresearc
study. The criteria for inclusion in the study were that the student had to beahegdar

a child between the ages of 6 and 17. If the parent had several children, the oldest child
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could not be older than 17. To participate, the parent had to live with his/her oldest child.
Initially, participants were recruited through the Introduction to Psychdieg§y 11)
subject pool. This subject pool represents a cross-section of students who attend the
college. Approximately 1,000 students were enrolled in the Introduction to Psygholog
classes each semester and all students were required to participasearalr study to
complete their course requirements. After 2 months, recruitment was expamnggei
level Psychology classes as well as the Health, Physical Education, 4ndséd/e
Department, and the Nursing Program.
Procedure

Institutional Review Board (IRB) approval was obtained at Bronx Community
College and The City University of New York Graduate Center. A flyecrdesg the
research study (previously approved by the IRB and Psychology Departnseatéte
Coordinator) was posted on the Psychology Department’'s Research Bullatih(8=za
Appendix A for recruitment flyer). Sign-up sheets for the research stuayalser
posted on this bulletin board (this was a requirement of the Psychology Dagartme
which included the date, time, and room the study would take place. Various time slots
were offered during the day, evening, and weekend hours to make participation in the
study accessible for as many students as possible. Sign-up sheets wezenthed
from the bulletin board prior to the session. In addition to posting the information,
psychology instructors were contacted through email and flyers distritautieelir
mailbox requesting that they advertise the study in their classes. SBaealeer also

visited psychology classes to advertise the research study.
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After two months, recruitment was expanded to upper level Psychology classes as
well as the Health, Physical Education, and Wellness Department, and thegNurs
Program. The researcher made arrangements with individual instructors tioensi
classes at the end of the class session. An effort was made to visit day, ,em@hing
weekend classes. An announcement was made by the researcher aboeafar sasdy
and students were asked to volunteer if they met the study criteria. Theheseayuld
stay after class so that volunteers could complete the questionnaire.

The questionnaires were all numbered on the first page and the same number
appeared on the contact page at the end of the survey. The contact page was optional for
students who wished to volunteer for the second part of the research study (Study B)
where participants would be paid $20 for being interviewed by the researchen. Whe
students completed the questionnaire, the contact page was separated from the
guestionnaire to maintain confidentiality. The consent forms, questionnaire, and contac
information were kept in separate folders and locked in an office file cabinet.

Once the volunteers were ready to complete the questionnaire (recruiiiment e
through class announcements or bulletin board sign up), they were reminded of the
criteria for participation (see Appendix A for verbal instructions). PAasticipant who
did not meet the criteria for the study was excused. Consent forms welaitbstand
read by the participants. The researcher then described the studydsreefipswered
any questions. Consent forms were signed and collected. The questionnaires were
distributed, verbal instructions were given, and participants were asked to wthple
forms. Upon completion of the questionnaire, students who were receiving psychology

research credit were given a signed “receipt” to give to their profabsomas a form
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provided by the Psychology department). All students were thanked for their
participation.
Instruments

Background Informatior A total of 13 demographic questions were included to
describe the characteristics of the sample population. Questions 1-4 colléated da
participant gender, age, marital status, and ages and sex of children. Qu&esatidré
pertained to ethnic category and country of origin. The ethnic categorizatigdhevas
same as survey instruments used by the Bronx Community College (BCE) afffi
Institutional Research. The country of origin categories (Dominican RepGilana,
Jamaica, Nigeria, Puerto Rico, United States) included the top six countriesB@@
students originate from as identified by the BCC Office of Instituti®®search.
Questions 7 and 8 pertain to religious affiliation and attendance at religivicese The
categories for religious affiliation were obtained from survey data BQ@ Institutional
Research and included the most common categories identified by students (CIRP
Institutional Summary, 2003, p. 110). Question 8 asked the participants to check how
often they attend religious services; this item has been used by Blealdéy {28ex
education opinion research.

Question 9 asked the participants if their first language is English. Ifdpense
was no, the participant was asked to complete questions 10-13 which pertained to level of
acculturation. These four items were recommended by the authors of the Short
Acculturation Scale for Hispanics to be used as a shortened version of the &2atem
without reducing validity or reliability of the instrument (alpha = .90) (Matial e

1987). In a communication with Gerardo Marin (personal email communication,
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October 31, 2007), he gave permission to use the four item scale and stated that wording
could be changed from the original version which states “Spanish” to “Othetidgag
Scoring of the items is calculated by averaging responses across itesosrefetween

1 and 2.99 indicates less acculturated and a score between 3.00 and 5.00 indicates more
acculturated.

School Sexuality Education Questionnaire (SSEQhe sex education topics
included on the SSEQ were adapted from the Kaiser Family Foundation Sex Education in
American Survey (2004, 2000) and a recent study of parental opinions of sexuality
education in North Carolina conducted by Ito et al. (2006). The Likert scale format tha
was used in this questionnaire was adapted from Ito et al. (2006). Both of thesshresea
studies used their instrument in a telephone survey while in the current study, this
instrument was used as a self-administered questionnaire (see Appendird@dor
information on Kaiser, 2004 and Ito et al., 2006).

The SSEQ included at total of 18 sexuality education topics (for example,
reproduction, HIV/AIDS, birth control methods). Participants were asked to rate the
importance of each curriculum topic on a Likert scale from 1 to 5. The rangeasrans
includes: 1-opposed to teaching, 2-not at all important, 3-not too important, 4-somewhat
important and 5-very important. Mean scores were calculated by addinghuipeeac
response for a total score and then dividing the total score by the number of items
answered (range from 1 to 5). All items were scored in a positive dirsctithrat the
higher the mean score, the more in favor of school sexuality education; andehéilew
mean score, the less in favor of school sexuality education.

An additional four items (#19-22) were included at the end of the SSEQ to check
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the consistency of responses to the SSEQ as well as offer additional indormlaich

may affect individual responses. Items #19 and #20 refer to the presentation @fl mater
and messages that parents think schools should offer. These items were adapted from
Kaiser (2000) survey that dealt with the messages students receiveddoerse Item

#21 asked parents if sex education should be taught in New York City public schools and
if so, at what grade level. Item #22 asked what type of school their child adtehds
sexuality education is taught in their child’s school.

Parenting Styles and Dimensions Questionnaire (PSBTHe PSDQ was
developed by Robinson, Madleco, Olsen, and Hart (PSDQ) in 1995 (Robinson et al.,
2001). The scale measures authoritative (democratic), authoritarian, ansisparmi
parenting styles for parents of children up to the age of 12 years. The origi»@liB a
62-item self-administered questionnaire that was developed using expldaatory
analysis. A shortened version of the original instrument was developed by the
researchers using structural equation modeling/confirmatory factiysesnand includes
a 32-item measure. The reported Alphas for the 32-item questionnaire on the three
parenting styles are .83, n = 1414 (authoritative/democratic), .81, n = 1414
(authoritarian), and .65, n = 1414 (permissive). Numerous research studies hawk utilize
the PDSQ to investigate relationships between parenting style and child befaavior (
example, Porter et al., 2005), examine cross-cultural differences in pgréatin
example, Coolahan, et al., 2002; Wu et al., 2002), and study parenting behavior
(Chipman et al., 2000). To date, no publications appear to have examined the relation
between the PSDQ and responses to a parental attitude scale, as done in the current

research study. (see Appendix D for more details on use of the PSDQ).
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This research study utilized items from the 32 item PSDQ to measure only
authoritative (democratic) and authoritarian parenting styles. Since pgmpasenting
styles were not included, the questionnaire contained only 23 items as per
recommendation and permission from the author (personal email communication with
Clyde Robinson, April 30, 2007). The permissive parenting style was not included
because there was no analogous sexuality education curriculum for gamparhe
PSDQ has three forms of the questionnaire: a Mother's Form, a Father’'s RdranCeae
Parent Form. The Mother’'s and Father’'s Forms ask the parent to rate themselve
rate their spouse on each item. The One Parent Form was used in this resdgrch st
because answers were examined in relation to individual answers on the SSEQ and the
gualitative interview. Participants were asked to answer questions based oidtsti
child so that all measures in this research study consistently referciolésé child.

The PSDQ used a Likert scale to rate “how often you exhibit certain behavior
towards your child.” The rating scale included 1-never, 2-once in awhile, 3-athiooft ha
the time, 4-very often, 5-always. The 23-item scale included 11 democraticanems
authoritarian items. Scoring of the PSDQ was calculated as described by Robalson e
(2001); mean scores of the Democratic and Authoritarian items wereatattul
separately to obtain a mean Democratic score and a mean Authoritarian sdoge
mean score of the 11 Democratic items (#1, 3,5, 7, 9, 11, 13, 15, 17, 20, 22) was
calculated to obtain the overall Democratic Parenting Style score. Asoeanof above
3 on Democratic Parenting Style items indicates that a parent is more d&er(@sraer
Robinson et al., 2001). In addition to calculating the overall mean of the Democratic

Parenting Style score, the individual means of the sub-factors of the Démscade
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were also calculated. The sub-factors include (1) connection dimensiontl(veanan
support) -- items 1, 9, 11, 7, (2) regulation dimension (reasoning/induction) — items 22,
17, 20, 5, and (3) autonomy granting dimension (democratic participation)— items 13, 15,
3.

The mean score of the 12 Authoritarian items (#2, 4, 6, 8, 10, 12, 14, 16, 18, 19,
21, 23) was calculated to obtain the overall Authoritarian Parenting Style gcarean
score of above 3 on Authoritarian Parenting Style indicates that a pareneis mor
authoritarian (as per Robinson et al., 2001). In addition to calculating the oveaallah
the Authoritarian Parenting Style score, the individual means of the sub-factioes of
Authoritarian scale were also calculated. The sub-factors include (1rahgsercion
dimension -- items 2, 6, 23, 14, (2) verbal hostility dimension — items 12, 10, 16, 21, and
(3) non-reasoning/punitive dimension — items 8, 19, 18, 4 (see Appendix D for more
information on coding of the PSDQ).

Results

Demographic Characteristics

Out of 207 completed questionnaires, 191 were included for analysis. Sixteen
guestionnaires were eliminated because the respondents did not meet the stialy crit
(age of the oldest child was not between 6-17). The demographic charastefigie
participants are presented in Table 4. The majority of the participardswathers
(85.8%) and half of the sample reported being married or living with a domestierpart
(50.3%), 39.3% were single, and 9.9% were divorced/separated. The mean age of
participants was 32.7 years (SD = 6.60) with a range of 22 to 60 years. Childreh range

in age from 6 tol17 (M = 10.97, SD = 3.59); 56% were females and 44% were males.
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Almost half of all participants were from Latino/Hispanic backgrounds (48.2¢%b)tkne
second largest group being Black/non-Hispanic (44.5%); the remainder of participants
included White/non-Hispanic (3.7%), 1% Asian or Pacific Islander (1%) and Other
(2.6%). Country of origin included Dominican Republic (22%), Puerto Rico (18.3%),
United States (16.8%), Jamaica (13.1%), Ghana (5.2%), Nigeria (2.6%), and Other
(21.5%). The 41 participants categorized as Other included a total of 26 different
countries (See Appendix E for a complete list of countries of origin).

The majority of participants identified as Roman Catholic (41.4%) or Other
Christian (33.5%) with smaller percentages for Baptist (7.3%), Islé&héd), other
religion (3.7%), and none (11%). Of the participants identifying as Other @hyidte
largest group were Pentecostal (n = 20) with the remainder being fiftaen CHhristian
religions (see Appendix F for a complete list of religions). Many ppatnts reported
attending religious services regularly with 13.1% attending more than once a week,
24.6% attending once a week, 15.2% attending once or twice a month; other participants
reported less regular attendance with 23% attending a few times a yéés,dite a
year or less and 9.4% never. English was a first language for 66% of tiegppats and

not a first language for 34% of participants.
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Study A: Summary of Participant Characteristics
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(n=191)
Characteristics n %
Parent Gender
Female 164 85.8
Male 27 14.1
Marital Status
Single 75 39.3
Married/domestic partner 96 50.3
Divorced/separated 19 9.9
Child Gender
Female 107 56
Male 84 44
Ethnicity
Latino/Hispanic 92 48.2
Black/non-Hispanic 85 44.5
White/non-Hispanic 7 3.7
Ethnicity
Asian or Pacific Islander 2 1
Other 5 2.6
Country of Origin
Dominican Republic 42 22
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Study A: Summary of Participant Characteristics continued

Characteristics n %
Puerto Rico 35 18.3
United States 32 16.8
Jamaica 25 13.1
Ghana 10 5.2
Nigeria 5 2.6
Other 41 21.5

Religion
Roman Catholic 79 41.4
Other Christian 64 33.5
Baptist 14 7.3
Islamic 5 2.6
Other Religion 7 3.7
None 21 11

Questionnaire Data

The next sectioaddresses thenalysis of th&school Sexuality Education
Questionnaire (SSEQ)A frequency analysis was calculated for all 18 sex education
topics (see Table 5). The range of responses included: 1-opposed to teaching, B-not at a
important, 3-not too important, 4-somewhat important, and 5-very important (see Table
5) The Likert-scale items 4 and 5 were collapsed (4- somewhat importanty5 - ve
important) and were counted as having been endorsed. Overall, resultsd¢vabthe

majority of parents were supportive of teaching most of the sexuality emtutapics in
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school. Specifically, 11 out of 18 topics were supported by 80% or more of parents,
while support for 4 of the topics ranged from 62.9% to 70.1%, and only 3 topics received
50% or less support. The topics that received 50% or less support are considered
controversial topics -- masturbation (50.8%), oral sex (49.7%), and anal sex (48.1%).

These data seem to be consistent with two survey questions related to tgemess
and emphasis of school sexuality education; the majority of respondents endorsed a har
reduction, rather than abstinence-only approach to school sexuality education. They
thought that the main message of school sex education should be “Teaching that young
people should wait to have sex, but if they don’t they should use birth control and
practice safe sex” (86%), rather than “Teaching abstinence untilagii(12%). In
addition, 89% of respondents thought that sexuality education should emphasizedSex i
healthy and normal part of life” rather than “Sex is something to avoid arid 8é4y.

