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ABSTRACT 

 The outcomes of risky sexual behaviors among adolescents is an acute public health 

problem in Indiana. State STI rates are second highest among the 13-19 age group, new HIV 

infections for this group are on the rise and Indiana has the 17th highest teen birth rate in the 

nation (Centers for Disease Control and Prevention [CDC], 2018; Indiana State Department of 

Health [ISDH], 2015; ISDH, 2013; ISDH, 2018). In addition to risky sexual behavior, dating 

violence and sexual assault are significant problems for Indiana teenagers (CDC, 2016; The 

Indiana Youth Institute, 2017). In the hopes of mitigating these problems more effective 

approaches are needed to help adolescents make healthy decisions in all aspects impacting their 

sexual well-being.  

 School-based health education has been found to be a cost-effective approach that can 

help teens adopt healthy sexual attitudes and behaviors. Although student input can help develop 

effective sexual health curriculum, student voice is not well-documented in sex education 

curriculum development and implementation. The primary goal of this dissertation was to fill 

this gap by exploring high school students’ preferences for their ideal school-based sex education 

curriculum. Specifically, the aims of this dissertation investigated 1) students’ opinions about 

their current sex education 2) students’ recommendations for content and instruction preferences 

in their ideal sex education curriculum and 3) the manner in which pertinent sex education 

content can be disseminated via social media. 

 A mixed-methods approach was used to collect the opinions and beliefs of Indiana high 

school students ages 14-18. Findings revealed that participants in this study wanted school-based 

sex education that included information and instruction that was 1) relevant-timely and 

applicable to students’ current lived experiences, 2) relatable-made a personal connection with 

students and 3) reliable-medically sound information that was inclusive of a variety of sexual 

activities and sexual orientations. In addition, results showed that adolescents were in favor of 

receiving sex education from the SNS of LHDs, but they knew very little about their LHDs and 

their SNS accounts. Therefore, participants suggested that LHDs 1) inform intended audiences 

about products by building offline connections 2) use promotions to create greater brand 

awareness 3) emphasize price during giveaways and publicize free services and 4) use the right 

people to motivate others to follow accounts. Henceforth, this study suggests that the student 
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voice could be a tool to develop sex education and health promotion strategies that resonates 

with adolescents.   
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INTRODUCTION 

The outcomes of risky sexual behaviors among adolescents is an acute public health 

problem in Indiana (Indiana State Department of Health [ISDH], 2018). Sexually transmitted 

infection (STI) rates are second highest among the 13-19 age group, and Indiana has the 17th 

highest teen births rate in the nation (Centers for Disease Control and Prevention [CDC], 2018; 

ISDH, 2015; ISDH, 2013). From 2015-2017, new HIV infections among 15-19-year-olds have 

increased 23% (ISDH, 2018). In addition to risky sexual behavior, dating violence and sexual 

assault are significant problems for Indiana teenagers (CDC, 2016; The Indiana Youth Institute, 

2017). To improve poor sexual health outcomes among Indiana adolescents, more effective 

approaches are needed to educate and persuade adolescents to avoid engaging in risky sexual 

behaviors. 

School-based sex education is a cost-effective prevention strategy that can help teens 

adopt healthy attitudes and behaviors, including those that reduce their risk for HIV, STIs, and 

pregnancy (CDC, 2017). Although Indiana law mandates AIDS/HIV education be taught in all 

public schools, these units do not include sexual health education. Sexual health education is 

considered a separate subject and is not required to be taught to students.  

Although not required The Indiana Department of Education (IDOE) recommends that 

sexual health education be taught as part of comprehensive health education. Local districts are 

not required to adhere to this (Instruction on Human Sexuality or Sexually Transmitted Diseases, 

2005). 

Even when school-based sex education is provided to Hoosier teens, it appears that 

students may not receive the most effective information (USDHHS & CDC, 2015). There are 

two main types of formative sex education curricula in the United States; abstinence-only-until-

marriage (AOUM) and comprehensive sexual education (CSE). AOUM curricula, the most 

commonly taught, promotes sexual activity only after marriage and reports birth control as an 

ineffective method against sexually transmitted diseases (STDs) and pregnancies. A report by the 

U.S. House of Representatives found such programs frequently contained medically incorrect 

information and misrepresented facts about contraceptives, abortion, and the biology of gender 

(Advocates for Youth, 2009). CSE emphasizes abstinence but also provides medically accurate 

information on birth control and condom use. This approach has proven more effective than 
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abstinence-only education to delay the start of sexual activity, increase the use of birth control, 

lower rates of STI transmission, and the spread of HIV/AIDS (Kirby, 2008; Kohler, Manhart, & 

Lafferty, 2008; Stanger-Hall & Hall, 2011).  

Indiana is an abstinence-minimum state, meaning comprehensive topics can be taught as 

long as abstinence is stressed first but evidence shows, that instruction avoids teaching 

comprehensive topics (USDHHS & CDC, 2015). A national report reveals less than half (41.5%) 

of Indiana high school sexual health educators reported teaching students about how to obtain 

condoms, just 33.6% taught how to use a condom correctly, and only 27.6% of teachers taught 

all 16 HIV, STD, or pregnancy prevention topics recommended by the CDC (USDHHS & CDC, 

2015). Coincidentally, even though 89.6% of Indiana adolescents reported learning about HIV 

infection in school, 46.6% of sexually active teens reported not using a condom during their most 

recent sexual intercourse (ISDH, 2013; USDHHS & CDC, 2015). Such statistics indicate Indiana 

secondary schools cannot solely rely on HIV education to teach students about how to protect 

themselves from HIV. It further appears that schools need to expand education about condom 

use and other contraception within a sexual health curriculum (USDHHS & CDC, 2015).  

Problem Statement  

The sexual health outcomes of Indiana teens suggest that students may be in need of an 

improved education that will help them make healthier sexual decisions. One way to improve sex 

education and possibly adolescent sexual health outcomes, is to learn directly from and 

incorporate components that students desire in a sex education curriculum. To more effectively 

impact students’ attitudes and behaviors, scholars contend that the content of sex education and 

materials should reflect the age, sexual experience, needs, assets, and culture of young people in 

the program (Allen, 2008; Eisenberg, Wagenaar, & Neumark-Sztainer, 1997; Kirby, 2007). 

Although student input can help develop an effective curriculum, student voice is not well-

documented in sex education curriculum development and implementation. Student voice is 

important to investigate because what students desire may or may not align with what schools 

offer. Several studies have shown that students tend to support sex education topics that are not 

normally covered in their sex education curriculum such as contraception use, condom 

demonstrations and relationship management (Eisenberg et al., 1997; Layzer et al., 2014; 

Orgocka, 2004; Pound, Langford, & Campbell, 2016; Yoo, Johnson, Rice, & Manuel, 2004). 
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Little is known, however, about the impact of the concordance between what students are offered 

and what they prefer in their sex education and the possible impact this agreement or 

disagreement can have on students’ evaluations of their current sex education, opinions about 

what they prefer in their ideal sex education, and their sexual health attitudes and behaviors.  

