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According to the Sexuality Information and Education Council of the United States (SIECUS, 2002), sexual education is “a lifelong process of acquiring information and forming attitudes, beliefs, and values.  It encompasses sexual development, reproductive health, intimacy, body image, gender roles, interpersonal relationships and affection.”  While this definition seems to afford a logical outlook of how sex education should be implemented as a normal progression of maturing, the teaching of sex education and practice of condom distribution in public schools continues to be a controversial issue in the United States.  
Sex Education in Public Schools


American society encourages children to be informed on politics, current affairs, religion, and culture, but seemingly limits the knowledge available regarding sexual education. Although it is not often a popular or comfortable topic for discussion, sex education is the most effective means of protecting children by encouraging them to make informed decisions. Across the United States there are two general forms of sex education; comprehensive and abstinence-only. As discussed later, the argument is not whether sex education is necessary, but when and how the information is presented to students. A recent trend in sex education has been the addition of condom and contraceptive availability. This has become a controversial issue around dinner tables and parent-teacher association meetings across America.
What Types of Curricula are Available?


The curriculum offered varies among states and districts. Approximately 58% of schools now offer a Comprehensive Sexuality Education Program that begins in kindergarten and continues through high school. (ACLU) By integrating basic anatomy such as, differences between males and females, and teaching them where babies come from, to high school students being instructed on the correct application of a condom, “it brings up age appropriate sexuality topics and covers the broad spectrum of sex education, including safe sex, sexual transmitted diseases (STDs), contraceptives, masturbation, body image, and more” (Witmer, 2006). This method of education offers information in a gradual and applicable order to provide guidance and present health promotion and prevention. Supporters contend that by teaching children in increments is a more effective approach that opens the lines of communication.  This suggestion gives plausibility to the idea that if adolescents possess a basic understanding of sexuality and health they are more apt to feel comfortable to explore ideas without judgment. 

Parents should be involved with the sex education curriculum being taught to their children for two specific reasons: 1) to ensure complete accuracy and alignment with personal family values, and 2) to prepare themselves for additional questions their child may have. According to the National Longitudinal Study of Adolescent Health, the more adolescents perceived their mother to maintain disapproving notions with regard to sexual activity, the less likely they were to engage in that behavior. (NICHD, 2007) It would be advantageous for parents to be proactive and start discussing sex with their children even before they begin learning about it in schools and from peers.  Minor efforts such as these go a long way in establishing independence and critical thinking in young teens. 

What Does the Research Say? 
Current statistical research suggests that parents, school employees, and students nearly unanimously agree that sex education should be a part of school curriculum.  According to a poll conducted by the National Public Radio, the Kaiser Family Foundation, and Harvard’s Kennedy School of Government (2004), “The debate over whether to have sex education in American schools is over…only 7% of Americans say sex education should not be taught in schools” (p. 1). 
However, what information should be presented and how it should be presented continues to be debated.  In an attempt to address these questions, the Kaiser poll asked parents to choose between two statements.  Statement one suggested “when it comes to sex, teenagers need to have limits set; they must be told what is acceptable and what is not” (p. 2).  Statement two suggested “ultimately, teenagers need to make their own decisions, so their education needs to be more in the form of providing information and guidance” (p. 2) The results of the poll show that Americans are evenly divided between the two statements (NPR/Kaiser Family Foundation/Kennedy School of Government, p. 2).  
While most studies focus on statistics supporting the use of condoms based on STD and pregnancy rates, it is important to view the holistic picture of students’ health.  Psychological, emotional, and spiritual health are equally as important but more difficult to quantify and measure.  Yet, by taking the time to examine these important factors, it becomes clear that students would benefit from the implementation of boundaries and guidelines presented in sex education curriculum.

A key argument among parents and teachers addressed in the aforementioned Kaiser study showed that more parents were concerned that their “7th-12th grade children…might have sexual intercourse before they are psychologically and emotionally ready” (p. 3) than parents who were concerned about the prevalence of STDs and pregnancy.  Condom distribution and discussion about birth control options cannot adequately promote the psychological and emotional wellbeing of teenagers.  Further, touting “safe sex” through the use of condoms and failing to offer limits may place students at emotional and psychological risk.  

A Student’s Perspective
It is important to consider the student perspective of sex education in schools.  In her article Condom Distribution – Who is Benefiting, student Shannon Kelly (2001) addressed this psychological and emotional impact of condom distribution: 

Though I am not a sexually active teenager, refraining from sexual involvement has been difficult. Abstinence is especially hard in a society that seems to promote sex, as long as it is "safe" sex. I feel that the support, which used to come from authority figures such as parents and educators, is crumbling because of the initiation of programs such as condom distribution. It is as though parents and schools have forgotten that some teenagers, for whatever personal reasons, do not desire to be sexually active. I do not minimize the need to educate teenagers about safe sex and the risks of sexually transmitted diseases…but I believe the assumption  that all teenagers are, or desire to be, sexually active is fallacious. I think that in making this assumption, we have oversimplified the solution to the problem. I am confident that if we took the time to ask why so many teenagers are sexually active today, we would discover the solution is not a simple one. Maybe we have not asked in fear of discovering that a satisfactory solution requires more thought and energy than deciding whether or not to keep a basket of condoms in the nurse's room (p. 1).