The finding that most parents were in support of sex education was contradictory
to Hypothesis 1 which stated that parents drawn from Bronx Community College would
Table5

Fregquency of Endorsement of Topics on the SSEQ

n=191
Endorsement of Teaching
1l-opposed 2-notatall 3-nottoo 4-somewhat 5- very
to teaching important important important important
Topic n (%) n) n (%) n (%) n (%)
1. Basics of reproduction*** 0 2 (1) 8 (4.2) 44 (23) 136 (71.2)
2. Transmission & 0 1(.5) 2(1) 11 (5.8) 177 (92.7)

prevention of HIV/AIDS***

3. Transmission & 0 1(.5) 6 (3.1) 10 (5.2) 174 (91.1)
prevention of STI's***
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Freguency of Endorsement of Topics on the SSEQ

Endorsement of Teaching
1-opposed 2-not at all 3-nottoo 4-somewhat 5- very
to teaching important important important important

Topic n (%) n (%) n (%) n (%) n (%)

4.How to get tested & treated4 (2.1) 2 (1) 8 (4.2) 25 (13.1) 152 (79.6)
for HIV/AIDS & STI's***

5. How to prevent sexual 0 1(.5) 5 (2.6) 18 (9.4) 165 (86.4)
abuse***

6. How to use birth control 9 (4.7) 4(2.1) 15(7.9) 48(25.1) 112 (58.6)
methods ***

7. Effectiveness and failure 9 (4.7) 5(2.6) 23(12) 45 (23.6) 108 (56.5)
rate of birth control***

8. Where to get birth 15 (7.9) 8(4.2) 30(15.7) 34(17.8) 103 (53.9
control**

9. How to use condoms*** 13 (6.8) 8(4.2) 15(7.9) 36(18.8) 117 (61.3)

10. How to deal with the 2(1) 2(1) 7 (3.7) 20 (10.5) 160 (83.8)
pressure to have sex***

11. How to talk with parents 1 (.5) 1(.5) 3(1.6) 21 (11) 163 (85.3)
about sex ***

12. How to talk with partner 12 (6.3) 7(3.7) 15(7.9) 20(10.9) 135 (70.7)
about birth control, STI's***

13. Abortion** 37 (19.4) 4(21) 23(12) 42(22) 83 (43.5)
14. Masturbation * 40 (20.9) 17 (8.9) 36(18.8) 45(23.6) 52(27.2)
15. Oral Sex* 44 (23)  18(9.4) 33(17.3) 36(18.8) 59 (30.9)
16. Anal Sex* 58 (30.4) 17 (8.9) 24 (12.6) 35(18.3) 57 (29.8)

17. Sexual Orientation** 21 (11)  11(5.8) 25(13.1) 43 (22.5) 91 (47.6)

18. Classroom 32(16.8) 12 (6.3) 26(13.6) 49 (25.7) 71(37.2)
demonstrations of how to use
condoms**



97

* **>80% parental support
** 50% to 80% parental support

* < 50% parental support

beless likelyto endorse the teaching of various “key topics” in sex education. A series of
binomial tests was calculated to determine whether the proportion of the sarhple tha
endorsed the teaching of each topic is significantly less than 51%, adejected

because it operationalizes the idea of a majority point of view. Hypothesis 1 was not
supported; none of the 18 items were found to be statistically less than the testgroporti
of .51 (51%). In fact, in all but 3 cases, the observed proportions were significantly
greaterthan .51 (range from .61 to .99, i.e., from 63%-99% support; all p < .001), that is,
in the opposite direction than predicted. In the 3 cases that were not statistically
significant (no difference between the majority view point of 51% and percentage of
parents endorsing each item), the items were very close to the test vall€5i%) --
masturbation (51%), oral sex (50%), and anal sex (48%).

Hypothesis 2 tested whether parents who reported more frequent attendance at
religious services would report lower levels of endorsement of teachinglseatien as
operationalized by their mean score on the SSEQ. Attendance at relgiaosswas
rated on a scale from 1 to 6 (1- never, 2- once a year or less, 3- a few times4a ye
once or twice a month, 5- once a week, and 6- more than once a week). A Pearson
correlation was calculated between the frequency of attending relggouises and the
mean score on the SSEQ. A statistically significant negative correlation20, p = <

.05) was found. While the correlation is modest, it supports Hypothesis 2. That is to say,
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parents who attend religious services more frequently were less likely tcesaar
education.

Hypothesis 3 tested whether the majority of parents who endorse teaching sex
education in New York City public schools identify middle school as the time taénitia
sex education rather than either elementary or high school. A univariate frequency
distribution analysis supported this hypothesis. One hundred and eighty five parents out
of 191 responded “yes” to the question “Should sexuality education be taught in New
York City public schools?” Of these 185 respondents, 60.2% (n = 115) selected middle
school as the time to initiate sex education while only 19.4% (n = 37) selecteatalgme
school and 17.3% (n = 33) selected high school.

Given the diversity of the student population at Bronx Community College, it
was anticipated that parents who originate from more “socially conservebuntries
would be less likely to support the teaching of sex education in school. Based on this
assumption, Hypothesis 4 stated that parents born in the United States would report
higher mean levels of endorsement of teaching sex education than parents borrobutside
the United States. To test this hypothesis, a two-way analysis of vanas@nducted
using “birth country” and “race” as the independent variables and the SSEQ as the
dependent variable (see Table 6). Birth country was operationalized as panerirts bor
the United States (n = 29) and parents not born in the United States (n = 147). Race was
operationalized as Latino (n = 91) and Black (n= 85) (see Table 7). The fincbngs f
this analysis indicate that there are no statistically significaint efgects for either birth

country (F =.034, df = (1, 172), p = .854) or race (F = 1.465, df (1, 172), p = .228). There
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is also no statistically significant interaction between birth country andFaed..132, df
(1, 172), p = .289) regarding support of school sex education.

Table6 Two-Way Analysis of Variance for Birth Country and Race

Source df F p

Birth Country 1 .034 .854
Race 1 1.465 .228
Birth Country * Race 1 1.132 .289
Error 172

Table7 Comparison of Means on the SSEQ for Birth Country and Race

Race Birth Country Mean SD n
Latino Bornin U.S. 4.20 .740 4
Not Born in U.S. 4.37 .636 87
Total 91
Black Born in U.S. 4.17 .686 25
Not Born in U.S. 3.94 723 60
Total 85
Total Born in U.S. 4.178 .680 29
Not Born in U.S. 4.19 .704 147
Total 176

Hypothesis 5 explored the relative contributions of country of origin and religion
to scores on the SSEQ. This analysis was not conducted using a conventional multiple

regression program but rather using a conventional analysis of variance pbagpause
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the two predictors, country of origin and religion, are multi-categoried gicedi

variables. By using an analysis of variance program to conduct this anailysasier to
compare each category of each predictor with the other categoried shine predictor.
The general linear models program of SPSS (GLM) was used to conduct the analysis

Before conducting the analysis, it was necessary to collapse casdgdhe
country of origin variable in order to eliminate categories with insufficiamyse sizes
for this analysis. The operational definition of country-of-origin contains thanfit
“broad-banded” categories: (a) Africa (n = 17), (b) Caribbean and Lateridan(n =
120), and (c) United States (n = 30). The same logic was used to collapse ategorie
Religion into (a) Roman Catholic (n = 78), (b) Other Christian (n = 78), and (c) no
religion (n = 21).

As seen in Table 8 below, there are no statistically significant eftaateuntry-
of-origin (F = 1.467, df = (2,158), p = .234), religion (F = 1.617, df = (2,158), p = .202),
or their interaction in terms of support for sex education (F = 0.831, df (4, 158), p =
507).

Table8 Two Way Analysisof Variance

Source df F p
Country 2 1.467 234
Religion 2 1.617 .202
Country * Religion 4 0.831 507
Error 158

TheParenting Styles and Dimensions Questionnaire (PSb&3)used to

determine if a parent expressed a relative preference for deraguaanting styles as
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compared with authoritarian parenting styles. The PSDQ has only been valotated f
with children under age 12, so the participants were sorted into an under age 12 group
and an over age 12 group. Out of the 191 participants who completed the PSDQ, 118
(61.8%) were parents of children under age 12 and 73 (38.2%) were parents of children
over age 12.

The PSDQ used a Likert scale to rate “how often you exhibit certain behavior
towards your child.” The rating scale included 1-never, 2-once in awhile, 3-athiooft ha
the time, 4-very often, 5-always. Table 9 lists the range of scores fovehal means

Table9 Scoreson the PSDQ for Parents of Children Under age 12

(n=118)
Std.

Scale Minimum  Maximum Mean Deviation
DEM MEAN 2.27 5.00 4.1737 46106
D 1 connection 3.00 5.00 4.5932 47004
D2 regulation 1.25 5.00 4.4018 .61321
D3 autonomy 1.00 5.00 3.3023 .90869
AUTH MEAN 1.08 3.11 1.7941 42073
Al physical 1.00 2.75 1.5727 41753
A2 verbal 1.00 4.00 1.9379 .64708
A 3 punitive 1.00 3.75 1.8545 .66953

NET PREFERENCE-.31 3.64 2.3796 .72589
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on Democratic and Authoritarian scales as well as their subscales. eftRce is also
listed in Table 9 which is the difference between the mean Democratic sedribea
mean Authoritarian score. The mean scores on the Democratic scale werg/taigge
from 2.27 to 5.0) than the mean scores on the Authoritarian scale (1.08 to 3.11). When
each parent’s “level” (mean) of endorsement of Authoritarian Parestiytes was
subtracted from their “level” (mean) of endorsement of Democratic Pagestiiles, all
but one parent expressed a net preference for Democratic Parenting. Whemwecere
broken out for the Authoritarian subscales, slightly higher scores were sd¢la Werbal
hostility dimension and the non-reasoning punitive dimension than the overall
Authoritarian mean. The higher overall scores on the Democratic Scalesnaistent
with results reported by the authors of the measure (Robinson et al., 1995; see Appendix
D for more information on the PSDQ).

Hypothesis 6 stated that parents who express a relative preference dorateim
parenting styles as compared with authoritarian parenting stylesiaendl strongly
endorse teaching sex education topics. Only data from the under age 12 group was used
to analyze this hypothesis (n = 118). To analyze this hypothesis, each pareni’s “leve
(mean) of endorsement of authoritarian parenting styles was subtractethéir “level”
(mean) of endorsement of democratic parenting styles. This “net balanesisxothen
correlated with their mean score on the SSEQ using a Pearson correlationerueffi
The findings from this analysis do not support the claim made in this hypothesiss, That
there is no relationship between the degree of relative preference forrdemoc
parenting styles and support for teaching sex education topics (r = - .05, df = 116, p =

61).
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Discussion

Demographic Data

The demographic characteristics of the study sample were comparatbllege-c
wide surveys conducted at Bronx Community College in terms of ethnicity, country of
origin, and religion (CIRP Institutional Summary, 2003; BCC InstitutionatRes,
2007). College-wide surveys indicated that English med$he native language of
38.6% of the respondents (n = 342), in this sample, English was not a first language for
34% of participants (n = 65). In the most recent survey published by Bronx Community
College Institutional Research, 66% of students were married and 27% of stivdents |
with children under age 18 (BCC, Institutional Research, 2008). In this sample, 85% of
the participants were women and all participants were parents of chhlelrgaen ages

6-17.

School Sexuality Education Questionnaire and Parent Interview

Results from th&chool Sexuality Education QuestionngiB&SEQ) were
consistent with results from national (Bleakly et al., 2006; Kaiser Faraiypdmation,
2004) and state-wide surveys (Ito et al., 2006) that found 80% of parents support the
inclusion of “key” topics in sex education. In this study, 11 out of 18 topics were
supported by 80% or more of parents, while support for 4 of the topics ranged from
62.9% to 70.1%, and only 3 topics received 50% or less support.

This was a surprising finding because it was hypothesized that there would be
much lower support for sex education in this study population because of demographic
differences in the sample when compared to other published studies (BledkI2@déx

Ito et al., 2006; Kaiser Family Foundation, 2004) . In other research, the majority of
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respondents were Caucasian, while this sample was from diverse culturablbadsgr
and religious backgrounds which are generally characterized as “scoiafigrvative.”

In particular, it was thought that participants born outside of the United Stayelsem

less acculturated to the appropriateness of sexuality education as a schaot| sudje
less likely to support the teaching of more sex education topics. When scores on the
School Sexuality Education Questionnaire (SSEQ) were compared for parents thern i
United States to parents born outside of the United States, there were noadtatisti
significant differences. There were also no statistically sigmfidifferences between
racial groups (Latino and Black), and no interaction effects between cadimirigin and
race in support for school sex education.

While there was broad support in this population for sex education in the schools,
there was variation in support for coverage of the more controversial topics, waisb is
consistent with findings from previous research (Lindley et al., 1998; Kempner, 2000;
SIECUS Report, 2004). The topics which received 50% or less support are considered
controversial topics -- masturbation (50.8%), oral sex (49.7%), and anal sex (48.1%).
Interestingly, the items related to contraceptive use were not sttystifferent in
terms of parental support. The critical difference between supportersiaotabstbased
programs and supporters of comprehensive-based sexuality programs is irgtefchin
contraception, which indicates that this sample population is more supportive of sex
education than hypothesized (Kirby, 2000; SIECUS, 1998). Two additional survey
guestions related to the message and emphasis of school sexuality educationrgspport t
conclusion. The majority of respondents felt that the main message of school sex

education should be “Teaching that young people should wait to have sex, but if they
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don’t they should use birth control and practice safe sex” (86.4%) rather than “Teaching
abstinence until marriage” (12%). Eighty-nine percent of respondents feltxhatige
education should emphasize “Sex is a healthy and normal part of life” rathéBthais
something to avoid and fear” (8.4%).

Additional hypotheses related to the SSEQ were supported and consistent with
previous research. A higher percentage of parents supported sex education starting in the
middle school 60.2% (n = 115) which is consistent with Ito et al. (2006) who found that
55% of parents thought sex education should start in the middle school. Increased
attendance at religious services was significantly associated wigh smeres on the
SSEQ, although the correlation was rather small (r = -.20). This finding corredborat
data from Lindley et al., (1998) and Bleakley et al. (2000).

Overall, these findings demonstrate consistency between previous research
samples and “diverse” populations in terms of support for school sexuality education.