Overview and Purpose of the Research  

The primary goal of this dissertation is to explore Indiana high school students’ 

preferences for their ideal sexual health education. More specifically I explored students’ (the 

information consumers) recommendations for both curriculum content and delivery of this sex 

school-based sex education curriculum. Unfortunately, given the numerous approvals needed to 

change school-based sex education, there is not a timely or simple relationship between defining 

students’ ideal sex education and implementing it in school curriculum. Indiana legislators and 

school officials historically have been reluctant to change legislation and guidelines regarding 

sexual health education (Hayden, 2015). Given the poor sexual outcomes of Indiana teens, it is 

imperative to implement strategies sooner than later. It is feasible to effect change in a timely 

fashion by incorporating student input into sexual health materials that can be distributed by 

health organizations. Indiana school districts are allowed to supplement their sex education with 

materials from nonprofits, health departments and local health organizations. By partnering with 

schools, local health departments can distribute student-informed materials after and during 

classroom presentations, and most promising through their social networking sites (SNS).  

As adolescents shift their media consumption, SNS are becoming promising channels to 

provide health information to this population. Although health organizations are beginning to use 

these platforms to disseminate health information, many local and state health departments have 

a low following, receive few likes and simply are not reaching or engaging their intended 

audiences (Harris, Mueller, & Snider; 2013; Thackeray et al., 2012). Therefore, a secondary goal 

of this dissertation is to explore Indiana high school students’ opinions about receiving SNS-

delivered sexual health information from local health departments when student-informed, 

school-based sex education is unavailable. This inquiry will also explore student 

recommendations for how local health departments can attract and gain adolescent followers to 

their SNS accounts.  
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Preview of Subsequent Chapters 

Chapter One provides an overview of the sexual health outcomes of Indiana adolescents 

and the rules governing the sexual health education Indiana students receive. This section will 

also contain a review of literature on school-based sex education and previous student 

perspectives.                            

Chapter Two offers a review of literature on adolescents’ uses of SNS and health 

departments’ current uses of SNS for health promotion. Next, there will be an overview of 

student opinions about receiving sexual health information from health organizations and the 

challenges these organizations face gaining followers on SNS.                            

Chapters Three provides the details of the research design for this dissertation. This 

section will include research aims, questions, and the methodology for this study. 

Chapter Four contains the results and discussion from the collected data.  

Chapter Five discusses final conclusions and directions for future research. 
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CHAPTER ONE SEX EDUCATION LITERATURE 

Introduction  

This chapter presents statistics about the sexual health outcomes of Indiana adolescents 

and reasons why this public health issue requires immediate attention. Next, there will be a 

review of literature about the appropriateness of schools to address the sexual health needs of 

students, the two main sexual health curricula offered in the United States, and evidence of each 

curriculum’s impact on sexual health behaviors. Finally, this chapter will describe Indiana’s 

current sex education guidelines, its effectiveness and evidence on how Indiana’s current 

curricula aligns with adolescent preferences.  

Epidemiological Assessment 

Poor Birth Rates 

Indiana consistently ranks as one of the worst states for adolescent sexual health. Indiana 

placed 17 out of 51 (with 1 representing the highest rate) on final 2016 teen births rates among 

females aged 15-19 (CDC, 2018). Teen births in Indiana are also declining at a slower rate than 

national average. From 2014 to 2015, the 6% change in the teen birth rate in Indiana, was lower 

than the 8% national average, making the state’s teen birth rate higher than the nation for both 

15-17 and 18-19-year-olds (Office of Adolescent Health U.S. Department of Health & Human 

Services, n.d.). The consequences of poor adolescent sexual health outcomes are not limited to 

the teenagers themselves. In 2010, teen births cost Indiana taxpayers close to $227 million (The 

National Campaign to Prevent Teen and Unplanned Pregnancy, 2014). These costs include 

health care, foster care, incarceration costs for children of teen mothers, and loss of tax revenue 

from low educational and occupational attainment of teen mothers. Thus, improving teen 

pregnancy rates stands to benefit all Indiana residents.  

Poor STD Outcomes 

Improving STD outcomes among Hoosier teens is also a top public health concern. 

According to ISDH’s 2015 Spotlight Semi-Annual Report, STI rates are second highest among 
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the 13-19 age group. Teenagers 19 and under account for 31.6% of all chlamydia cases, 24.8% of 

all gonorrhea cases, and 6.5% of all syphilis cases in Indiana (ISDH, 2015). As a result, Indiana 

nationally ranks 22nd among the 50 states in chlamydia infection, 17th for gonorrhea, and 26th 

for syphilis in this age group (CDC, 2013). HIV infection is also on the rise for this population. 

Although the highest rates of new HIV infections were not among adolescents, from 2015-2017, 

new HIV infections among 15-19-year-olds increased 23% (ISDH, 2018).  

Current Sexual Activity 

Results from the 2015 Youth Risk Behavior Survey (YRBS), also suggests the need for 

immediate and effective intervention (The 2015 YRBS is the most current YRBS available for 

Indiana students. During the 2017 YRBS data collection, sampled schools in Indiana had a low 

response rate and fell short of obtaining weighted data [Commission on Improving the Status of 

Children in Indiana, 2018]). The YRBS is a nationally distributed questionnaire that collects 

information biannually high school students. The YRBS is a part of the Youth Risk Behavior 

Surveillance System (YRBSS) which gathers behaviors related to the leading causes of mortality 

and morbidity among youth and tracks how these risk behaviors change throughout time (CDC, 

2015). The behaviors are grouped into six categories and one category focuses specifically on 

sexual behaviors that contribute to unintended pregnancy and STDs. 1,912 students from 43 

Indiana public high schools participated in the spring 2015 survey. Overall, the school response 

rate for Indiana was 73%, 82% of students who received the survey responded, making the 

overall response rate 60%. These results were determined to be representative of Indiana students 

in grades 9-12. 

The 2015 YRBS reveals the current sexual behaviors of Indiana high school students and 

shows that 41.7% of adolescents reportedly have had sexual intercourse and almost one-third 

(31.7%) are currently sexually active. A little less than half, 46.6%, of sexually active students 

reported not using a condom during their last sexual encounter. Additionally, in 2011, 13% of 

sexually active students reported not using any method of pregnancy prevention during their last 

sexual encounter, in 2015, that number increased to 15.5% (CDC, 2015).  
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Dating Violence and Sexual Assault 

 In addition to risky sexual behaviors, dating violence and sexual assault are also 

significant problems for Indiana teenagers. In regard to high school students who reported 

experiencing sexual dating violence within the last year, Indiana is at the top of the list, ranking 

third highest out of 30 states who measure this health outcome (CDC, 2016). The YRBS defines 

sexual dating violence as an encounter in which a student was forced to kiss, touch or have sex 

with someone they were dating or going out with. Since 2001, adolescent dating violence rates in 

Indiana have consistently been higher than the national average. In 2015, 1 out of 8 or 12.6% of 

Indiana students reported being victims of sexual dating violence, 10% reported being victims of 

physical dating violence, the national averages were 10.6% and 9.6 respectively (The Indiana 

Youth Institute, 2017). 