Kelly feels that “safe sex” is a misnomer and that the focus of sex education today fails to address the deeper roots of the issue.  Haven Bradford Gow (1994), a frequent commenter on social issues, argues “When schools supply children with contraceptives, they simply address the symptoms, rather than the root cause of the problem, which are our popular sexual attitudes and practices (p. 183) Society needs to look at the deeper roots of the problem and take this into consideration when setting parameters around sex education programs so there are safeguards in all aspects of students’ health.  
Drawing the Line


Many believe there needs to be a line drawn somewhere before public schools exchange soda machines for condom dispensers. A poll conducted by Science Daily of high school students showed the top three reasons for actively choosing to use a condom were to avoid pregnancy, avoid making a mess, and to make sex longer. Prevention of STDs was not on the top of the list. When San Francisco's Balboa High School gave students coupons they could exchange for condoms at a nearby city dispensary, the percentage of female students engaging in sexual intercourse jumped by one-fourth in just two years. Similarly, a study of adolescents taking part in a three-year condom promotion experiment in Switzerland showed that the proportion of girls under the age of 17 engaging in sexual activity increased by almost two-thirds from 36% to 57%. (NICHD, 2007)

According to the National Assembly on School Based Health Care, 30% of school based health centers have been approved to write contraceptive prescriptions and dispense condoms, the majority occurring in high schools and an increasing number in middle schools. Of that 30%, only about 49% of the schools require counseling prior to receiving condoms. There are schools dispensing condoms and contraceptives without requiring any form of parental consent for children under 16. (NASBHC, 2002)

In Stephens County, Georgia parents were shocked to discover that their fourteen- and fifteen-year-old daughters had been driven to a birth control clinic by a public school staff member without their knowledge. The county clinic administered AIDS tests and Pap smears to the girls and gave them birth control pills and condoms. The school denied parents access to the test results and defended its actions on the grounds that the counselor believed that she was doing what was best for the girls. (Turtel, 2008)

Research has shown that when the perceived risk for a behavior is low, a person is more likely to engage in that behavior. Passing out contraceptives and demonstrating how to apply them while stating numbers such as a 99.9% effective rate reassures students that they are in no imminent danger. Even after demonstration of condom use, more than 30% of sexually active teenagers either use the condom incorrectly or put it on after penetration.  (Witmer, 2006)
Cultural and Religious Aspects

Another consideration when setting parameters of sex education curriculum is religion and culture.  While nearly everyone agrees sex education should be present in schools, many religious groups feel birth control measures such as condoms infringe upon their First Amendment rights.  
For example, the Roman Catholic Church officially bans the use of condoms and other “artificial” birth control means, which are seen as interfering with God’s will.  Some students may even view the use of condoms as “murder,” and do not wish to be subjected to the promotion of such an action. Many parents believe discussions surrounding contraceptive availability and use are better addressed in the home to ensure cultural and religious congruity. They believe the role of school officials should be to inform of safe sex practices, not to provide or distribute contraceptives. Some religious sects also contend that if sex education is offered within public schools children will be exposed to different types of relationships they find immoral; for instance homosexuality being normal and natural.

Proponents of comprehensive sex education state their focus is to inform and guide teens with regard to safe sex practices. Opponents argue that teaching comprehensive sex education in schools gives children the “green light” to engage in sexual activity, yet statistics repeatedly demonstrate that pre-teen births and occurrence of STD/STIs among teenagers is decreased as sex education is increased.  
For example, “the pregnancy rate among U.S. women aged 15–19 has declined steadily—from 117 pregnancies per 1,000 women in 1990 to 75 per 1,000 women in 2002” (Guttmacher, 2006).  According to the CDC “research has clearly shown that the most effective programs are comprehensive ones that include a focus on delaying sexual behavior and provide information on how sexually active young people can protect themselves” (CDC, 2002).
Abstinence and Marriage

On the other hand, the abstinence-only-until-marriage program focuses on abstaining from sex until marriage. Its message: “You can’t get pregnant or get a disease if you don’t have sex” (Couric, 2004). The focus is on the negative psychosocial and physiological consequences of sex before marriage. The program discusses the use of contraceptives such as condoms merely to highlight the failure rates of contraceptives. While many teachers and parents agree that abstinence is the best option, many believe teaching abstinence is not enough, nor is it comprehensive. They cite that abstinence by itself does not adequately address sexual issues that students face. 
Today approximately 35 states and two-thirds of public schools have sex education as part of their curriculum and only a fraction of them actually discuss options outside of abstinence.  “Sex education teachers were more likely to focus on abstinence and less likely to provide students with information on birth control, how to obtain contraceptive services, sexual orientation and abortion in 1999 than they were in 1988” (Guttmacher, 2006).  Promoting abstinence limits options for teens, and removes their independence to make their own decisions.  
Astounding Numbers