In fact, the support for school sex education was not correlated with any of the obvious
demographic factors including: race/ethnicity, country of origin, or religidre onhly
dependent variable that the responses on the SSEQ were correlated with wasyfr@iquenc
attendance at religious services, which is consistent with previous reséaechuide

support for school sex education in this study population may be for similar reasons that
support is found in surveys of the general population (Bleakly et al., 2006; Kaisey Famil
Foundation, 2004). That is, support for school sex education may be most related to the
perceived need for sex education in a “sexualized” American culture, and¢eptmn

that American “values” may be inconsistent with parental teaching andsvial the
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home. In addition, if the school teaches sex education, then it relieves parents of the

difficult and embarrassing job of talking with their child about sexuality,

Parenting Styles and School Sexuality Questionnaire

The mean scores on tRarenting Styles and Dimensions Questionné8DQ),
indicated that all of the parents, except for one, expressed a relativepceféor
democratic parenting styles as compared to authoritarian parenting stjide these
results are consistent with results reported by the authors of the mdshireson et
al.1995; see Appendix D for more information), the possibility of respondent bias exists
Participants may tend to give “correct” answers because they have ftheenced by
societal norms in the United States as to what is considered “appropriateingarent
behaviors and their responses may reflect these biases. The scores@mdealic
scale were concentrated near the top of the scale, indicating a poteliigleféect.
Another possibility for the high democratic scores may be because ¢igemadf
Permissive parenting style was not included in the survey. The lack of a thirdrgarent
label may have caused a forced choice between authoritarian and denpareaiting
styles, and parents who would have been labeled as “Permissive” were |abeled a
Democratic instead.

It was hypothesized that there would be a relationship between the responses to
the PSDQ and th8chool Sexuality Education Questionngi8&SEQ). Specifically,
parents who expressed a relative preference for democratic pareyitsgas compared
with authoritarian parenting styles would more strongly endorse teachimgiseation
topics. However, no relationship was found between the PSDQ and the SSEQ. This may

be due to a number of factors. First, this was an unusual use of the PSDQ scalesthe foc
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of previous work has been directed toward child temperament and aggression in a pre-
school age children by comparing one population to another population (Porter et al.,
2005; Wu et al., 2002). This research used the PSDQ to compare scores for the same
individual parent, not in comparison to other parents. Also, the inclusion of the PSDQ in
this study was exploratory in nature as no research has been identified tbiagated

the relationship between parental opinion of school sexuality education and garentin
styles.

As reported in the previous section, the majority of parents in this study supported
comprehensive sexuality education. This support was unrelated to the demographic
factors identified in this study, except for frequency of attendancdgbte services.

The PSDQ measures a parents style of communication with their child, suthegs if
explain good and bad behavior, or use threats or punishment. Therefore, it would be
unlikely that support for school sex education would be related to how a parent
communicates with their child as measured by the PSDQ. The broad support for school
sex education seems to be most related to the fact that parents perceieel thoe sex
education in American society, and that they are relieved of the difficult and
embarrassing job of communicating with their child about sexuality.

Study Limitations

The obvious limitation of this research study was the generalizability of the
sample population to other populations. The sample consisted of an ethnically and
culturally diverse group of parents attending an urban community college. Tpkesam
included individuals from 28 different countries of origin, many considered culturally

conservative and from varied religious backgrounds. This population was studied
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because it was underrepresented in the literature; however, it was lyodireake in

terms of gender, education, and race. The majority of participants were {&5%), all

of the participants were educated at the community college level, and the sachjpled

a very small percentage of Whites (3.7%). Thus, the extent to which the findings can be
generalized to other parent populations is limited.

Another limitation was the use of recall and self-reports for collection of sbme
the data. The determination of parenting styles was based exclusively mpself-
which is subject to distortions of perception and social desirability. Futureaesea
should seek to confirm self-reported parenting style with some type of beha\ataal
The parent interviews were also based on recall and may be subject to thessmanas
discussed above. Also, the extent and frequency of parent-child conversations about
sexuality were difficult to determine. Future research may want to coatelqmarent-
self report with child interviews or some type of behavioral data.

Another limitation was not including the category of Permissive parentifegisty
the Parenting Styles and Dimensions Questionnaifae lack of a third parenting label
may have caused a forced choice between authoritarian and democratian@atgtes,
and parents who would have been labeled as “Permissive” were labeled asdliemocr
instead.

Finally, the use of the term “frequency of attendance at religious s&rway

not have fully captured the broader construct of religiosity which includes deptlthof fai
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Chapter 4: Study B

Research Design

This research study was correlational and collected data through uealitat
measures by using in-depth interviews.
Hypotheses and Rationale

An exploratory analysis will consider parental responses to questions clakke
about sexuality in relation to authoritarian and democratic patterns of conatani
identified by Baumrinds’ (1967) research on parenting styles. In geneehtpar
identified as “democratic” are expected to answer questions com@ettigorrectly, be
empathetic, provide positive messages, and be more interactive in their contimunica
style. Parents identified as “authoritarian” are expected to not answépgses
answer incompletely, be fearful, provide negative messages, and be moreedinect
their communication style. Parental responses will also be consideréationréo the
particular demographic characteristics of the sample population, which inelweeg
diverse group of parents from various cultural backgrounds and countries of origin.
Participants

Twenty parents were recruited in January 2009 from the participants included in
Study A, who had volunteered to be contacted for an interview. Study A participants
were students attending Bronx Community College/CUNY during the Spring 2008 and
Fall 2008 semesters. Out of the 191 participants in Study A, 146 (76.4%) volunteered to

be contacted for the interview and 45 (23.6%) did not volunteer.
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The criteria for inclusion in the study were that the student had to be the parent of
a child between the ages of 6 and 17. If the parent had several children, the oldest child
could not be older than 17. To participate, the parent had to live with his/her oldest child.
Initially, participants were recruited through the Introduction to Psychdieg§y 11)
subject pool. This subject pool represents a cross-section of students who attend the
college. Approximately 1,000 students were enrolled in the Introduction to Psygholo
classes each semester and all students were required to participasearalr study to
complete their course requirements. After 2 months, recruitment was expamnggei
level Psychology classes as well as the Health, Physical Education, #nds#/e
Department, and the Nursing Program.
Procedure

Institutional Review Board (IRB) approval was obtained at Bronx Community
College and The City University of New York Graduate Center. The deifrastered
survey used in Study A contained an optional contact page for students who wished to
volunteer for the second part of the research study, Study B. Participants veho wer
interested in being interviewed about how they respond to questions children ask about
sexuality were asked to give their name, phone number, and email address. The contac
sheet stated that students would be paid $20 for being interviewed by the resekneher
guestionnaires were all numbered on the first page and the same number appeared on the
contact page at the end of the survey. When students completed the questionnaire in
Study A, the contact page was separated from the questionnaire to maintain
confidentiality. The consent forms, questionnaire, and contact information vpna ke

separate folders and locked in an office file cabinet.
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At the completion of Study A, all quantitative data were entered into SPSS 16 for
analysis. The scores on tRarenting Styles and Dimensions Questionng8DQ)
were used to determine which participants would be selected to intervieundinEst
Each parent’s quantitative data contained a score on the Democraticnscalscare on
the Authoritarian scale. The mean scores for each scale were rankedandieg order
(from highest to lowest). The top ten highest scorers for each scale whkd agre
participate, were then contacted to be interviewed (contacts were naekeanding
order until the sample was obtained). Extreme scores were intentionathgddlecause
of the small sample size (n = 20, 10 in each group). If an association existed between
data obtained from Study A and the interview responses in Study B, it would be more
apparent when comparing scores at either extreme.

Almost all of the parents in the study expressed a relative prefexmnce f
democratic parenting styles as compared with authoritarian parenties) sty identify
participants for the Authoritarian group, individual subscales of the Authontsec@re
had to be used to obtain a sample, since the overall Authoritarian mean did not identify
enough participants.

Initially, only parents of children under age 12 who volunteered to participate
were contacted because the PSDQ was validated for use with parents of children unde
age 12. However, the subject pool of volunteers for the Authoritarian pool was very
small, which necessitated contacting parents of children over 12 years old toaobtai
sample of 10 participants. To create comparable groups, parents of children who were
older than age 12 were also contacted in the Democratic group. To obtain a total of 20

participants to interview, individual contacts were made by email and/phteie to
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arrange a convenient time to meet. A total of 43 individuals were contacted to obtain a
sample of 20 participants (10 Democratic and 10 Authoritarian).

Participants were interviewed in the researcher’s office at Bronx Cotym
College. Participants read and signed a consent form prior to the initiation of the
interview (see Appendix B). All interviews were audio-taped and transcriptteb
researcher. At the conclusion of the interview, the interviewer answerepiastyons
the participant asked about the study and/or specific questions related to Kdgscussi
sexuality with their child. Each participant was given $20 in cash for theticipation.
All of the participants were given three brochures developed by the Sexofyation
and Education Council of the United States (SIECUS) related to talking with thei
children about sexuality. The titles were “Adolescents would prefer paseptsraary
sexuality educators,” (SIECUS, 2001)“What is puberty?” (SIECUS, 2002b) and “What
is normal childhood sexual development?” (SIECUS, 2004).
Instruments

Parent Interview Questions The interview questions were developed by the
researcher and were based on the examination of three common trade boaks$anritte
parents on how to communicate with their child (Madaras, 2000; Planned Parenthood,
1986; Stoppard, 1997). Three different forms of interview questions were developed
based on the age of the oldest child (6-9 years, 10-13 years, 14-17 years), and each age
grouping included 5 open ended questions on the same topics (see Appendix B). The
topics were pregnancy/reproduction, condoms, AIDS, puberty/body changes, and sexual
orientation. If a parent had more than one child, he/she was asked to answer questions

based on the age of his/her oldest child. The rationale was that conversationfrstith a
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child may be different than conversations with subsequent children. Children who have
older siblings may obtain sexuality information from them, and thus affecotitent of
conversations with parents about sexuality. Parental conversations wahcahifot

would be uncontaminated by sibling effects.

Coding Procedure for Parent Interview Questiong pilot test of the interview
and coding procedure was conducted with six parents recruited from the study population
to refine the procedure (see Appendix G for details of the pilot study). Theemalata
were coded by categorizing parental responses as either comprehensivedtieimoc
abstinence-only/authoritarian (see Appendix B). Four categoriesusedeto code each
response which includedommunication style, emotion, information, and underlying
messageThe patterns of theommunication stylandemotionwere based on several
communication approaches of parents that have been previously identified in the
gualitative research on parent-child communication about sexuality (GiR@@7;
Lefkowitz et al., 2002; Lefkowitz et al., 2000; Kahbaugh et al., 1997; Nwoga, 2000;
O’Sullivan et al., 2001; Pluhar & Kuriloff, 2004). The communication style refetseto t
“distinct manner of expression” used to communicate about sexuality (Pluharnl&fur
2004, p. 309). The communication style of a parent was coded as comprehensive/
democratic if the parent was more interactive, asked questions, encodisgesion,
and respected their child’s point of view. The communication style of a parecbded
as abstinence-only/authoritarian if the parent was more directive, did not askrgjes
discouraged discussion by dominating the conversation, and disregardethitdes
point of view. The emotion dimension refers to the specific feelings that asogmp

conversations about sexuality and was inferred based on parental emotional tone
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expressed during the interview. The emotion dimension was coded as comprehensive/
democratic if the parent was more positive, and/or expressed compasssumanmes
and empathy. The emotion dimension was coded as abstinence-only/authorithgan if
parent was more negative, and/or expressed contempt, fear, and anger.

In addition, two other categories, calieformationandunderlying message
were used to code the responses. Information was considered the actual spoken content
of the communication. It was coded as comprehensive/democratic if it wastcor
complete, age-appropriate, and included information related to condoms and/or
contraceptives; information was coded as abstinence-only/authoritariavas it
incorrect, incomplete, not age appropriate, and included information relatedit@abst
as a goal. The underlying message was unspoken and signified the pérams’ a
regarding views of adolescent sexuality and communication about sexuality. The
underlying message was inferred by the coder and was coded as compe¢hensi
democratic if the message in the communication relayed that it was adrigsk
guestions about sexuality and empowered the young person to make good decisions
regarding sexual activity. The underlying message was coded as at®stinen
only/authoritarian if the message in the communication relayed that novappropriate
to discuss sexuality and fear and scare tactics were used to preventsaxiigl

All audio taped interviews were transcribed by the researcher andntawiew
response was coded by two coders, based on the following system. The respotise to eac
of the 5 topic areas (1-pregnancy/reproduction, 2-condoms, 3-AIDS, 4-puberty/body
changes/body parts, 5-sexual orientation) was coded with the number of the topac nex

the best description of the response, in each of the four coding categories (caatiprunic
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style, emotion, information, and underlying message). The total possible number of
codes was 20 (5 topics x 4 categories = 20). Topics/responses that emergetheuring
interview that were not originally included in the interview questions were notlcode
The grid coding sheet (see Appendix B) was used to code each interview. Titalpare
response was coded as either comprehensive/ democratic or abstinencehoniigaan
based upon which column contained the greatest number of coded responses. Responses
that did not show a clear pattern were labeled “unable to code.” Any disaespinithe
coding between the 2 coders were resolved by discussion and review of theptransc
Results

Table 11 summarizes the demographic characteristics of the 20 parsidipaat
on their initial labeling using the PSDQ from Study A, and then how they were coded
based on their interview responses using a researcher developed coding sheet (See
Appendix B). The PSDQ labeled participants as either Democratic (JP&D
Authoritarian (A/PSDQ) based upon their scores on the PSDQ. The Intervignatedi
participants as either Democratic (D/Interview) or Authoritariann(t&fview) based
upon the coding of their responses to the interview using the researcher desijngd
sheet. It is important to note that two approaches were used to constitute the groups.
First, parents were labeled based on PSDQ scores; then, based on coding of their

interview responses.
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Study B: Summary of Participant Characteristics by Labeling Method