It is important to address dating violence as a public health concern. Even if an instance 

of dating violence occurs once, it increases a student’s susceptibility to other risk factors. An 

independent analysis of the 2011 YRBS responses revealed, when compared to students who 

were not victims, Indiana students who were victimized in a dating violence incidents, were 

almost four times more likely to report a history of sexually transmitted disease (Northeast 

Indiana Area Health Education Center & Office of Institutional Diversity Ball State University, 

n.d.).  The study also found that students who reported abuse were 4.4 times more likely to be 

forced to have sex. 

Summary 

The current behaviors, sexual climate, and poor sexual health outcomes among Indiana 

teens demonstrate why improving adolescent sexual health should be a state public health 

priority. One way to decrease poor health outcomes is to provide teens with adequate sexual 

health instruction that can help them make responsible sexual decisions throughout their 

adolescence and into adulthood. School-based sexual health education is a practical, economical, 

and effective approach to improving adolescent sexual behaviors (CDC, 2017). The next section 

will discuss the importance of sexual health education and the current sexual health instruction in 

Indiana. 
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Sexual Health Education  

Importance of school-based sexual health education.  

Adolescents can receive sexual health education from a variety of sources such as 

parents, peers, media, and churches. These sources, however, may not provide the most accurate 

or effective instruction. For instance, parents have reported having difficulties talking about sex 

and need guidance on how to approach such discussions; especially on topics such as birth 

control and pregnancy prevention (Newby, Bayley, & Wallace, & 2011; Planned Parenthood 

Federation of America & Center for Latino Adolescent and Family Health, 2011). Despite a 

national decline in adolescents’ receipt of formal sex education, parents have done a poor job of 

filling these gaps by educating their teens on their own (Lindberg, Maddow-Zimet, & Boonstra, 

2016). Although parents commonly discuss how to say no to sex, there is little discussion about 

contraception, access to birth control and boys are more likely than girls to receive information 

about STDs and condom use (Lindberg et al., 2016). The authors recommend that adolescents 

need other sources outside of their parents to receive balanced and comprehensive sexual health 

information.  

Teens have also reported being uncomfortable receiving parent-child sexual 

communication. In one national survey, only 17.5% teens reported feeling very comfortable 

talking to their parents about sex (Planned Parenthood, 2012).  Another survey found that close 

to 1 in 4 teen girls and 1 in 3 teen boys do not talk with their parents at all about how to say no to 

sex, birth control, and STDs (Lindberg et al., 2016). When teens feel uncomfortable talking with 

their parents, they may turn to their peers for sexuality information. Peer influence can play a 

critical role in adolescent risky sexual behaviors (Widman, Choukas-Bradley, Helms, & 

Prinstein, 2016). On one hand, the peer influence may be helpful in that it provides adolescents 

an outlet for questions and discussion, but, for many, the influence can have detrimental 

consequences (Croatt, 2012). A sense of insecurity when communicating about sex and fear of 

rejection can cause some adolescents to not share their beliefs and possibly change their 

behaviors to gain respect and acceptance from others (Shoveller, Johnson, Langille, & Mitchell, 

2004). Peer influence has also been shown to increase the likelihood of engaging in sexual 
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intercourse, unprotected sex and oral sex (Miller & Moore, 1990; Prinstein, Meade, & Cohen, 

2003; Sieving, Eisenberg, Pettingell, & Skay, 2006).  

Challenges with parents and peers to disseminate reliable information makes school-

based sexual health education an ideal source to fill the gap. Since students spend a majority of 

their time at school, this is an opportune setting to shape students’ attitudes and behaviors. Most 

students are in school “at least 6 hours a day for 13 years of their social, physical, and intellectual 

development" (CDC, 2010, p.1). By providing well-designed, well-implemented, school-based 

sexual health education, schools can help adolescents adopt attitudes and behaviors that support a 

healthy sexual lifestyle throughout adulthood (CDC, 2017). In addition, many sex education 

programs are already well designed enough to be adapted and taught in school settings (Kirby, 

2007). School-based sexual health education is also a cost-effective prevention strategy; 

educators can cover a variety of topics with many students all at once. One study found that “for 

every dollar invested in an effective school-based sex education prevention program, $2.65 in 

medical costs and lost productivity were saved” (CDC, 2017, p.2).  

AOUM sexual education vs. Abstinence-plus comprehensive sexual education.  

School-based sexual health education was first introduced in the early 1900s and remains 

the primary source of sexual health instruction for adolescents in the United States (Guttmacher 

Institute, 2017; Huber & Firmin, 2014). There are two broad categories for sexual health 

education, abstinence-only-until-marriage (AOUM) and abstinence-plus (also known as 

comprehensive sex education). According to Section 510 of Title V of the Social Security Act of 

1996, the federal government defines AOUM education as an educational or motivational 

program that contains the following eight components [42 U.S.C. 710]:  

(A) has as its exclusive purpose, teaching the social, psychological, and health gains 

to be realized by abstaining from sexual activity; 

(B) teaches abstinence from sexual activity outside marriage as the expected standard 

for all school age children; 

(C) teaches that abstinence from sexual activity is the only certain way to avoid out-

of-wedlock pregnancy, sexually transmitted diseases, and other associated health 

problems; 
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(D) teaches that a mutually faithful monogamous relationship in context of marriage 

is the expected standard of human sexual activity; 

(E) teaches that sexual activity outside of the context of marriage is likely to have 

harmful psychological and physical effects; 

(F) teaches that bearing children out-of-wedlock is likely to have harmful 

consequences for the child, the child’s parents, and society; 

(G) teaches young people how to reject sexual advances and how alcohol and drug 

use increases vulnerability to sexual advances; and 

(H) teaches the importance of attaining self-sufficiency before engaging in sexual 

activity. 

 

As evidenced by these guidelines, the central rationale of AOUM education is to increase 

risk avoidance by promoting that teens delay sex until marriage (Weed & Ericksen, 2017). This 

approach does not include information about contraception or condom use, excludes abortion, 

and emphasizes sexually transmitted infections and diseases as key reasons to remain abstinent 

(Collins, Alagiri, Summers, & Morin, 2002). 

Comprehensive sexual education (CSE) programs emphasize abstinence but also offer 

information on contraception and protection against STDs (Bleakley, Hennessy, & Fishbein, 

2006). Currently there are no federal guidelines governing CSE, instead the Sexuality 

Information and Education Council of the United States (SIECUS) developed the National 

Guidelines Task Force (NGTF) to develop the Guidelines for Comprehensive Sexuality 

Education — Kindergarten–12th Grade. The guidelines, which were first published in 1991 and 

last updated in 2004, identify the role of sexuality education in promoting sexual health:  

(A) It provides accurate information about human sexuality, including growth and 

development, anatomy, physiology, human reproduction, pregnancy, childbirth, 

parenthood, family life, sexual orientation, gender identity, sexual response, 

masturbation, contraception, abortion, sexual abuse, HIV/AIDS, and other sexually 

transmitted infections.  