Statistically, “by their 18th birthday, six in 10 teenage women and more than five in 10 teenage men have had sexual intercourse” (Guttmacher, 2006).  This means that regardless of what parents and teachers teach or warn about, the majority of teenagers are going to engage in sexual activity.  Many opponents of abstinence believe it is a disservice to our children to know the statistics and the likelihood they will engage in pre-marital sex and still choose not to educate them on potential hazards and issues surrounding sexual activity.  “Approximately 14% of the decline in teen pregnancy between 1995 and 2002 was due to teens’ delaying sex or having sex less often, while 86% was due to an increase in sexually experienced teens’ contraceptive use” (Guttmacher, 2006). This statistic alone demonstrates that teenagers, when given the opportunity to make informed and educated decisions, will overwhelmingly make a safer and more preventative choice to protect themselves.

As society continues to evolve, the issue of sex education programs will continue to be a controversial one on both a local and federal level. In 2005, President Bush proposed an increase in abstinence-only-until-marriage programs, bringing total funding to $206 million. He stated, “we will double federal funding for abstinence programs, so schools can teach this fact of life: Abstinence for young people is the only certain way to avoid sexually transmitted diseases," (Guttmacher, 2006). The new president-elect Barak Obama has a drastically different view on sex education. In a recent campaign for comprehensive sex education, President Obama stated: 
It’s the right thing to do, [providing] age-appropriate sex education, and science-based sex education in schools. Keep in mind: I honor and respect young people who choose to delay sexual activity, I’ve got two daughters, and I want them to understand that sex is not something casual. That's something that we definitely want to communicate and should be part of any curriculum. But we also know that when the statistics tell us that nearly half of 15 to 19 year olds are engaging in sexual activity, that for us to leave them in ignorance is potentially consigning them to illness, pregnancy, poverty, and in some cases, death (Davis and Ellerson, 2007).
Guidelines

As previously stated, the argument is not whether sex education is necessary, but when and how the information is presented to students. There is clearly a need for boundaries within the sex education curriculum. The American Medical Association offers the following guidelines for implementing a comprehensive and developmentally appropriate sex education curriculum.

[Programs] are based on rigorous, peer reviewed science; show promise for delaying the onset of sexual activity and a reduction in sexual behavior that puts adolescents at risk for contracting human immunodeficiency virus (HIV) and other sexually transmitted diseases; include an integrated strategy for making condoms available to students and for providing both factual information and skill-building related to reproductive biology, sexual abstinence, sexual responsibility, contraceptives including condoms, alternatives in birth control, and other issues aimed at prevention of pregnancy and sexual transmission of diseases; utilize classroom teachers and other professionals who have shown an aptitude for working with young people and who have received special training that includes addressing the needs of gay, lesbian, and bisexual youth; include ample involvement of parents, health professionals, and other concerned members of the community in the development of the program; and are part of an overall health education program (Advocates for Youth, 2008).
Programs should address physiological and psychological effects of sexual activity without using fear tactics. The decision to make condoms and/or contraceptives available should be left to local districts. This encourages teachers, parents, and students to become actively involved creating curriculum congruent with ideals and beliefs. 

As Related to Nursing


As the United States struggles with the cost and quality of health care it is evident that a shift from illness prevention to health promotion is needed. A comprehensive sex education curriculum should provide the information necessary for students to make informed and safe decisions. The field of nursing has the potential to make enormous headway in this area. By applying theories, such as Rosenstock’s health beliefs model and Bandura’s social learning theory nurses are able to present sex education curriculum in a manner in which students can relate. Skilled nurses take into account the behavioral, personal, and environmental influences that may impede sound decision making. 

Nurses use a holistic point of view to assist students in understanding all the aspects of sexuality. In most sex education programs there is a lack of leadership and strategy. Many school officials and teachers are uncomfortable teaching sex education because it conflicts with their own beliefs. In community nursing, however, the personal biases of the nurse are put aside to ensure accurate and informative education. 

Thu Anh Lewin, a nurse at Pediatrics West in Boston, made national news in May 2008 when she created the pilot Smart Sex Program. The free five-week course “teaches the facts of life to middle and high school students…and encourages parents to become the primary teacher about sexuality, sexually transmitted diseases, and healthy relationships” (Paige, 2008). Lewin honed in on the importance of family involvement, including recommendations on how to approach the subject of sex with their children. She states, “I am not telling them what is right or wrong. I’m giving them information” (Paige, 2008).

In light of failed levies and lack of government funding, it is likely that sex education programs will become more limited. The opportunities for community health nurses have never been more appealing. With the focus on health promotion and by providing a voluntary program outside of school for parents and students, nurses could potentially change the way Americans currently view sex education. 
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