116

(n=20) Labeling Method
PSDQ Interview
Characteristic D/PSDQ A/PSDQ Dl/Interview AlInterview
n (%) n (%) n (%) n (%)
Parent Gender
Mothers 10 (100) 8 (80) 4 (100) 12 (86)
Fathers - 2 (20) - 2 (14)
Total 10 10 4 14
Parent Age Range 25-53 26-49 25-44 26 — 53
Mean 34 34 33.25 35.38
SD 8.7 8.6 8.26 9.18
Marital Status
Single 5 (50) 3(30) 3 (75) 5 (36)
Married/Domestic Partner 5 (50) 7 (70) 1(25) 9 (64)
Total 10 10 4 14
Child Age Range 7-17 7-17 8-17 7- 17
Mean 12.1 12.4 13.5 12.0
SD 4.04 3.78 4.35 3.98
Gender
Female 5 (50) 7 (70) 2 (50) 9 (64)
Male 5 (50) 3 (30) 2 (50) 5 (36)
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Total 10 10 4 14
Ethnicity
Latino/Hispanic 5 (50) 5 (50) 3 (75) 6 (43)
Black/non-Hispanic 4 (40) 5 (50) 1 (25) 7 (50)
Asian or Pacific Islander 1 (10) 1(7)
Total 10 10 4 14
Country of Origin
Dominican Republic 3 (30) 4 (40) 1(25) 5 (36)
Puerto Rico 1 (10) 2 (20) 2 (50) --
United States 2 (20) -- 1(25) 1(7)
Jamaica -- 1 (10) -- 1(7)
Ghana 1 (10) 1 (20) -- 2 (14)
Other 3(30) 2 (20) -- 5 (36)
Total 10 10 4 14
Att. at Religious Services
Never 1 (10) -- -- 1(7)
Once a year or less 1(10) 1 (10) -- 1(7)
A few times a year 2 (20) 2 (20) 1 (25) 3(21)
Once or twice a month 3 (30) -- 2 (50) 1(7)
Once a week -- 3 (30) -- 2 (14)
More than once a week 3 (30) 4 (40) 1(25) 6 (43)
Total 10 10 4 14
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As can be seen in Table 11, D/PSDQ and A/PSDQ each contained parents with 10
children between the ages of 7-17 years old. The mean child age for D/PSDQ.vas
(SD = 4.04) and the mean child age for A/IPSDQ was 12.4 (SD = 3.78). Ten mothers
were in the Democratic group (D/PSDQ) and 8 mothers and 2 fathers were in the
Authoritarian group (A/PSDQ). The demographic characteristics of éneobratic and
Authoritarian groups in the PSDQ Group were similar for parent age (EJRS&an =
34, A/IPSDQ mean = 34), ethnicity, and country of origin. The groups differed on
demographic characteristics: marital status, child gender, and aiteratareligious
services. Parents in D/PSDQ were equally divided between being @irgke 50%)
and being married/domestic partner (n = 5, 50%), while only 30% (n = 3) of the parents
in A/PSDQ were single and 70% (n = 7) were married/domestic partner.hildhe c
gender for D/PSDQ was divided evenly between males (n =5, 50%) and femalgs (n =
50%), while child gender in A/PSDQ was greater for females (n = 7, 70éfppased to
males (n = 3, 30%). Parents in D/PSDQ attended religious services onek arweore
30% (n = 3) of the time, while parents in A/PSDQ attended religious senncesa
week or more 70% (n = 7) of the time.

Table 11 also lists participants grouped based on the coding of their interview
responses. There was a shift in parents being labeled as Democratic 5D eufd
then subsequently coded as Authoritarian by the Interview coding. Six paszats
initially labeled democratic using the PSDQ, of these 4 had interview ie=ptabeled
as Authoritarian and 2 had interview responses that could not be coded as conforming to
either style. Of the 18 responses, the majority of the parents were Authorffit

mothers and 2 fathers, 78%) as opposed to being Democratic (4 mothers, 22%). The
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parent age range (D/INTERVIEW, mean = 33.25; A/INTERVIEW, mean = 35.38) and
child age range (D/INTERVIEW, mean = 13.5; A/INTERVIEW, mean = 12.0) appear to
be similar to each other and also similar to the age ranges in the PSDQ method.
Differences in marital status, child gender, and attendance at religiwicesdetween
D/INTERVIEW and A/INTERVIEW seem to emerge in the same pattefawasl in the
PSDQ method. Parents in D/INTERVIEW were more likely to be single (n = 3, 75%
than married/domestic partner (n = 1, 25%) while only 36% (n = 5) of the parents in
A/INTERVIEW were single and 64% (n = 9) were married/domestic partnerchilte
gender for D/INTERVIEW was divided evenly between males (n = 2, 50%) antefema
(n =2, 50%) while child gender in A/INTERVIEW was greater for femétes 9, 64%)
as opposed to males (n=5, 36%). Parents in D/INTERVIEW attended religiougservic
once a week or more 25% (n = 1) of the time while parents in A/INTERVIEW attended
religious services once a week or more 57% (n = 8) of the time.

The next section analyzes the actual interview responses. Each parent was aske
guestions related to the same 5 sexuality topics (see Appendix B) based gm dhbia
or her child. Interviews lasted between 10-30 minutes and generated a typed
transcription record of an average of 4 typed pages (range 2-7 pages, apetgXisG0
words). There was a range of responses that included everything from aogrect a
complete information to incomplete information, misinformation, or no information.
Many parents exhibited compassion, empathy, and reassurance when téHxiting v
child while others were very negative, fearful, and embarrassed. Somesparent
encouraged discussion by allowing their child to ask questions and beingfrésggec

their child’s responses, while other parents were more directive in thesnsesp and
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did not encourage further discussion of the topic. Excerpts from the interviews are
included below that display the variety of responses, followed by a summiey mijor

findings.

Topic 1: Pregnancy/Reproduction

Children commonly ask questions related to pregnancy and reproduction at an
early age (Madaras, 2000; Planned Parenthood, 1986; Stoppard, 1997). The majority of
the responses to this question were coded as Authoritarian (15 out of 18). Parents whose
responses were coded as Authoritarian were uncomfortable with the top@nhaisdut
what to say or what words to use, gave incomplete explanations, or gave inaccurate
responses. Three of the parents were coded as Democratic and were Vertabtam
talking about the topic.

This mother seemed to be comfortable talking with her daughter but the
information she gave was not exactly correct or complete so the response wbasode
Authoritarian.

Mother, daughter age 8:

| said that it is a natural process that the woman goes through and it develops 9

months in the stomach and then it comes out through where we pee pee and | left

it like that. Because she understands that the urine comes out through the vagina
so | guess she understood where the urine comes out through so | kind of left it
alone. She had a confused look on her face, but she left it alone. | guess she put
it together in her head.

This mother also had a young child, but she intentionally gave misinformation about

where babies come from. The answer below seems to indicate that the payabtypr

does not know how to respond to the question.
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Mother, daughter age 7:

| told her that | ate a star and the star become a baby and that's how she came
be. But, she asked me when she was 3 or 4. . . . She told me that her cousin told
her that a bird dropped them all, and now she is questioning more and | haven't
really sat down to talk with her about it.

A very different sort of response to came from a father who displaydéatsipe and
outright anger at his daughter even asking a question related to sex.
Father (from Ghana), daughter age 7:

But | remember one day she did ask me ‘what is sex?’ | frowned at theoquesti

To ask a question at this age being in the first grade. . . | told her ‘don’t ask such
guestion again.” You know, my face was frowned, | was pissed off. | told her,
‘Who taught you that who told you about sex?’ She told me it was one girl in the
class who mentioned sex. |told her do not associate with that girl again. 1 told
her for you to know about sex now it is not good. For you at this age to know

that. That sex is bad. For you to know what it means at this age. When you grow
up, | will let you know.

The following excerpts are from an interview with a mother whose son wad naite
African country of Ghana until age 15. It wasn’t until the son came to the Unitied Sta
that the parents spoke with him about pregnancy. The reason they spoke with him at age
15 was because the mother stated that the culture in the United States idaemtdif
than in Ghana. Traditionally, people in Ghana are not open about sexual topics. Itis
unclear from the conversation if the actual mechanics of getting pregnantdiseussed
or just a warning about what can happen if you have contact with a woman.
Mother, son age 17
Like in Africa, parents don’t talk much about nothing about what normally
happens here. My husband sat him down and told him everything and if you have
contact with a lady you can get a girl pregnant so its best to stay awaglfrom
those things, that's what -- pregnancy and also he didn't actually ask thag but w
sat him down and told him about pregnancy and all that stuff. We told him . . .
‘no sex, no girlfriend until he is out of high school’ So, that’s the extent of it.

When | was growing up it was like a taboo, we don’t talk about it much. We
don’t talk about it with our parents, our friends and that kind of stuff. When | was
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growing up my mother didn’t tell me anything. We just got to church and they
just advise us on all that stuff.”

The following response was coded as Democratic because the mother gave an
open and honest answer to a question from a 12 year old boy related to pregnancy.

Mother, son age 12

He asked me ‘Can a girl get pregnant the first time with a boy?’ and yes, it

only take one time and sometimes she can be lucky enough and it can be on the

first time that she has sex and he was just like ‘really mom?’ And | wagdiie

and | explained to him how important it was to always be protected . So he was

just like a little shocked to know that it can happen on the first time. And then to

have my son, you know, from time to time he’ll ask certain questions and then I'll

just answer. And | don’t show that he’s asking me any wrong questions, | just
answer.

Topic 2: Condoms

There was a range of responses to the topic of condoms. Again, most responses
were categorized as Authoritarian (12 out of 18). Some parents did not discuss condoms
for cultural reasons and others did not address the topic because their child neytgr brou
it up. A few parents knew that the topic was covered in school, so they felt they didn’t
have to explain too much to their child. Two of the parents felt that that child was too
young for the information, so the topic was not discussed at all. Four of the responses
were categorized as Democratic; these parents brought up the topic thildeand
answered questions in detail.

The following response was from a mother of a child age 9, who felt her daughte
was too young for the information. This response was not coded as either Au#morita
or Democratic.

Mother, daughter age 9:

No, | don't see the need as of yet. Like, it's out there in the media but she don’t

guestion like that because some of the stuff | don’t let her like [pause] When she
gets older, like, maybe about 12 then I'll tell her as she gets older cause the body
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is beginning to develop. Then I will sit down and talk with her. Now | don’t see
the need right now.

Here is another example of a parent of a younger child, but the reason for nssidigc
condoms had to do more with the culture than the age of the child. This response was
coded as Authoritarian.

Father (from Haiti), daughter age 7

All right, I come from a different country [pause] anyway, ok [pause]. there’s

nothing on TV in my country dealing with birth control or condoms. | think the

way we teach our children is very different than the United States. | think that

she’s not going to ask her mother or me as her father, what a condom is.
This parent was concerned about her son’s school policy on having condoms available
for high school students. She was very angry when her son came home from school with
condoms after she refused to sign the consent form for him to receive them.

Mother, son age 17:

One day | went to his school and they gave me a form that they were giving

condoms for free and | said no, I’'m not going to sign for that because | already

told him the consequences of that and if he does anything and also being a little a

boy and having a condom, he might have the urge to try because maybe other

friends are doing that. So he might try it. But anyhow, one day | saw him having
condoms in his book bag. | randomly check his book bag. | asked him and he
said it was given to him at school and | took it and threw it away.

Other responses were coded as Democratic; these parents were very
straightforward with their child and answered their questions clearly #gpd Tthey also
stressed the importance of preventing disease. This mother of a youngerashilsked
directly about condoms by her daughter and engaged in a conversation about using them.

Mother, daughter age 8:

Yes, she asked me. She heard me talking to my boyfriend and | said you know

we need to buy those things and she said condoms? | said What do you know

about condoms? And she said | know guys wear them not to have babies. And |
said, really who told you that? And she said, ‘I just hear it on TV. | said, what
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TV, not TV in our house? Oh, you know kids pick up stuff. | said do you know
what a condom is for? She said so women don’t have babies and | said exactly
and also to prevent to infection and disease that can cause you harm to your health
and your other partner’s health.
Here is very specific response by a mother to a question that her child askieduter a
using condoms.
Mother, son age 12:
He asked me mom ‘Are you able to use a condom more than once, the same
condom more than once’ and | was like, no, you're not supposed to use them
more than once. | said even if you don’t fully perform your duties you're not
supposed to put it back on. He’s like ‘why’ | said, one you can catch an infection,

you can probably get sick, it's already been used and | said it's not healthy.
You're supposed to use one every time you're having intercourse.

Topic 3: AIDS

Twelve out of 18 responses were scored as Authoritarian. These parents avoided
the topic altogether, or spoke about it in an incomplete manner, and one gave
misinformation. Others spoke about it in terms of warnings and fear of theirsafisl’
of becoming infected with HIV. A number of parents knew that the schools were
teaching about HIV/AIDS and seemed to be pleased that they were gettkmpiriedge
at school. This allowed them not to have conversations regarding HIV/AIDS at home.
The topic of AIDS also brought up some very personal responses from parents who had
friends or family members who currently have HIV/AIDS, or have died of comiplsat
of AIDS. Five of the parents gave responses that were coded as Democdaticea
parent did not discuss the topic at all because she felt her child was too young.

A few of the parents of younger children did discuss the topic but seemed unsure
of how much information to give. This response was coded as Authoritarian because the

parent put off answering her daughter until she was older.
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Mother, daughter age 8:

She says how does AIDS start? | said it has to do with the immune system when
it dies out and when you are a little bit older like 10, | actually said an ggd.Ca
we’ll go over it more thoroughly but for now we’ll just leave it like that.

This response was also coded as Authoritarian because the mother (son age h8y g

child misinformation about transmission of HIV when discussing AIDS:*You can also

get it sexually even from kissing someone, because there is a saliva t&f f/ou can

get it, that's how you get it. | constantly remind him.” It is unclear if thergarvas

misinformed about how HIV is transmitted (no cases of transmission from kissirig)

she was trying to use a scare tactic.

Another parent discussed the negative consequences of sexual activity and used

scare tactics and fear as way to teach her daughter about avoidingmvetti HIV.

Mother, girl age 16:

| told her, | said, when you see a boy, he’s not gonna come out and tell you | have
AIDS. So | tell her, | said, when the boy comes to say whatever he wants ¢o say t
make you feel good, he only wants one thing. He’s not going to tell you that he
has AIDS or an STD, once he gets what he wants that’s it. And you have to live
with that forever.

This response was coded as Democratic and is from a parent who lost two family

members to AIDS.