(B) It helps young people assess, contemplate and develop healthy attitudes about society, 

gender and sexuality. This education can help improve critical-thinking skills, increase 
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self-esteem and self-efficacy and help young people understand how their sexuality is 

shaped by and affects their families and society at large.  

(C) It helps young people develop communication, decision-making, assertiveness, and peer- 

refusal skills so when they are adults they can create reciprocal, caring, non-coercive, 

and mutually satisfying intimacies and relationships.  

(D) It encourages young people to make responsible sexual decisions such as   

practicing abstinence, postponing sexual intercourse and resisting sexual pressures.  

Compared to AOUM, CSE includes a greater variety of sexuality related topics. 

Researchers note that CSE also better covers a spectrum of teens by simultaneously providing 

useful information to students who are virgins and those who are sexually active, regardless of 

their sexual orientation (Weed & Ericksen, 2017). A guiding rationale behind CSE is the 

assumption that a sizable proportion of adolescents will engage in sexual activity (Weed & 

Ericksen, 2017). Therefore, CSE aims to protect teens by teaching risk reduction approaches, 

such as condom use, condom negotiation, and contraceptive use, that can help minimize the 

chances of becoming pregnant and contracting STDS.  

Controversy over Sexual Health Education Approaches.  

Sexual health education has been controversial since its inception and remains a 

contentious public topic of debate. One of today’s main disagreements stems from whether 

public schools should offer AOUM or CSE curricula (Stanger-Hall & Hall, 2011). Moral and 

religious observations have been reasons proponents favor AOUM education. Some proponents 

of AOUM argue that teaching adolescents where to obtain condoms and contraception, and how 

to use them, promotes immoral or unhealthy sexual behavior and in result can increase STD and 

pregnancy rates (Kirby, 2007). Others believe that abstinence is the best, most effective 

protection against STDs and pregnancy and oppose classroom instruction that includes safer sex 

safe practices such as condom and contraception use because they are not foolproof (Concerned 

Women for America, 1998). AOUM advocates have also expressed concern that information 

about safe sex will encourage early sexual activity among young people (Starkman & Rajani, 

2002).  

One reason opponents dislike AOUM education is because these programs have been 

found to frequently espouse medically incorrect information. A 2004 U.S. House of 
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Representatives report revealed 80% of federally-funded AOUM programs used information that 

contained scientific errors and misrepresented facts about contraceptives, abortion, and the 

biology of gender (Waxman, 2004). Additionally, social justice advocates argue that AOUM 

education discriminates against women, girls, and can be harmful to LGBTQ youth. 

Organizations such as The Center for Reproductive Rights and Human Rights state that AOUM 

curricula often rely on stereotypes that undermine female sexual decision-making and reinforce 

the stigma and hostility that LGBTQ youth already experience by teaching primarily about 

heteronormative intercourse (Center for Reproductive Rights & Human Rights Watch, n.d.). To 

promote a healthy environment for all youth, researchers have recommended that schools ensure 

health curricula and materials include HIV and STD information that is relevant to LGBTQ 

youth (Hatzenbuehler, Birkett, Van Wagenen, & Meyer, 2014; Mustanski, Greene, Ryan, & 

Whitton, 2015; Pingel, Thomas, Harmell, & Bauermeister, 2013).  

Effectiveness of sexual health education curricula.  

The biggest argument for CSE, perhaps, is that AOUM education has proven ineffective 

in changing adolescent risky sexual behaviors and delaying sexual debut. Several studies and 

systematic reviews have concluded that AOUM instruction is less effective at reducing sexual 

risk behaviors when compared to CSE (Chin et al., 2012; Kirby, 2007; Kirby, 2008; Silva, 2002; 

Trenholm et al., 2008; Underhill, Montgomery, & Operario, 2007). Kirby (2008) conducted a 

systematic review of 56 studies completed or published after 1990 that compared the impact of 

AOUM and CSE programs on adolescents’ sexual behaviors. This review is often cited because 

the inclusion criteria excluded studies that were poorly designed and did not meet reasonable 

standards for scientific evidence, providing an objective and fair comparison between the two 

program types. 48 comprehensive education programs were included in the review while only 9 

AOUM programs met the inclusion criteria.  

Only one-third of the AOUM programs were shown to positively impact adolescent 

sexual behavior. Two AOUM programs were able to delay sexual debut and the frequency of 

sexual intercourse and one study was effective in reducing the number of partners. None of the 

AOUM studies increased condom use, contraceptive use, or decreased sexual risk taking. In 

contrast, nearly two thirds of comprehensive programs exhibited strong evidence for positively 

impacting sexual behavior. 47% of programs delayed sexual debut, 29% reduced the frequency 
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of sex and 46% reduced the amount of sexual partners (Kirby, 2008). Results became slightly 

more positive when the author excluded studies that had quasi-experimental designs and only 

examined those with rigorous experimental designs. The author concluded that the evidence 

shows CSE programs produce better behavioral outcomes and such programs warrant 

widespread replication.  

More recent meta-analyses conducted by the CDC confirmed Kirby's findings. Chin and 

colleagues (2012) conducted two separate systematic reviews on 21 AOUM and 62 CSE 

programs to evaluate their effectiveness for reducing adolescent pregnancy, HIV and STIs. Using 

the random-effects model to account for between and within-study variability, data was 

aggregated across all studies and an overall weighted mean OR with corresponding 95% CIs was 

calculated for each study (Sipe et al., 2012, p. 300). Results showed that CSE programs were 

effective in reducing the frequency of sexual activity, the number of sexual partners, unprotected 

sexual activity, decreasing STI infections and pregnancy and increasing the use of protection 

(Chin et al., 2012). The review of AOUM interventions did suggest reductions in sexual activity, 

however because of large differences in study effect estimates, the researchers stratified the 

studies by type of study design and found a nonsignificant effect on the frequency of sexual 

activity. Researchers, thus, were unable to draw clear conclusions about the effectiveness of 

abstinence education programs.  

 AOUM sex education has also been found to have the same effect on teenage sexual 

behavior as not receiving any sexual education at all (Collins, Alagiri, Summers, & Morin, 

2002). In a survey comparing the sexual health risks of adolescents who received AOUM, CSE 

or no formal sex education, researchers discovered that students who received CSE had reduced 

risks for pregnancy and of initiating sexual activity than adolescents who received AOUM or no 

sex education (Kohler et al., 2008). An evaluation of four Title V, Section 510 abstinence 

education programs also revealed there was no significant differences on rates of sexual 

abstinence between control and program youth (Trenholm et al., 2007).   