Mother, son age 17:

And as time went by and | learned more and more of it | wanted to share more,
and make him more aware of it. It's something that is very open and | want him to
always be open minded to it and not point fingers and not say this or that. | want
him to be very open that it can happen to anyone that doesn’t protect themselves.
It doesn’t target just specific groups. Um, it's something that we talk about when
it comes up.
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Topic 4: Puberty/body changes

Parents were asked if they had discussed puberty or body changes with their child.
These responses were more evenly divided between Authoritarian (10) and Democrat
(8) responses. Some parents did not address the subject at all, and others were very
compassionate and offered reassurance to their child. A few parents gave som
information but were unsure how to proceed because they felt they lacked enough
knowledge to talk about the topic correctly.

This mother did not discuss any body changes with her son until he was age 12
and had to have surgery for an undescended testicle. The response was coded as
Authoritarian.

Mother, son age 17:

When | give birth to him he had undescended testicles so the doctor said it would

come down. At the age of 12 it hasn’t come down yet so he had to have surgery.

So the last time | went to Ghana that was 2001, so it was told that he was having

that pain and why was he having that pain. So | told him it was that one of the

testicles has to come down [pause] and there has to be a surgery. So we went and
we did the surgery and that was the only time.
Another parent wanted to talk more about puberty and body changes with her daughter
but was unsure about the correct information.

Mother, daughter age 13:

| don’t want to put myself in this position of being awkward. Even though I'm a

mother of 3 | don’t know that much about that. | never really learned that. So

when | get more knowledge of it then I'll be able to talk.

This response was coded as Democratic. The mother responded to her Gaughter

concerns about development in a clear and reassuring manner.
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Mother, daughter age 10

| told her that everybody’s different. That it's somehow your body — your um. .

genes. | had to go into genes. So | told her that it depended on you inherit from

your mom and dad how your gonna look and everything like that. So that has to
do with your family and what you eat. So that then you develop that way. And
there is nothing good or bad about developing earlier or later.
Here is another Democratic response. This mother had a great sense of humor whe
talking with her son about his body changes and you could tell that she had developed an
interactive communication style with him by the type of questions he asked.

Mother, son age 12:

He’s like ‘mom, is my penis ever going to get bigger?’ And | said yes, in time,

not everybody’s body parts are the same. Some people are bigger than others, and

some it takes longer and he asks ‘am | going to grow hair?’” Sometimes ticha

laugh because ‘I'm like why are you asking me?’ He says ‘I'm jusbosyi

because I'm 12 years old and I'm in my puberty stage, and nothings going on with

me mom’ And I'm like, it takes time, it doesn’t happen over night.

Parents were also asked what words they used to describe the male and female
genitals. A range of responses emerged from the clinical terms&/amid “penis” to
made-up words, or “cute” words, and some parents used no words at all. A common
word used by Latinos for the female vulva was “toto.” Other words for the éernbla
included: “birdie,” “shushum,” and “fumfum.” Many of the mothers had a word for the
female genitals when they were talking to their daughters but did not useeahjor the

male genitals. Words for the male penis included: “pee pee,” “willy,” “tagaygy,”
“man part” and “pigeon” (used in Haiti).
This response was coded as Authoritarian. The parent gave the following

response when asked what words he used at home for the male and female genitals.
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Father (from Ghana), daughter age 7:
In our house, we don't talk that. We don’t discuss that at all. We don’t mention

anything like that. We control the TV. Any mention of that, we turn it off. If
there is a kiss on TV we turn it off. They turn it off themselves.

This father did not explain the correct names of the parts of the body for c.easahs
and fear of what other parents at school may think of his child.

Father (from Haiti), daughter age 7:

| don’t want to explain her that if in case she meets other kids, the same age, if in

case she tries to explain to them what Daddy said to her about female pae or mal

part. |don’t want to get in trouble with other parents because they are going to
say, I'm not going to let my kids play with, umm, these kids because this father is
too open.

Another parent used the clinical terminology; she wanted her child to learn the
correct words because her parents didn’t teach her those words when she was growing
up. This response was coded as Democratic.

Mother, son age 17:

I’'m not like my parents. They used another word. No, I'm not like my parents,

no, I'm different. | use the word that the doctor use, you know, the term the

doctor use because my son is going to school and | go to school too. No, I'm not
changing any words no, because | think that would confuse him.

Topic 5: Sexual Orientation

The majority of parents were very vocal about the topic of sexual orientatwn, a
had strong opinions. Eleven of the responses were coded as Authoritarian and 7 were
coded as Democratic. Some reactions were extremely negative; thess gppo&atof
religion and the teachings that homosexuality was a sin. In general, most pavents
being gay or lesbian as a choice, and not something that is an orientation whictbeannot

changed. Other parents had family members or friends who were gayuai-sex
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transsexual, and were very compassionate towards them. They were conloetted a
their children being respectful of other lifestyles.
The following 2 responses were coded as Authoritarian. They were very
negative.
Father, daughter age 7

But | told her that being gay is not natural. | told her that. From my own
understanding it is not natural. |told her that it is sick. That if someone is gay
from my knowledge, that person is sick. [laugh] I told her. From what | read
from the bible, that gay is bad. God made man and woman so that man should
love a woman sexually and not a man loving a man sexually. That's what I told
her. I've not seen a gay in my bible.

Mother, son age 17:

When he goes to the youth program at times he talks to his younger brother about
it, they said they um, there is a passage in the bible about um, someone about his
brother’s wife who gets killed or something and he said having sex with someone
who is not your wife and having, um being ‘gayism’ is not good because God
created man and woman to be wife and husband and he did not create man and
man or woman and woman so it is an abomination against God so gay is not good
and that is what they are being taught.

These 2 responses were coded as Democratic and were more positive.
Mother, son age 17

He knows I'm a very opened-minded person. I've always made it a point to
always show him and let him know that no matter what a person’s sexual
orientation, you should always respect it. He doesn’t have to necessarily agree
with it but he has to respect everybody’s choice. And because they choose to be
whatever they want to be he has no right to judge them by it. That doesn’t make
them a bad person, that’s just a choice that they have. It's a personal choice that
becomes a public choice if they choose to share it. And he respects that. | do
have friends that are gay, bisexual, transsexual. He actually hassaxreaais

uncle.

Mother, daughter age 8
| told her gay means happy and she said No, mommy, 2 guys and 2 girls. So |

said, when 2 girls like each other and they have an intimate bond they are called
lesbians and when 2 guys like each other and they have an intimate bond they are
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called homosexuals. But we're not supposed to judge anybody, those people are
happy the way they are that's what they chose.

The interviews proved to be revealing of how parents respond to common
guestions children ask about sexuality. A number of themes emerged when the
interviews were analyzed that include:

e Sexual Orientation — Four of the parents revealed that they had family
members and/or friends who are gay, bi-sexual, or transsexual. This made them
understanding and compassionate towards issues related to homosexuality.
While many parents talk with their child about being accepting of others
lifestyles, they don't really seem to understand that it is an orientation not a
preference. In addition, 5 of the respondents voiced very strong religious
opposition to homosexuality.

e HIV/AIDS - Four of the parents discussed having a family member or friend
who died of complications of AIDS or is HIV positive. This is a health issue that
is very salient in New York City, particularly in minority populationsmtkes
parents much more aware of the dangers of unprotected sex, and fearful of their
child becoming infected. It seems that it is still difficult for many pi&réo
discuss this issue in an effective manner with their child. The fact that schools
are teaching information on HIV/AIDS allows the parent to be “let off the hook”
and feel that they may not have to educate their child at home. Information that
was discussed at home was often incomplete and at least in one casestincorre

e Culture— Culture was a re-emerging theme that played a major factor in the
type and quantity of communication parents have with their child about

sexuality. Depending on a person’s country of origin and family upbringing, the
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topic of sexuality may not even be on their “radar.” It seemed to be something
that was thought of as embarrassing or dirty. Some parents also felt that
discussing the issues with their child will increase sexual risk taking thtre
providing their child with knowledge for appropriate decision making.

Lack of information — Several parents expressed how they want to talk with
their child about sexually related topics but they just don’t know how. This may
be because their parents did not discuss sexuality with them, so they don’t have
any examples of how to talk with their own child. Other parents lack basic
information and are afraid to give incorrect information. Many parents feel
uncomfortable with using correct words for the male and female gemitatsh
makes conversations embarrassing and difficult.

School Education — Five of the parents talked about school sexuality education
and how their child was learning the information in school. Rather than using
this as an opportunity to start discussion with their child, it seemed that parents
felt relieved from the burden of having a discussion at home. They thought that
their child learned everything already so they didn’t have to explain the
information.

Books and Resources — All of the parents were asked at the conclusion of the
interviews if their child has read books on any of the topics discussed and if the
books were owned or if they got them from the library. Only one of the parents
said they owned any related books and two of the parents said their children had

read books from the library. Three of the parents said that they had brought
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pamphlets home from a clinic for their child to read. The lack of available
reading material on the subject was apparent.

Discussion

Cultural Differences

Differences based on country of origin (born in the U.S. vs. not born in the U.S.)
emerged only in the qualitative analysis. Previous quantitative and qualitseasaie
related to parent-child communication about sexuality identified diffesemc
communication patterns based upon ethnicity (Hutchinson, 2002; Lefkowitz et al., 2000;
O’Sullivan et al., 2001), but not country of origin or any other measure of ethnic identity
Lefkowitz et al. (2000) reported that Latino mothers dominated conversations telate
sexuality with their children more than White mothers. O’Sullivan et al., (2001) found
that the messages Latino mothers gave their daughters about prevermirampyevere
different than messages given by African-American mothers. Survey datagoated
greater parent-child communication about sexuality among African-Aamefanilies
than Latino/Hispanic families and White families (Hutchinson, 2002). Theseetiffes
in communication patterns were identified within the same ethnic groupdlaswe
between different ethnic groups, so it is difficult to attribute a particuléerpab a
particular group. The difficulties of making distinctions based upon ethnic group
membership alone have been noted in other psychological research (Akiba & Garci
Coll, 2004; Phinney, 1996; Phinney & Ong, 2007; Ponterotto & Mallinckrodt, 2007).

Akiba and Garcia Coll (2004) discuss the issues related to making cultural
generalizations based on ethnicity in a chapter entitled “Effectigevertions with

Children of Color and their Families: A Contextual Developmental Approach” in the
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bookPracticing Multiculturalismedited by Timothy Smith. They define “pan ethnicity”

as “grouping individuals who have little in common yet are perceived to belorthe¢oge

in mainstream of American Society” (p. 128). In other words, one cannot just general
about an individual based upon membership to a particular group. For example, the term
“African-American” may include a Black person born in the UnitedeStaa Black

person born in Africa who immigrated to the United States, or a Black persomliben i
Caribbean who immigrated to the United States.

Differences based upon country of origin were noted in the analysis of the
gualitative interviews. The influence of culture on the appropriatenessmhgnication
about sexuality was particularly salient in interviews with two parentsosigoated
from the country of Ghana, in Africa. One mother said that in Ghana, the topic of
sexuality was considered taboo and any teaching of sexuality takes plaoeive
confines of the church. It was apparent from the interviews that these parents did not
discuss sexuality, and also did not have the vocabulary to communicate with their
children. When asked what words he uses at home to describe the male and female
genitals, a father of a 7 year old daughter stated “In our house, we don't talk that. We
don’t discuss that at all”.

The issue of cultural appropriateness was also addressed by a father ftiom Hai
He said he did not explain the correct names of the parts of the body for cultsoalsrea
and fear of what other parents at school might think of his child. He stated:

| don’t want to explain her that if in case she meets other kids, the same age, if in

case she tries to explain to them what Daddy said to her about female pae or mal

part. | don’t want to get in trouble with other parents because they are going to

say, I'm not going to let my kids play with, umm, these kids because this father is
too open.
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This same father acknowledged that life in the United States was diffetenins of
sexual experimentation of young people. He said:
To me we bring to avoid or to not let her see some books. Even in my country we
don’t even have movie channel that show everything. At that age — for me — from
zero to 15 we are going to avoid some such questions. But teenage girl you can
see 14 or 15 pregnancy in this country [United States]. This is a very different
country | can explain to her at age 12-13 because in American children are very
open and very smart and they ask a lot of questions about sex.
The qualitative data suggest that cultural upbringing and country of origin are
major influences on a parent’s attitudes toward sexuality education in the d&one
communication with their child about sexuality. The interview responses edveal

information related to “cultural appropriateness” or the acceptance andgiento

discuss sexuality.

Coding of Parent Interviews

Two approaches were used to designate parents as Democratic or Authoritarian
First, parents were labeled based on their scores dratleating Styles and Dimensions
Questionnairg PSDQ); then, the same parents were labeled a second time using a
researcher developed coding sheet (see Appendix B). There was a shiftrenths pa
who were labeled as Democratic based on their PSDQ scores subsequdetlydabe
Authoritarian when their interview responses were coded. A total of 10 pareets we
labeled as Democratic based on their PSDQ scores; 4 of these parentewere t
designated as Authoritarian, and 2 could not be coded because they did not conform to
either style. The content and coding of these 6 interviews were analyzed aneéms patt
were identified to explain this shift.

A likely explanation for the shift in parents being designated as Demadayatie

PSDQ and then coded as Authoritarian by the Interview was the nature wbtbeding



135

methods. Each method elicited a different type of information in a different mafhe
PSDQ was a forced-choice, self-administered questionnaire. It focusetaudoef

the parent. For example, the PSDQ asked parents to “rate how often you exhibit this
behavior with your child,” on a 5-point Likert scale. The scale measurezugari
dimensions of parenting behavior (e.g., encourage, praise, explain consequeildes, sc
criticize, hit, and punish). The forced choice format may have increaseHdfiglod of
bias related to social desirability because it made cultural norms pyaesat.

The Interview method elicited information through open-ended questions. For
example: “Has your child ever asked you anything related to pregnancyditigau
respond?” These responses revealed the actual content that was communiesatted, par
attitude, as well as additional information related to culture and religion. TEmei@w
provided more complete and “richer” information that may account for therelites in
labeling.