Current sexual health education in Indiana.  

Despite the ineffectiveness of AOUM programs, they continue to be the norm in public 

schools offering sexual education, meaning many students, including Indiana teens, may not 

receive the most effective sex education available (Guttmacher Institute, 2017). Policies 
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governing Indiana sex education are often misinterpreted. Although Indiana is often referred to 

as a state that offers on AOUM sex education, state law implies an abstinence-minimum sexual 

health education policy. State law only mandates that schools provide HIV/AIDS education; 

however, sexual health education is considered a separate subject and is not required to be 

offered to students. Individual school districts have the option of providing instruction to 

students in the 6th grade or higher. If sexual health education is taught, the law requires 

instruction to stress abstinence as the expected standard of behavior. This, however, does not 

make Indiana an AOUM state, instead it is abstinence-minimum, meaning comprehensive topics 

can be taught as long as abstinence is stressed first. While the state sets up the general 

curriculum, it is up to each school district to decide if, when, how much and what type of sexual 

health education instruction is available to students. 

Although each school district can create their own curriculum and teach more than 

abstinence education, evidence shows many programs avoid teaching comprehensive topics. The 

School Health Profile (SCP) is a national survey that assesses the percentage of secondary 

schools that implement policies and practices suggested by the CDC to improve critical health 

issues faced by school-aged children and adolescents (USDHHS & CDC, 2017). 300 principals 

and 295 lead health education teachers from a sample of Indiana middle and high schools each 

completed a self-administered questionnaire. Results show that Indiana high school schools that 

offered sex education frequently reported teaching the benefits of being sexually abstinent, 

factors that influence risky sexual behaviors, and how to access reliable HIV, STD, and 

pregnancy information (USDHHS & CDC, 2017). Reports of teaching topics related to condom 

instruction, however, declined. Close to 60% of Indiana high school teachers reported teaching 

about the importance of using condoms consistently and correctly, just 46.7% taught students 

how to obtain condoms, and approximately 40% taught students how to use condoms correctly. 

Half of Indiana high school educators did report teaching about sexual orientation and gender 

roles but overall and only 31% taught all 19 HIV, STD, or pregnancy prevention topics 

recommended by the CDC (USDHHS & CDC, 2015). 

Statistics also suggest that HIV education may need to be supplemented with sexual 

health education in order to be more effective. Even though 89.6% of Indiana adolescents 

reported learning about HIV infection in school, 46.6% of sexually active teens reported not 

using a condom during their most recent sexual intercourse (ISDH, 2013; USDHHS & CDC, 
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2015). Implications from the SCP survey, as well as the poor sexual health outcomes of Indiana 

teens, shows students are not receiving the most relevant education they need to make safe 

healthy sexual decisions. National health organizations have recommended that Indiana 

secondary schools expand education about LGTBQ youth health, condom use and other 

contraception in their sexual health curriculum (USDHHS & CDC, 2015).  

Student Voice. 

While it may appear that Indiana school officials should replace AOUM curricula with a 

CSE approach the solution is not that straightforward. Researchers have argued to best impact 

students’ attitudes and behaviors, the content of sexual health education and materials 

should reflect the age, sexual experience, needs, assets, and culture of young people in the 

program (Allen, 2008; Eisenberg et al., 1997; Kirby, 2007). Curricula that incorporates student 

voice, the perspectives, needs and experiences of the learner, through participation, collaboration 

and working relationships, has shown to be beneficial to education (e.g. Fielding, 2001; Mitra 

2004). Student voice can take many forms but an approach that is pertinent to curriculum 

development includes students sharing “their opinions of problems and potential solutions” 

(Mitra, 2004, p.651).  

 An analysis of curriculum-based sex and STD/HIV education programs revealed a 

common characteristic of an effective curriculum involved learning directly from adolescents 

about the health issue and their needs (Kirby, 2007). Student voice is particularly helpful in 

curriculum development because it can help remove adult-dominated discourse from the 

curriculum and affords students the autonomy to describe their health issues and concerns in 

their own terms (Allen, 2008; Sanjakdar et al., 2015). This information is particularly helpful 

because it helps school officials better uncover factors that influence risky sexual behaviors and 

provides and in-depth understanding of why adolescents engage or avoid engaging in certain 

sexual health behavior (Kirby, 2007). Also, given that students participate in the sexual health 

courses, they possess unique insight on current instructors and curricula and are the only ones 

who can attest to the reception of the information that is being presented (Eisenberg, Wagenaar, 

& Neumark-Sztainer, 1998; Mitra, 2009). All of this information can improve sex education to 

make it more suitable in meeting adolescents’ development needs (Sanjakdar et al., 2015).   
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Student voice impact. 

Incorporating student voice in education has shown to have favorable outcomes not only 

for effective curricula development but for unintended but important student outcomes. One 

report found when students perceive they have a voice in school matters, they were seven times 

more likely to be academically motivated and more likely to experience self-worth, engagement, 

and purpose in school (Quaglia Institute for Student Aspirations, 2016). Meaningful student 

voice efforts can also help students expand cognitive and social competencies and have been 

linked to positive associations of student wellbeing (Anderson & Graham, 2015; Mitra, 2004). 

Student voice in education has even shown positive implications for classroom practice. Youens 

and Hall (2006) found that student voice helped teachers gain a better understanding of school 

culture and this insight was used to guide teaching styles and strategies. Similarly, student 

feedback has led to improvements in curriculum and assessment development and has allowed 

teachers to better identify what matters to students while strengthening their relationships with 

them (Cook-Sather, 2006; Fielding, 2001; Rudduck & Flutter, 2000).  This work serves as the 

foundation for predicting that for the same reasons incorporating student voice has a positive 

effect on learning, it might also have positive effects on learning and decision-making about 

sexual behaviors. 

Although student voice has shown a favorable impact for students and classroom 

environments, it is not well-documented in pedagogical practices (Cook-Sather, 2006; Mitra, 

2004; Jackson, 2013; Sanjakdar et al., 2015). Power imbalances between teachers and students 

seem to mediate classroom interactions that limit student voice by ascribing dominant voices to 

teachers and subordinate and voices to students (Kehily, 2002; Arnot & Reay, 2007). Teacher 

assumptions about students’ sexual behaviors may limit students’ exposure to only information 

adults perceive students need. Incorporating student voice into sexuality pedagogical practices 

gives teachers and students opportunities to make meaning together which can potentially create 

a more effective learning environment (Sanjakdar  et al., 2015). 

The prevalence of sexual activity among Indiana adolescents and their poor sexual health 

outcomes demonstrates that adolescents need more effective education. A youth-centered 

approach may be instrumental to helping young people make autonomous informed decisions 

regarding their own sexual health (Kimmel et al., 2013, p. 182). Therefore, to develop the most 

meaningful information, Indiana school officials should develop one that is guiding by youth 
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insight. Although researchers advocate for youth-informed curricula, youth perspectives about 

sexual health education, especially those of American adolescents, remain relatively absent from 

scholarship (Eisenberg et al., 1997; Hermann, Kelley & Haigh, 2017; Kimmel et al., 2013; 

Pound, Langford, & Campbell, 2016). The next section will review the available literature on 

adolescent perspectives about school-based sexual health education.  

Student Perspectives about Sexual Health Education  

Global youth perspectives of school-based sexual health education 

A recent meta-analysis of qualitative studies of young people’s opinions about school-

based sexual health education shows much of the available research has taken place outside of 

the United States (mostly in the United Kingdom; Pound, Langford, & Campbell, 2016). Despite 

the geographical reach and time of the studies, the authors report young people’s views are 

relatively consistent. The results reveal two main themes: 1) schools have done a poor job of 

treating sexual health education as a special, distinctive topic and 2) schools have difficulty 

accepting that young people are sexually active and thus sexual health education is out of touch 

with many young people’s lives, especially those that are sexually active. 

The first theme shows youth view sexual education as a powerful, sensitive topic and 

they want educators to be mindful that it cannot be treated in the same manner as other topics 

(Pound, Langford, & Campbell, 2016). Due to the sensitivity of the topic, students frequently 

discussed wanting qualified and trained sexual health educators. Teachers were generally 

regarded as unsuitable for sexual health instruction as they often were perceived as untrained, 

unprepared and embarrassed to talk about sex (Pound, Langford, & Campbell, 2016). This 

affected students’ perceptions of the quality of the education they received and their willingness 

to ask questions. Confidentiality, credibility and freedom from judgement were highly regarded 

qualities students desired from educators. Youth reported hesitation sharing personal information 

with the teachers they interacted with on a daily basis, thus some youth prefer to receive 

information from peer educators and health professionals. 

Although students express discomfort receiving information from their teachers, the 

authors of the study argue that with this insight, teachers are the most sustainable sexual health 

educators given their already established positions in schools (Pound, Langford, & Campbell, 
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2016). The findings suggest that educators could improve instruction and their trustworthiness by 

creating safe and confidential spaces for discussion. Teachers could better maintain control over 

the classroom by establishing ground rules for discussion and engaging in group talk rather than 

singling out individuals. Teens also reported that specialness could be achieved if sexual health 

education was not overly biological and moralistic. The authors emphasize that part of the 

effectiveness of sexual health education largely depends upon the educator delivering it (Pound, 

Langford, & Campbell, 2016). The authors recommend that schools acknowledge the delicacy of 

providing sexual health information and investigate ways to deliver education that makes 

students and educators feel safer. 

Global youth perspectives also reveal that sexual health education content fails to discuss 

issues relevant to their reality and preferences. Students reported disliking abstinent messaging, 

finding it unrealistic and many wanted sexual health education offered to them earlier (Pound, 

Langford, & Campbell, 2016). Youth also want to have open dialogue about sex, content that 

matched their emotional and sexual maturity and topics that covered a range of sexual activities 

outside of heterosexual intercourse. Sexually active teens wanted education that reflected their 

actual experiences specifically information about community health services, options if 

pregnancy occurs, an overview of contraceptive methods, and conversations about emotions and 

relationships (Pound, Langford, & Campbell, 2016). 

U.S. youth support comprehensive sexual health education.  

Like Pound, Langford, & Campell’s (2016) findings, much of the existing literature on 

American youths’ perspectives of school-based sexual health education, concludes that teens are 

in favor of comprehensive sexual education (Aquilino & Bragadottir, 2000; Eisenberg et al., 

1997; Hammonds & Schultz, 1984; Herrman, Kelley, & Haigh, 2017; Kimmel et al., 2013). 

Teens have expressed that while abstinence is a valuable part of sexual health education it should 

not be the only content covered, and it may be most suitable for younger students (Aquilino & 

Bragadottir, 2000; Kimmel et al., 2013). Eleven focus groups with 75, 14-17-year-olds revealed 

students dismissed the concept of abstinence-only education and wanted education that described 

what sex was like (Herrman, Kelley, & Haigh, 2017). Students’ support for CSE has largely been 

driven by the desire to have curricula that is developmentally appropriate, truthful, inclusive of 

the positives and negatives of sexual behavior, meaningful and “real” (Herrman, Kelley, & 
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Haigh, 2017, p. 91; Kimmel et al., 2013). Students report being more comfortable when they felt 

their lives and needs were understood by teachers adding that sexual health education would be 

better received and effective if it provided realistic examples and focused on current issues of 

adolescent life (Eisenberg et al., 1997; Herrman, Kelley, & Haigh, 2017; Kimmel et al., 2013).  

U.S. youth sexual health education content preferences.  

Youth recommendations for sexual health education covers a breadth of topics. Eisenberg 

et al. (1997) were among the first to specifically explore, U.S. student preferences for school-

based sexual health education. Focus groups with 29 Minnesota high school 9th-12th graders, 

revealed students’ ideal curriculum would include information about outside resources, 

consequences of sexual activity, homosexuality, abortion, reproduction, parent communication, 

sexual violence, decision making and social factors such as stereotypes and gender roles. Over 

the past 20 years, these content choices have remained relatively the same. Access to resources, 

decision making, parent communication, information about contraceptive use and STD 

prevention continue to be frequently suggested as topics adolescents want in their sexual health 

curriculum (Aquilino & Bragadottir, 2000; Hermann et al., 2017; Kimmel et al., 2013). 

Newer research has revealed that some adolescents want the tone of sexual education to 

change.  Eleven focus groups conducted with 75 high school students (ages 14-17) revealed that 

students believed that consequence-based messages did not impact behavior and instead wanted 

information that focused on the positive aspects and safer practices of sexual activity (Hermann 

et al., 2017). This largely includes learning about the emotional aspects of being sexually active 

and how it can impact relationships (Aquilino & Bragadottir, 2000; Hermann et al., 2017; 

Kimmel et al., 2013). Similar to Pound et al., (2016), Kimmel and colleagues (2013) found that 

youth want safer sex instruction to include discussions about self-pleasure and discover that 

young people also want male and female condom demonstrations covered in their sexual health 

materials. Therefore, researchers recommend that sexual health education "adopt a sex positive 

approach, in which pleasure and the rewards of sexual activity are framed favorably while 

addressing the inherent responsibilities" (Hermann et al., 2017, p. 96). 
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Gaps in the literature 

Studies that document American youth perspectives about school based sexual health 

education have been sparse over the past 30 years. The studies that are available, have all arrived 

at similar conclusions by using similar data collection and analysis methods. Although the study 

instruments differed in each study, they all used a semi-structured interview approach. Focus 

group transcripts were analyzed, coded and themes about what content preferences were 

generated from student responses. The confirmability in results strengthens the trustworthiness of 

findings, however youth may not readily recall all of the topics they may want in sexual health 

education. To further advance the literature, this dissertation will use surveys along with focus 

groups to help solicit ideas among participants.  