Another explanation for the shift in parents being categorized as Dernograti
the PSDQ method, and then categorized as Authoritarian in the Interview methde m
the age of the child. The PSDQ was used to identify parents to interview and was
intended for use only with parents of children age 12 and under. The sample of parents
designated as Authoritarian was too small, which necessitated includimgspaire
children over age 12 in the sample. Since the PSDQ was not intended for use with
parents of children older than 12 years, the initial categorization was not adid.
worth noting however, that the age distribution of the children were matched to obtain the
sample and were comparable in both the PSDQ and Interview methods.

The qualitative data coding sheet (see Appendix B) that was developed to code
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the interview transcripts proved to be a useful mechanism for analyzingpumses,
although some categories were easier to code than others. The categories of
communication style and emotion were fairly easy to determine. Distinetratf
communication style and emotion emerged which have been previously identified in
other qualitative research (Gilliam, 2007; Lefkowitz et al., 2002; Lefkowi&t. e2000;
Kahbaugh et al., 1997; Nwoga, 2000; O’Sullivan et al., 2001; Pluhar & Kuriloff, 2004).
These patterns included “comprehensive/democratic”, described astvpaoevas
comfortable, nurturing, respectful, and encouraging of discussion, and “abstinence-
only/authoritarian” described as a parent who was uncomfortable, controfithg, a
directive. The majority of responses to the 5 interview topics were coded as
Authoritarian. The only topic where responses were more evenly divided between
Authoritarian and Democratic responses was puberty/body changes. This may be
because the parents could not ignore apparent physical changes in the child/sleen he
started to go through puberty.

Determining parental emotion was also unproblematic in coding. Again, two
patterns emerged, comprehensive/democratic parents demonstrated compassion,
reassurance, and even humor when discussing sexuality with their children whil
abstinence-only/authoritarian parents were clearly embarrassedyaegagven angry.
In the future, additional probes during the interviews could help in revealinggeéiyn
the interviewer asking “how did you feel when you discussed this informattaryaur
child?”

The categories of information and underlying message were more difficult t

code. Information was considered the actual spoken content of the communication. An
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unanticipated issue arose in relation to the difference between completeonsplete
information. For example, a parent may have stated that she talked about condoms with
her child but the extent of the communication was unclear. Even though correct
information may have been provided, a framework had not been developed to identify the
components of complete vs. incomplete information for each topic. For example, does
complete information include telling a child what a condom is used for, and that it
prevents pregnancy, STI's, and HIV, or does complete information include additional
discussion of how to use the condom, obtain the condoms, and negotiate condom use
with their partner. Of course, the level of detail would be based on the age of the child.
This could be solved in the future by including a few more probes in the interviews and
having detailed guidelines as to what constitutes complete vs. incompleteatiéorm

Another unanticipated issue arose during interviews with parents of younger
children (ages 7-9). Some of the topics, such as condoms and AIDS, may not have been
brought up by a younger child. The parent did not discuss the topic because she felt her
child was too young to be exposed to the information. It was unclear how to code these
responses. The only applicable category was listed under abstinence-only&dhorit
which was “no information.” It was not the appropriate coding because this wowld onl
apply if the topic came up but the parent provided no information. These responses
ended up not being coded. In the future, this could be resolved by having a third column
that states “age inappropriate.” Finally, the coding of the category flymtemessage,”
had to be inferred. While the two coders agreed upon the coding in most cases, including

this category in the coding sheet increased the subjectivity of the ianalye
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underlying message category did not add anything additional to the analysispy&hte
easily eliminated in the future.

Several themes emerged from the qualitative analyses that werearansigt
previous research findings (these will be discussed in the next section), and swport t
integrity of the methodology (individual interviews) used in this study to collect
gualitative data. Previous qualitative studies either used focus group ingeoriewleo-
taping of parent-communication interactions (Gilliam, 2007; Kahlbaugh et al., 1997;
Lefkowitz et al., 2000; O'Sullivan et al., 2001; Pluhar & Kuriloff, 2004) where effett
social desirability may emerge. Parents seemed to be very comfortdbtbevit
interview format and overall, the response to the interview process was positive. W
parents were happy to receive the $20 incentive for participating, it washaedrwas
not the main reason why they agreed to be interviewed. Parents felt thae#relregas
important and they wanted to be a part of the study. They seemed to enjoy the
conversations and were grateful for the opportunity to speak with the reseatbleer a
end of the formal interview. In particular, several parents asked specifitanseabout

their own child.

Communication Patterns in Parent Interviews

Differences in communication patterns emerged that showed clear distencti
between individual parental styles of communication with their child about sigxuali
The interviews revealed individual patterns of communication; several parers
waiting until their child was older to discuss certain topics, some parergswoee
proactive and discussed sexuality from an early age, and other parents had little

conversation at all. These patterns of communication have been noted in previous
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research studies (Gilliam, 2007; O'Sullivan et al., 2001; Pluhar & Kuriloff, 2004 ) which
found that timing of discussions was often related to the initiation of puberty, dithoug

some parents paced discussion throughout childhood and others did not address the topics
at all. This analysis also identified a range of parental responses when ceatmgni

about sexuality with children that have been identified in other research studies
(Baumeister et al., 1995; Gilliam, 2007; Pluhar et al., 2006). Some parents used the
correct medical terms for the male and female genitals while othertgavere more
comfortable with using euphemisms. Some parents provided clear, correct trdorma

while other parents gave misinformation or no information.

Several themes emerged in the parent interviews that have not been identified in
previous research and seem to be specific to this sample population. A number of parents
discussed the impact of having a family member or friend with HIV infectiodyiog
from complications of AIDS. This made parents more conscious of the dangers of
unprotected sex and fearful for their child becoming infected. Another theme wag havin
friends or family members who are gay, bi-sexual, or transsexual. Whileates m
parents understanding, compassionate, and tolerant, it seemed that additionaliarformat
related to issues of gay rights and discrimination was not provided to thdneahilThe
parents also talked of homosexuality as a lifestyle choice, and theydseeatkicated of
the fact that homosexuality is an orientation and not a preference. A relatedttae
arose that seems to be specific to this population was strong religious opposition to
homosexuality. For many of the parents, religion was an integral part ofaimgiy life.
Religious teachings, in addition to cultural upbringing, seemed to be the basisrfor thei

strong opinions, thus making belief changes a difficult task.
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Another theme that emerged from the interviews was related to schoolieducat
Several parents expressed relief that that their child’s school wasgadiormation
related to sexuality. Rather than using this as an opportunity to start dissusgh
their child, it seemed that parents felt it was a replacement for havingwre
discussion at home. For example this mother of a 17 year old son replied to a question
about discussing condoms with her son:

| never talked to him about that, no because, um, | remember when he Was in 8

grade, ¥ grade, he was telling me that he was taking a class about sex in school.

So, I didn’t have to explain much to my son because he know already because of

school.

Thus, parents may view the teaching of sexuality education as the purview of the school
because they are either uncomfortable, lack knowledge, or feel it is culturally
inappropriate. Alternatively, support for school sex education may be based on the
cultural idea that the school is the “authority” and parents may think that theyd studul
interfere with school education (Akiba & Garcia Coll, 2004).

A related area to school education was sex education literature in the home. It
was surprising how few parents supported reading about these topics at home,
considering the fact that all of the parents were attending community cthilzgselves,
and they were accustomed to purchasing and borrowing books. It is unclear if the parents
were unaware of the availability of these resources, or if they felt books sulijeet
were inappropriate. At the end of the interviews, literature related tagalkth their
child about sexuality and resources for their children were given to each peliesttof

the parents enthusiastically received these materials and seemed angitare the

information with their partners and/or children. Parent education regardindigsexua
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issues is the responsibility of the health educator, and these findings ltighdigheed
for health educators in this vital area.
Study Limitations

One of the limitations of this research study was the use of the researcher
developed Qualitative Data Coding Sheet. Even though the interviews and coding
process were pilot tested, several unanticipated issues emerged thai guestion the
validity and reliability of the coding process. These issues were codingetems.
incomplete information and coding responses of parents with young children (b&twee
9 years), who may not have discussed a topic because they felt their child wasngo y
to be exposed to the information A framework had not been developed to identify the
components of complete vs. incomplete information for each topic. The level of detail
would have to be based on the age of the child. This could be solved in the future by
including a few more probes in the interviews and having detailed guidelines laatto w
constitutes complete vs. incomplete information.

The other coding issue was coding responses of parents with younger children
(ages 7-9), who may have not brought up topics such as condoms and AIDS. In some
cases, the parent did not discuss the topic because she felt her child was tdo yeung
exposed to the information. It was unclear how to code these responses and they ended
up not being coded at all. In the future, this could be resolved by having a third column
that states “age inappropriate.”

Finally, the use of the PSDQ to identify participants to be intervieweddause
some difficulties due to a possible ceiling effect and age limitation. Alaflost the

parents in the study expressed a relative preference for democratitrupstyles as
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compared with authoritarian parenting styles. The scores were conaatrtte top of
the democratic scale, indicating a ceiling effect. In addition, the PSBQalidated for
use with parents of children under age 12. Since most parents scored as democratic,
parents of children over age 12 needed to be contacted for the interview to obtain the
sample of authoritarian parents. To remedy this discrepancy, and cregtrable
groups, parents of children who were older than age 12 were also contacted in the
Democratic group. Future qualitative research using interviews should aim téyidenti

participants using a more discerning instrument or another valid method.



143

Chapter 5: Recommendations and Directionsfor Future Research

The majority of the sample population for this research study was found to
support sexuality education in the schools, but to be conservative in personal handling of
topics. While these findings cannot be generalized to other diverse populatiooann ur
communities, it is good news for administrators of public schools surrounding the
community college from which the sample was obtained. The challenges haw
schools to engage parents as partners in their child’s education and for parentsiio take
the role of being their child’s primary sexuality educator. While ncamymunities offer
programs that aim to improve parent-child communication about sexuality through
schools and community groups (SIECUS, 2002), the community college may be one
population that has gone untapped. Community college students tend to be older,
working full or part-time, and many have families (Maddox, 2006). The fact that
students are already exposed to new ideas and different points of view key ma
community college students particularly amenable to new ways of thinkiaddd#,

2006). It may be an opportune time to challenge cultural ideals relateditdiggxand
expose students to new approaches in communicating with their children aboutysexuali
Many colleges offer courses in Human Sexuality, an ideal educational wpipoto get

the message out to young adults who will be parents some day, and to those who are
already parents. Information that is perceived to be from a respected kasrbeen

shown to be more powerful than information from a non-respected source (Petty &
Cacioppo, 1986). Thus, a college professor may hold particular weight in chadlengi

traditional beliefs regarding parent-child communication about sexuality.
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Here are some recommendations for talking with parents:

e Parents need to understand the importance of talking with their child about
sexuality Parents may want to protect their children or keep them innocent by
not talking with them about sexuality. Parents need to be taught that more
information, not less information, will make their children smarter and safer.
Talking with their child at an early age, in a developmentally appropriateena
will make conversations easier and more natural as the child grows up.

e Parents need to be given permission to talk with their children about sexuality
parent won't talk about it if they grew up in a culture where it is not discussed or
if their parents never spoke with them. They also might feel embarrassdéid to t
with their child. Parents need to be informed that it is their parental respionsibi
to talk with their children and empower themselves as the “permission giver.” |
other words, the parents need to allow themselves to talk with their child.

e Parents need to learn how to talk with their children about sexuafrents
must be given the words and the correct factual information to use when talking
with their children. They need to understand that it is acceptable to use correct
biological terms for the male and female reproductive organs. Panasts
educate themselves about what information is age appropriate for theijractul
how to bring up subjects even if their child doesn’t ask them questions.

e Parents need to know that if their child asks a question about sexuality they must
give an answer Parents should be taught to answer their child’s question without
negative underlying messages that discourage a child from asking more questions.

Parents should give the answer to the best of their ability at the timekied as
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and be clear that they can revise their answers when necessary. They should als

be taught to encourage more discussion by asking the child questions.

e Parents need to learn the benefits of talking with their child about sexuality.
Parents who speak with their child about sexuality are able to give information
related to their own culture and values that cannot be obtained from school or
anywhere else. Children want their parents to talk with them about this subject
and by doing so it will make their relationship with their child closer.

Future research in the area of parent-child communication about sexuality shoul
aim to further study the variables related to “ethnic identity.” There hese imany
challenges to operationalizing the constructs of racial and ethnic identittheveast
decade within the field of multicultural psychological counseling (Ponterotto &
Mallinckrodt, 2007). It needs to be clarified whether new measurement techniques
should be developed or if existing measures are sufficient to clarify thengesrathnic
identity. Understanding the impact of “ethnic identity” on family values andly
relationships will help educators in developing appropriate parent programs.nTbe ai
these programs should be to increase parental efficacy in being active amdjongoi

participants in their child’s education about sexuality.
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Parent Opinion of School Sexuality Education Questionnaire

This questionnaire lists topics that some people have described as important for
a school-based sexuality education program. For each of the topics listed, please

indicate in the column to the right of the statement (on the 5-point scale

provided) whether or not you view the topic as important for your child to
learn about at any point during 6" through 12" grade. Answer each

question based on your o/dest child.

Instructions: In the column to the right of the topic listed, indicate (circle) the

importance of each topic by using the following scale:

1 2 3 4 5
opposed to not at all not too somewhat very
teaching important important important important
to teach to teach to teach to teach
Topic Rating
1. The basics of reproduction 12345
2. Transmission and prevention of HIV/AIDS 12345
3. Transmission and prevention of sexually transmitted infections 12345
4. How to get tested and treated for HIV/AIDS and sexually transmitted infections 12345
5. How to prevent sexual abuse 12345
6. How to use birth control methods 12345
7. Effectiveness and failure rates of birth control 12345
8. Where to get birth control 12345
9. How to use condoms 12345
10. How to deal with the pressure to have sex 12345
11. How to talk with parents about sex 12345
12. How to talk with a partner about birth control and sexually transmitted infections 12345
13. Abortion 12345
14. Masturbation 12345
15. Oral sex 12345
16. Anal sex 12345
17. Sexual orientation 12345
18. Classroom demonstrations of how to use condoms 12345




Parent Opinion of School Sexuality Education Questionnaire continued

19. I think the main message of school sex education should be: (please check one)
Teaching abstinence until marriage (waiting to have sex until marriage).

Teaching that young people should wait to have sex, but if they don't
they should use birth control and practice safer sex.

20. I think sexuality education should emphasize that: (please check one)
Sex is a healthy and normal part of life.

Sex is something to avoid and fear.

21. Should sexuality education be taught in NYC public schools? _ yes _ no
If yes, what grade level should sexuality education start? ___elementary school
____middle school
___high school
22. My oldest child attends ____ public school ___ private school ___ parochial school

Is sexuality education taught in the school your oldest child attends? _ yes _ no

148
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Parenting Questionnaire

Directions:

This questionnaire is designed to measure Aow often you exhibit certain
behaviors towards your child. Please answer each question based on your
oldest child.

Example:

Please read each item on the questionnaire and think about Aow often
you exhibit this behavior and place your answer on the line to the left of the
item.

I EXHIBIT THIS BEHAVIOR:
Never

Once in Awhile

About Half of the Time
Very Often

Always

U~ WN =
I mnnu

3 1. I allow my child to choose what to wear to school.
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Parenting Questionnaire

REMEMBER: Answer each question for your oldest child.

For each item, rate how often you exhibit this behavior with your child.

A

© © N o O

21.
22.
23.

I EXHIBIT THIS BEHAVIOR:
Never

Once in Awhile

About Half of the Time
Very Often

Always

U PhWN =
I

| am responsive to my child’s feelings and needs.

| use physical punishment as a way of disciplining my child.

| take my child’s desires into account before asking her/him to do something.

When my child asks why he/she has to conform, | state: because | said so, or |
am your parent and | want you to.

| explain to my child how | feel about the child’s good and bad behavior.

| spank when my child is disobedient.

| encourage my child to talk about his/her troubles.

| punish by taking privileges away from my child with little if any explanations.

| give comfort and understanding when my child is upset.

| yell or shout when my child misbehaves.

| give praise when my child is good.

| explode in anger towards my child.

| take into account my child’s preferences in making plans for the family.

| grab my child when my child is being disobedient.

| allow my child to give input into family rules.

| scold and criticize to make my child improve.

| give my child reasons why rules should be obeyed.

| use threats as punishment with little or no justification.

| punish by putting my child off somewhere alone with little if any explanations.

I help my child to understand the impact of behavior by encouraging my child to
talk about the consequences of his/her own actions.

| scold or criticize when my child’s behavior doesn’t meet my expectations.

| explain the consequences of the child’s behavior.

| slap my child when the child misbehaves.



Background Information

What is your gender? (1) female (2) male

What was your age at your last birthday? years

What is your marital status? ___ single ___ married/domestic partner
__divorced/separated

Please list ages and gender of each child.

Child 1 age __ female ___ male
Child 3 age __ female ___ male
Child 2 age _ female ___ male
Child 4 age __ female ___ male

Which category describes you best?

__Latino/Hispanic __Asian or Pacific Islander
__Black/non-Hispanic __American Indian
__White/non-Hispanic __Other, please specify

From what country or part of the world did you or your family originally come?

__ Dominican Republic __Nigeria
__Ghana __ Puerto Rico
___Jamaica ___United States

__ Other, please specify

151

What is your religious affiliation?

___Roman Catholic __ Other Christian, please list
__Islamic __ Other religion, please list
__ Baptist __None

How often do you attend religious services?
__ Never

__Once a year or less

__ A few times a year

__Once or twice a month

___Once a week

__ More than once a week

Is English your first language? __yes _ no

If no, please answer questions 10-13.
If yes, please skip to the end of the questionnaire
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10. In general, what language(s) do you read and speak? (circle one)
1 2 3 4 5
B Only another Other language Both English better Only
language better than English Equally than other language English
(not English)
11. What language(s) do you usually speak at home? (circle one)
1 2 3 4 5
B Only another Other language Both English better Only
language better than English Equally than other language English
(not English)
12. In which language(s) do you usually think? (circle one)
1 2 3 4 5
B Only another Other language Both English better Only
language better than English Equally than other language English
(not English)
13. What language(s) do you usually speak with your friends? (circle one)
1 2 3 4 5
a Only another Other language Both English better Only
language better than English Equally than other language English

(not English)

Please turn to the next page =»
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Thank you for your assistance by completing this questionnaire.

I (Janet Heller) will be conducting a second part of this research study
that involves parent-child communication about sexuality. Parents will be
asked how they respond to common questions children have about
sexuality. The interview will be about 15-20 minutes. You will receive
$20 for participating in this study.

Interviews will be arranged around your schedule. If you are

interested in meeting with me, please complete the following information:

Name

Phone

Email

Please note that not everyone who is interested in participating in the

interview will be contacted.
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Recruitment Posting
PSY 11 Students needed for a research study on sexuality education. Looking for BCC
parents to answer questions related to teaching their child about sexuality.

Requirements for Participation

You must be a parent of a child between the ages of 6 and 17 years old. If you have more than
one child, your oldest child cannot be older than 17 years old. You must currently live with
your oldest child.

What the Study Involves

You will be asked to fill out a questionnaire. There are 3 parts: your opinion of topics that should
be included in school sexuality education, how you interact with your child and background
information. It should take about 20-30 minutes to complete.

Your Rights

Your responses to the questions will remain confidential. Taking part in this research is
voluntary. You will receive credit for your PSY 11 class. This research has been approved by the
BCC Institutional Review Board.

The Researcher

Janet Heller, Department of Health, Physical Education and Wellness, is conducting this study to
better understand issues involved in teaching children about sexuality related subjects. For more
information, please contact Janet Heller at 718-289-5902, Loew 308 or

janet.heller@bcc.cuny.edu.

Sign Up
Sign up on the posted sheets. If you would like to participate at a time other than posted

sessions, see contact information above.
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Verbal Instructions

Thank you for signing up to participate in this research study. My name is
Janet Heller. T am conducting this research to find out how parents feel about
school sexuality education. I also am interested in finding out how you
communicate with your child. To participate in this study, you must have a child
between the ages of 6 and 17. Is there anyone here who does not one or more
children between the ages of 6 and 17? (If yes, participant will be excused) If
you have more than one child, the oldest child cannot be over the age of 17. Is
there anyone here who has a child over the age of 17? (If yes, participant will be
excused) To participate in this study, you must also live with your oldest child.
Is there anyone here who does not currently live with their oldest child? (If yes,
participant will be excused)

I am going to distribute the consent forms for this research study.
(Consent form will be read out loud). Does anyone have any questions? If you
understand the consent form and are willing to participate, please sign and date
the form. I will collect the forms now.

I will distribute the questionnaire now. Please take a look at it with me
before completing it. The first page is the Parent Opinion of School Sexuality
Questionnaire. There are 18 topics and you are asked to rate how important you
think the topic is for your child to learn about at any point during 6 through 12"
grade, that is middle through high school. Think of your oldest child when you

answer these questions. Keep in mind that the survey asks if you think your
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child should learn this topic at any point from 6-12" grade. Even if your oldest
child is 10 right now and you think the topic may not be appropriate, do you
think it would be appropriate for him or her to learn when they are older? The
second part is a Parenting Questionnaire and it asks you how often you exhibit or
show certain behaviors towards your child. Again, base your answers on your
oldest child. The last part of the questionnaire asks you some basic questions
about yourself.

If you are disturbed or concerned about any of the issues covered in the
questionnaire and would like to speak with someone about them, please contact
Mr. Vincent Walker, from the BCC Psychological Counseling Department, at 289-
5727.*

Are there any questions?

* The contact information will also be written on the blackboard.
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Consent Form for Questionnaire

BCC/CUNY Contact 718-289-5902
Janet Heller , Loew Hall, Room 308 email: janet.heller@bcc.cuny.edu
Protocol# 0708-6

Study Description:

1. This study will be conducted by Janet Heller, a doctoral student in the Educational
Psychology Department at the City University of New York Graduate Center. The
purpose of this study is to collect data relating to parental opinion of school sexuality
education and to find out how parents communicate with their children. The
information will be used to better understand issues involved in teaching children
about sexuality related subjects.

2. The study asks participants to fill out a questionnaire. The questionnaire includes
three parts: your opinion of topics that should be included in school sexuality
education, how you interact with your child, and background information. It should
take about 20-30 minutes to complete.

3. At the completion of the self-administered questionnaire, you will be asked if you
wish to participate in an additional interview with the researcher. You do not have to
participate, but if you would like to, you will be asked to give your name and contact
information. Your name and contact information will be handed in separately from
the questionnaire.

Your Rights, Privacy and Welfare:

1. The questionnaire is confidential. Your name or ID will not appear anywhere on the
questionnaire. Questionnaires will only be identified by anonymous subject numbers.
No one will see the completed questionnaire except for the researcher.

2. The questionnaire is strictly voluntary. You will receive credit for your PSY 11 class if
you participate but there will be no penalty if you decide not to participate.

3. You are free to withdraw your consent and to discontinue participating in this study
at any time. You do not have to answer any questions that you prefer not to
answer.

4. If you have any questions or concerns about this study or your rights as a participant
please, contact the researcher at the contact information at the top of the page.

I have read this consent form and I understand the procedure to be used in this study. I
freely and voluntarily choose to participate. I understand that I may discontinue my
participation at any time without penalty.

Print Name Signature Date
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Appendix B
Instruments Study B
Qualitative Data Coding Sheet

Consent Form
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Interview Questions for Parents of children ages 6-9

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest child
is a (boy or girl) and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you've handled them with (your oldest son/daughter).

1. Has your child asked you anything related to pregnancy/reproduction such
as . . How are babies made? How does the baby get in? How does the
baby get out? How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

2. Has your child asked you anything related to condoms such as . . .
What is a condom or what's this? (if they've seen a condom)
How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

3. Has your child asked you anything related to AIDS such as . ..
What is AIDS? How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

4. Has your child asked you anything related to body changes, body parts or
puberty such as . ..
Why are girls and boys body’s different? What are the pads (sanitary
napkins) that are in the bathroom? How did you respond?
What sort of words do you use when describing body parts?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

5. Has your child asked you anything related to sexual orientation such as
Do men ever marry each other? Why are two girls or two boys holding
hands? How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

6. Has your child read any books related to these topics? Have you read the
books together? Did your child read the book alone? Do you own the
book or did you borrow the book?
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Interview Questions for Parents of children ages 10-13

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest child
is a (boy or girl) and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you’ve handled them with (your oldest son/daughter).

1. Has your child asked you anything related to pregnancy/
reproduction such as: What is sexual intercourse? How old should a
person be to have sex? How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

2. Has your child asked you anything related to condoms such as .
What is a condom? How do you use it? How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

3. Has your child asked you anything related to AIDS such as . .
How do you get AIDS? How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

4. Has your child asked you anything related to body changes,
body parts or puberty such as : What's a period? What's ejaculation
(ask based on sex of child) How did you respond?

What sort of words do you use when describing body parts?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

5. Has your child asked you anything related to sexual orientation
such as . .What does it mean if you are gay?

How did you respond?

(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

6. Has your child read any books related to these topics? Have
you read the books together? Did your child read the book alone? Do
you own the book or did you borrow the book?
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Interview Questions for Parents of children ages 14-17

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest child
is a (boy or girl) and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you’ve handled them with (your oldest son/daughter).

1. Has your child asked you anything related to pregnancy/reproduction
such as
How does a person avoid getting pregnant? How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

2. Has your child asked you anything related to condoms such as . . .
Are condoms effective? How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

3. Has your child asked you anything related to AIDS such as . .
How do you prevent AIDS? How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

4. Has your child asked you anything related to body changes, body parts
or puberty such as . . .
Can a girl get pregnant if she hasn't gotten her period? Or has
she/she asked you anything about body changes while they were
going through puberty? How did you respond?
What sort of words do you use when describing body parts?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

5. Has your child asked you anything related to sexual orientation such as
Is it good or bad to be gay? How did you respond?
(If no) Have you brought up the topic? (If yes) What was the
circumstance? How did you deal with the issue?

6. Has your child read any books related to these topics? Have you read
the books together? Did your child read the book alone? Do you own
the book or did you borrow the book?



Participant #

Parent: Mother/Father (circle one)
Child: Boy/Girl (circle one), age

Instruction: Use one form for each participant. Code by placing the number of the topi
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Qualitative Data Coding Sheet

Topic 1 pregnancy/reproduction

Topic 2 condoms
Topic 3 AIDS

Topic 4 puberty/body changes
Topic 5 sexual orientation

next to the best description of the response, in each of the four coding categories.

Compr ehensive/democr atic

Abstinence-only/authoritarian

Information Correct information Misinformation
Complete information Incomplete information
Age-appropriate No information
Answers question May not be age appropriate
Acknowledges question Does not answer question
Refers to other sources if Ignores question
answer not known Changes subject
Discussion of condom use Abstinence as goal — no
and/or contraceptives discussion of condoms/
Positive aspects of sexuality contraceptives
Negative consequences of
sexual activity besides
pregnancy
and HIV/STD's
Emotion Positive/Neutral Negative
Compassionate Fearful
Reassurance Anger
Empathy Contempt

Not embarrassed

Embarrassed (no eye contact,

facial expression, uncomfortable

D

laugh)
Underlying Message It's ok to ask these It's not ok to ask these
guestions guestions

More in control of life

Will not be pregnant

Will be more educated, more
options

Will be able to say no,
empowerment for decision
making

Self-confidence

Respect for others

Fear/scare tactics to avoid
sexual activity

Consequences of premarital
sex or sex outside of
marriage

Punitive

Unable to make decisions
themselves

Not respectful of others

Communication Style

More interactive, asks
guestions
Encourages discussion
Respects child’s opinion
Comfortable
Nurturing
Open

More directive, does not ask
questions

Discourages questions

Does not respect child’s opinion

Uncomfortable

Controlling

Avoidant

Total # of comprehensive/democratic (highest is 20)
Total # of abstinence-only/authoritarian (highest is 20)
Did child read any books? Yes/no, if yes, on own __given to by parent __ source
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Consent Form for Interview

BCC/CUNY Contact 718-289-5902
Janet Heller, Loew Hall, Room 308 email: janet.heller@bcc.cuny.edu

Protocol # 0708-6

Study Description:

1. This study will be conducted by Janet Heller, a doctoral student in the Educational
Psychology Department at the City University of New York Graduate Center. The
purpose of this study is to collect data relating to how parents answer questions
children have about sexuality. The information will be used to better understand
issues involved in teaching children about sexuality related subjects.