Next, advances in technology, the Internet, and the influence they each have on sexual 

socialization warrant exploration on whether adolescents believe that these topics should be 

included in sexual health education. Pound, Langford, & Campbell (2016) found no studies that 

explored young people’s views of sexual health education that covered topics about sexting or 

online safety. My own search shows no documentation of student views related to consent and 

social media subjects in regard to school-based sex education, all topics that have recently 

become pervasive in American culture. Lastly, although students have shown support for 

including homosexuality as a topic in sexual health content, research has not explicitly explored 

student opinions about incorporating topics related to LGBTQ sexual health. Interviews with 30 

young gay, bisexual and questioning men's (YGBQM) revealed that the ideal school-based sex 

education would provide content that explored a variety of sexual desires people may experience, 

different sexual orientations and gender identities, and topics of sexual behaviors that went 

beyond traditional vaginal-penile sex such as anal sex (Pingel et al., 2013). The specificity of 

these topics goes beyond the broad topic of homosexuality and need more investigation.  

Research Aims and Questions 

The need for student voice in the development of sex education is particularly important 

given the potential lifelong negative consequences of ineffective education. Knowing and 

incorporating student feedback into sexual health education is vital to developing a curriculum 

and instructional methods that will resonate with them. To impact students’ attitudes and 
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behaviors through sexual health education, we need to hear the lived experiences of Indiana 

adolescents and their recommendations for their ideal sexual health curriculum. The aims of this 

dissertation are as follows:  

Research Aim 1 is to explore Indiana adolescents’ opinions about their current sexual 

health curriculum. 

RQ1: What are Indiana adolescents’ current opinions about the content of their current 

sexual health curriculum?  

RQ2: What are Indiana adolescents’ opinions about their current sexual health 

instruction? 

Research Aim 2 is to explore Indiana adolescents’ recommendations for their ideal 

sexual health curricula. 

RQ4: What topics would students include in their ideal sexual health curriculum?  

RQ5: What type of material would students include in their ideal sexual health 

curriculum?  

RQ6: What type of instruction would students prefer in their ideal sexual health 

curriculum?  

Schools are not the only institutions that can benefit from learning what students desire in 

their ideal sexual health education. The next chapter will review the challenges and successes 

health organizations experience trying to disseminate sexual health education to adolescents on 

social networking sites [SNS] and how these organizations can help provide sexual health 

information when schools cannot quickly implement youth informed sex education.   
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CHAPTER TWO SNS LITERATURE 

 This chapter begins by reviewing how adolescents currently use social networking sites 

[SNS], how SNS are becoming emergent health education tools and adolescent perspectives 

about using SNS for sexual health information. This chapter will close by exploring the 

successes and challenges health departments face when using SNS to connect with adolescents. 

Introduction  

 Learning what students want in their sexual health education can help develop more 

effective curricula and improve sexual health outcomes, however, the gap between finding out 

what students want and implementing the changes they desire is quite a large task. In Indiana, 

despite evidence that CSE programs are more effective than AOUM programs, Indiana 

legislators historically have been reluctant to changing laws governing sexual health education. 

Convincing lawmakers, changing legislation, developing a curriculum and producing new 

materials could mean a student-centered sex education may not be available for Indiana teens for 

years to come. The poor sexual outcomes of Indiana youth demonstrate that teens need 

immediate access to up-to-date sexual health information, making the issue of this dissertation 

quite important. 

Indiana school districts are allowed to supplement their sexual health education with 

materials from nonprofits, health departments and local health organizations. These 

organizations could possibly help schools more readily provide comprehensive sexual health 

education to their students. Since state and local health departments would not face the same 

administrative and political barriers as schools, they possibly could more quickly incorporate 

student feedback into materials. By partnering with schools, health departments can distribute 

student-informed materials after and during classroom presentations, and most promising 

through their social networking sites (SNS). A secondary goal of this dissertation is to explore 

Indiana high school students’ perceptions about receiving SNS-delivered sexual health 

information from local health departments. This inquiry will also explore student 

recommendations for how local health departments can electronically attract and retain 

adolescents to their SNS accounts. 
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Sexual Health Instruction  

U.S. youth sexual health instructional preferences.  

Research shows adolescents agree that sexual education should be taught in schools, 

however studies have documented student dissatisfaction with sexual health educators’ 

performance and instruction (Aquilino & Bragadottir, 2000; Hermann et al., 2017; Kimmel et al., 

2013). Youth perceive teachers as uncomfortable and untrained when they want open, 

straightforward, detailed instructions about sex (Hermann et al., 2017; Kimmel et al., 2013). 

African-American young people (ages 14-23), reported that instructors followed curricular 

materials too rigidly and provide material without explanation, thus stifling in-depth 

conversation and question asking (Kimmel et al., 2013). Hermann and colleagues (2017) found 

similar results, with participants reporting their instruction was not in-depth and there was a need 

for updated materials. Adolescents have also complained about teachers’ inability to cultivate 

sex-positive or “safe” classroom environments (Eisenberg et al., 1997; Kimmel et al., 2013). 

Young people reported being afraid to ask questions for fear they would be humiliated by peers. 

 Teachers’ presentation style has also impacted youth involvement in classroom 

discussion. Students reported not asking questions when teachers appeared to be uncomfortable 

about a sexual health topic (Pound, Langford, & Campbell, 2016). Overall, student responses 

indicate that teachers who are uncomfortable discussing sex would be unable to teach it 

effectively (Pound et al., 2016). Moreover, even if teachers were comfortable with the material, 

presentations that created embarrassment among students, would make teaching the material 

ineffective.  

To eliminate or compensate for these problems, adolescents have recommended peer and 

professional educators over teachers when it comes to sexual health education (Kimmel, et al., 

2013; Pound et al., 2016). Youth want credible information and anonymity when receiving 

sexual health information and have discussed becoming uncomfortable receiving such 

information from teachers they interact with on a daily basis (Pound et al., 2016). The medical 

expertise of doctors and nurses and the confidentiality they must ensure, have therefore made 

them attractive choices. Teens also want educators who have knowledge of reproductive health 

and access to contraception, further making health professionals a preferred option (Aquilino & 

Bragadottir, 2000; Eisenberg et al., 1997; Hermann et al., 2017).  
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One study found that health professionals were more effective than classroom teachers 

when delivering sexual health information to high school students (Borawski et al., 2015). 

Teachers and school nurses were both effective in conveying sexual health information, 

however, students in nurse-led sessions had more significant changes in attitudes, beliefs, and 

efficacy up to a year after the intervention. The results imply health education teachers should 

not bear the sole responsibility of teaching adolescents about sexual health and involving health 

professionals could benefit sexual health instruction (Borawski et al., 2015). Health professionals 

have a unique set of skills and experiences that appear to be useful in teaching the technical and 

interpersonal skills needed to reduce risky sexual behavior (Borawski et al., 2015).  