2. The study involves being interviewed by the researcher. Participants will be asked
how they respond to common questions children ask about sexuality. The interview
will be audio taped. It should take about 15-20 minutes to complete.

Your Rights, Privacy and Welfare:

1.

The interview is confidential. This means that only the researcher and any other coders
of the taped interview will have access to the information. Your name will not be
revealed to anyone other than the researcher. Any journal articles or publications
produced based on the interview will use different names so individuals can not be
identified.

The interview is strictly voluntary. You will receive $20 for participating in this study.
There will be no penalty if you decide not to participate.

You are free to withdraw your consent and to discontinue participating in this study at
any time. You do not have to answer any questions that you prefer not to answer.

If you have any questions or concerns about this study or your rights as a participant
please, contact the researcher at the contact information at the top of the page.

I have read this consent form and I understand the procedure to be used in this study. I
freely and voluntarily choose to participate. I understand that I may discontinue my
participation at any time without penalty.

Print Name Signature Date

I consent to be audio taped.

Print Name Signature Date
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Appendix C
School Sexuality Education Questionnaire (SSEQ)

Additional Information

The sex education topics included on the SSEQ were adapted from the Kaiser
Family Foundation Sex Education in American Survey (2004, 2000) and a recent study of
parental opinions of sexuality education in North Carolina conducted by Ito et al. (2006).
The Likert scale format that was used in this questionnaire was adapteliofietral.

(2006).

The Kaiser (2004) survey included 1001 interviews with parents of children in
grades 7 through 12. The sample was obtained from a random national sample of 1,759
respondents over age 18, including an oversampling of parents of children in grades 7
through 12.

The Ito (2006) survey conducted interviews with 1,306 parents of North Carolina
public school students in grades K-12. The sample was obtained though a purchased list
of phone contacts that were targeted to parents of school age children. A total of 4,000

phone numbers were called to obtain the sample of 1,306.
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Appendix D
Par enting Styles and Dimensions Questionnaire (PSDQ)

Additional Information

According to an e-mail communication with Dr. Clyde Robinson, author of the
PSDQ on April 30, 2007, the 32-item version has been used with “good construct
validity” with families in Russia, China, Australia, Canada, and Japan assveding
translated into Spanish. In addition, Dr. Robinson has sent out well over 100 forms of the
PDSQ to various researchers within the U.S., Canada, Asia, and Europe (email
communication with Clyde Robinson, September 12, 2007). The PDSQ has been piloted
on 1200 parents of children between the ages of 4 and 12 (email communication with Dr.
Clyde Robinson, July 3, 2008; telephone conversation with Clyde Robinson on July 22,
2008).

According to Clyde Robinson (telephone communication, July 22, 2008), parents
generally score higher on the democratic scale because it is moregydmitithe
authoritarian scale is still predictive. He suggested that the authorisaaée be broken
out into sub-dimensions as there may be significance found in the individual sub-
dimensions but not in the overall mean. For example, a parent may score as aathoritari

in the verbal hostility dimension but not in the physical coercion dimension.
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Appendix E

Countriesof Origin for Participantsin Study

(n=191)
1. Albania (n = 2) 16. Jamaica (n = 25)
2. Antigua (n=1) 17. ltaly (n=2)
3. Bulgaria (n=1) 18. Liberia (n =2)
4. Cuba(n=23) 19. Nigeria (n =5)
5. Dominica (n=1) 20. Peru (n=1)
6. Dominican Republic (n = 42) 21. Puerto Rico (n = 35)
7. Ecuador(n =2) 22. Senegal (n=1)
8. Gambia (n=1) 23. Sierra Leone (n=1)
9. Ghana (n=11) 24. St. Kitts (n=1)
10.Grenada (n =1) 25. Suriname (n =1)
11.Guatemala (n = 2) 26. Trinidad (n = 3)
12.Guyana (n =1) 27. United States (n = 32)
13.Haiti (n = 4) 28. Virgin Islands (n = 1)
14.Honduras (n = 2) 29. West Indies n=1)

15. India (n = 1) 30. Unknown (n = 5)
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9.

Appendix F

Religionsfor Participantsin Study

Anglican (n =1)
Apostolic (n = 1)
Baptist (n = 14)
Catholic (n =79)
Charismatic (n = 1)
Church of God (n = 1)
Evangelical (n = 3)
Islamic (n = 5)

Hindu (n = 1)

10.Jehovah Witness (n = 3)

11.Jewish (n =1)

12.Methodist (n = 2)

13.Mormon (n = 1)

14.Muslim (n = 1)

15. Orthodox Christian (n = 1)

16.Pentecostal (n = 20)

17.Seventh Day Adventist (n = 4)
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Appendix G

Pilot Test of I nterview

Purpose

The purpose of this research was to pilot test the interview instrument, and coding
schema that will be used as part of a larger study related to sexualiggieduche
qualitative data collection entailed interviewing parents about how thegnégo
common questions children ask about sexuality. It was important to make sure that the
interview questions were worded in a manner that generated enough informatiowto al
for coding of the data. This pilot test allowed the researcher to practiceethaewt

format, code the answers, and permit a second coder to check for reliability.

Research Design

This research study was qualitative in nature. Data was collected through
interviews with parents about how they respond to common questions children ask about
sexuality.
Participant Selection

Participants were a convenience sample of students at Bronx CommunityeColle
Students enrolled in health classes were asked to volunteer to be intervielWwed by t
researcher. These were not students currently enrolled in the researahelasses, but
were students referred to her by other faculty. Volunteers were parehikioérc
between the ages of 6 and 17 (the oldest child not older than 17 years), and the parent

resided with their oldest child. Six students were recruited and includeceriiaf a
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child in each of the age categories (ages 6-9, 10-13, and 14-17). Five mothers and one
father were interviewed with children ranging in age from 6-17 (3 boys ant$B gir
Procedure

In December 2007, students were approached by the researcher through Health
Education classes and asked if they would be interested in participatingdy aedated
to parent-child communication about sexuality. The students were told that questions
will be asked about how they respond to common questions children have about
sexuality, and that the interview would be audio-taped. Students who expresssd inter
were told of the requirements (must have children between the ages of 6-17¢laldest
not older than 17, must live with oldest child). If students did not meet the requirements,
they were thanked for their interest but told they could not participate.

If a student was interested and he/she met the criteria, he/she wapaned to
the researchers’ office for the interview. Participants werengaveonsent form to read
and the content was explained verbally before the participant signed thelff@rparent
had more than one child, he/she was asked to answer questions based on the age of
his/her oldest child. All interviews were audio-taped. At the conclusion of the
interview, parents were given literature from Sexuality Information ahat&tion
Council of the United States (SIECUS) related to talking with their childbexuit
sexuality.

Instruments

Parent Interview QuestiorsThe interview questions were developed by the
researcher and were based on three common trade books written for parents on how to

communicate with their child (Madaras, 2000; Planned Parenthood, 1986; Stoppard,
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1997). Three different forms of interview questions were available based on thfe age

the child (6-9 years, 10-13 years, 14-17 years), and each age grouping included 5 ope
ended guestions on the same topics. The topics were pregnancy/reproduction, condoms,
AIDS, puberty/body changes, and sexual orientation. A sixth question was asked about
reading sexuality related books.

Results

The interviews averaged 10-15 minutes each and generated a typed tianscript
record of an average of 4 typed pages (approximately 1400 words). To check dbding, a
interviews were coded by 2 coders. Four of the interviews were coded aghbengwe/
democratic and two were coded as abstinence-only/authoritarian. Based upon the pilot
interviews, the coding schema and interview questions were modified.

The coding schema was modified to add a few descriptive coding phrases for the
categories of information, underlying message, and communication style patame
provided no information at all about any of the sexuality related topics to his daughter.
So, the phrase “no information” was added to the information category, and “avoidant”
was added to the communication style category under abstinence-only/augroritari
The phrase “open” was added to communication style as the opposite of “avoidant” under
comprehensive/democratic.

Three parents of older children (ages 11, 15, 17) discussed the negative
consequences of sexual activity such as pregnancy, HIV, and STD’s (coded under
abstinence-only/authoritarian) with their children but were coded on all other
communication as comprehensive/democratic. The information the parent provided was

correct, complete, and age-appropriate (comprehensive/democratic) sarichess
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which category the communication should be coded. It was determined, after much
discussion, that most parents do discuss negative consequences of sexual atfivity wi
the context of responding to questions about sexuality. Thus, the complete phrase
“negative consequences of sexual activity besides pregnancy, HIVABd®listed in the
communication category as abstinence-only/authoritarian, and the phrasieéposi
aspects of sexuality” was listed as comprehensive/democratic. Thusreéhd giaes
age-appropriate information, complete, and correct informatmlalso discusses
negative consequences of sexuality activity the response will be coded ashmorped
democratic in the information category.

Three of the parents spoke to their children about respecting other people’s
lifestyles when discussing sexual orientation. Under the category of undarlgssage
the phrase “respect for others” was added under comprehensive/democratic, and “not
respectful of others” was added under abstinence-only/authoritarian. Undategery
of underlying message, “positive/neutral,” and “negative” were removédudsas t
duplicated wording used under the category of emotion.

The actual coding sheet (not the categories) was also modified to include
identifying information on each coding sheet that includes the subject numbeey gé
the parent, age of the parent, gender of the child, and age of the child. A summary of the
coding was also included to add the total number of topics discussed, and number of
topics coded as comprehensive/democratic and abstinence-only/authoritarian.

Based upon the pilot interviews, the interview questions were also modified. The
original questions included common questions that children ask parents in three different

age categories (ages 6-9, ages 10-13, ages 14-17) on five different topics, plus one
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guestion related to reading of sexuality related books (1-pregnancy/rejwagd@e

condoms, 3-AIDS, 4-puberty/body changes/body parts, 5-sexual orientation, and 6-
books). It was found during the interviews that if a child had not asked the specific
guestion (such as “what is a condom”) then the parent would reply that the topic was not
discussed. If the interviewer got a negative response, she followed up with the question
“has your child asked you anything related to the topic?” One participted stat her

child had not asked her any questions but she brought the topics up with him. So the
interview questions were modified to include:

Has your child asked you anything related to (add topic) such as . . . (follow with

original question). How did you respond® no) Have you brought up the topic?

(If yes) What was the circumstance? How did you deal with the issue?

During the interviews, three of the parents discussed the words for sexual organs
that they use when talking with their children about sexuality. This was notabiyg
included in the interview questions, but type of vocabulary used provides important
information about how parents respond to questions. So, under the topic puberty/body
changes/body parts, this question was added at the end of the original quéatiaats: “
sort of words do you use when describing body parts?”

The original interview questions provided enough information to code the data,
and it is believed that these additional modifications will ensure that parespalses

will be able to be coded completely and accurately.
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Qualitative Data Coding

Compr ehensive/democratic

Abstinence-only/authoritarian

Information Correct information, complete Misinformation, incomplete
information information
Age-appropriate May not be age appropriate
Answers question Does not answer question
Acknowledges question Ignores question
Refers to other sources if Changes subject
answer not known Abstinence as goal — no
Discussion of condom use discussion of condoms/
and/or contraceptives contraceptives
Negative consequences of
sexual activity
Emotion Positive/Neutral Negative
Compassionate Fearful
Reassurance Anger
Empathy Contempt

Matter of fact

Embarrassed (no eye contal
facial expression, uncomfortab
laugh)

Underlying Message

Positive, it's ok to ask these
guestions
More in control of life
Will not be pregnant
Will be more educated, more
options
Will be able to say no,
empowerment for decision
making
Self-confidence

Negative, not ok to ask these
guestions

Fear/scare tactics to avoid
sexual activity

Consequences of premarital
sex or sex outside of
marriage

Punitive

Unable to make decisions
themselves

Communication Style

More interactive, asks
guestions
Comfortable
Nurturing

More directive, does not ask
questions

Uncomfortable

Controlling
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Interview Questions for Parents of children ages 6-9

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest
child’s name is and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you’ve handled them with (name of oldest child).

For each question interviewer asks “Has your child ever asked you about (Q1 . . .
Q5)” If yes, how did you handle the question? If no, how would you handle the
question if she/he asked? After each question (Q1 ... Q5), interviewer asks
“Has your child asked you any other questions related to these topics? How did
you handle it?”

4. How are babies made? How does the baby get in? How does the baby
get out?

What is a condom?

What is AIDS?

Why are girls and boys body’s different? What are the pads (sanitary
napkins) that are in the bathroom?

Do men ever marry each other?

Has your child read any books related to these topics? Have you read the
books together? Did your child read the book alone? Do you own the
book or did you borrow the book?

howm

i
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Interview Questions for Parents of children ages 10-13

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest
child’s name is and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you've handled them with (name of oldest child).

For each question interviewer asks “Has your child ever asked you about (Q1 . . .
Q5)" If yes, how did you handle the question? If no, how would you handle the
question if she/he asked? After each question (Q1 ... Q5), interviewer asks
“Has your child asked you any other questions related to these topics? How did
you handle it?”

1. What is sexual intercourse? How old should a person be to have sex?
Is it wrong to have sex?

What is a condom? How do you use it?

How do you get AIDS?

4. What's a period? What's ejaculation? (use only one question, based
on sex of child)

What does it mean if you are gay?

Has your child read any books related to these topics? Have you read
the books together? Did your child read the book alone? Do you own
the book or did you borrow the book?

wnN

i
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Interview Questions for Parents of children ages 14-17

Children ask a lot of questions about health and family matters. I'm trying to get
a better understanding of how parents handle these questions. Your oldest
child’s name is and he/she is years old.

I'm going to mention 5 topics that many children ask about and I'd like you to
tell me about how you’ve handled them with (name of oldest child).

For each question interviewer asks “Has your child ever asked you about (Q1 . . .
Q5)” If yes, how did you handle the question? If no, how would you handle the
question if she/he asked? After each question (Q1 ... Q5), interviewer asks
“Has your child asked you any other questions related to these topics? How did
you handle it?”

How does a person avoid getting pregnant?

Are condoms effective?

How do you prevent AIDS?

Can a girl get pregnant if she hasn't gotten her period?

Is it good or bad to be gay?

Has your child read any books related to these topics? Have you read
the books together? Did your child read the book alone? Do you own
the book or did you borrow the book?

AR P O 0N
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