Borawski and colleagues (2015) recognize due to fiscal constraints and student demands, 

it may not be realistic for schools to use school nurses in sexual health classes. Outside health 

professionals also may not have time and resources to commit to teaching classes daily. 

Therefore, teachers remain the most viable option for providing sexual health information to 

adolescents (Pound et al., 2016). Adolescents have recommended field trips to sexual health 

clinics and classes at clinics as ways to incorporate health professionals into school-based sexual 

health education, other ways health professionals can aid in sexual health education are not well 

documented (Pound et al., 2016). 

Indiana schools could strike a balance of providing students with information presented 

by health professionals by partnering with local health departments (LHDs) to supplement sexual 

health education. LHDs can be a key partner in school-and district-level efforts to strengthen 

student wellness and often provide expertise, support, and evidence-based resources to schools 

looking to strengthen the health environment for both students and staff (NACDD, 2017). One 

way LHDs can provide ongoing education to students is by disseminating information through 

social networking sites (SNS). SNS are emerging as important resources in public health. They 

offer an inexpensive way to disseminate timely, tailored, science-based, health information to 

large audiences at one time (CDC, 2011). The next section will provide an overview of SNS, 

adolescent SNS use, and adolescent opinions about receiving sexual health information on SNS.  
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Social Networking Sites  

SNS Trends.  

Based on a widely used definition of SNS from public health studies (e.g. Gough et al., 

2017; Landry et al., 2013; Moorehead et al., 2013; Syred et al., 2014), social network sites as 

“web-based services that allow individuals to (1) construct a public or semi-public profile within 

a bounded system, (2) articulate a list of other users with whom they share a connection, and (3) 

view and traverse their list of connections and those made by others within the system” (Boyd & 

Ellison, 2007, p.211). There is a diverse collective of SNS that vary in scope and functionality 

(Kietzmann et al., 2011). Currently, Facebook, Instagram, Twitter, Google, Snapchat, Pinterest, 

LinkedIn, and Tumblr are leading social media platforms, each with millions of users worldwide. 

These platforms help users maintain relationships, create new connections, and build online 

networks among people who share similar interests or real-life connections. A SNS normally 

offers a user profile page, users’ links with other people on the site, methods to communicate 

with other users , and various other services. By design, SNSs focus on user engagement. Users 

are encouraged to build relationships and that lead individuals to converse, share objects of 

sociality, meetup, or simply just list each other as a friend, fan, or follower (Ellison, 2007).  

SNS have been widely adopted among the teen population and are becoming an 

ubiquitous part of adolescent daily life. Approximately 94% of teens, ages 13-17, use SNS. The 

average teen user has at least three SNS accounts, and SNS use is relatively consistent among all 

demographic backgrounds in that age group (Lenhart, Smith, & Anderson, 2015). Until recently, 

Facebook was the most heavily adopted SNS among teen users, however photo-centric 

platforms, Snapchat and Instagram, have now become the top sites for teens. Nearly three out of 

four teens, use Snapchat and Instagram, while 66% use Facebook and only 44% use Twitter 

(Lenhart et al., 2016). Another study reports that teens spend a little over two hours a day on 

SNS (Rideout, Pai, & Saphir, 2015).  

With the widespread adoption of SNS among teens, health officials view these platforms 

as promising health promotion tools to reach adolescents “where they are.” Stevens and 

colleagues (2016) consider an adolescent’s online community, or digital neighborhood, a 

prominent yet understudied social determinant of sexual health. The digital neighborhood is an 



 
 

38 

online community that users cultivate and are exposed to through their use of SNS platforms. 

This neighborhood serves as a hub for social relationships, entertainment, and often parallels 

their geographic environment and offline social relationships, yet is not bound by geography 

(Stevens et al., 2016). As adolescents spend a great deal of time in their digital neighborhoods, 

these online environments have the potential to influence attitudes, beliefs, sexual opportunities 

and behaviors. One study found Latino youth who frequently used text messaging and social 

media were more likely to have had sex (Landry, Gonzales, Wood, & Vyas, 2013). The “digital 

‘hood’ is a space where youth share and seek out sexual information, sex–related behaviors are 

modeled, and where norms are depicted, circulated, and strengthened or weakened”; thus, 

making SNS ideal channels to provide and promote sexual health education (Stevens et al., 2016, 

p. 61).  

Adolescent support for SNS-delivered sexual health education.  

Examination of the extant literature yields mixed results about adolescents’ acceptance of 

receiving sexual health education on SNS. Immediate and accessible resources, trustworthy 

sources, and the ability to be open and honest are top reasons youth give for wanting to receive 

sexual health information online (Selkie et al., 2011; Ralph et al., 2011; Veinot et al., 2011; Vyas 

et al., 2012). These views have been equally expressed across racial and ethnic backgrounds. In a 

mixed methods study exploring how mobile texting and SNS can be used in an intervention to 

decrease sexual risk taking in Latino youth (9th and 10th graders), students and after-school staff 

identified four positive aspects to using a SNS program component. Widespread access, daily 

platform use, convenient communication, and open and honest dialogue were reasons 

participants supported using Facebook for sexual health information (Vyas, et al., 2012). Overall, 

the 15 youth participants were supportive of SNS use, reporting they would join or like a 

Facebook-based sexual health intervention page. Although staff expressed concerns about 

cyberbullying, inappropriate content, and backlash, students mentioned only one concern; if 

unable to post comments, pictures, or have a personal interaction with the Facebook page, 

participants stated they would not monitor it as often. 

Focus groups with Midwestern teens (14-19), found personal communication was an 

aspect teens desired when receiving sexual health information on SNS (Selkie et al., 2011). 
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Participants did not want difficult to understand, textbook-like information, instead they 

preferred to receive immediate information in an interactive manner. Unlike (cf. Vyas et al., 

2012), students wanted more discreet communication. Participants discussed how SNS education 

would allow them to connect with credible and trained sources, while simultaneously protecting 

their anonymity, allowing them to escape the judgement often felt from adults and friends. 

Private messaging and having a “frequently asked questions” section were recommendations 

students suggested in order to have open conversations while preserving their image. Students 

were receptive to receiving information from peers but wanted advanced medical information 

such as pregnancy questions and STI prevention to come from professionals. Researchers 

concluded youth appear enthusiastic about using SNS for sexual health education and these 

platforms could readily offer teens a “safe” setting to interact with real people via technology 

(Selkie et al., 2011).  

Veinot and colleagues (2011) found similar results among young people (ages 14-24) in a 

qualitative study examining perspectives about using information and communication 

technologies (ICTs) to promote youth sexual health. This study was conducted in a socio-

economically disadvantaged community and had a large proportion of African American and 

LGB participants. Findings revealed, young people face significant challenges talking with their 

peers, parents, and educators about sex, and view SNS as potential channels to supplement their 

education (Veinot et al., 2011). In addition to offering opportunities to receive information 

absent in their school curriculum, such as the emotional and relational aspects of sexuality, some 

participants discussed wanting to help spread sexual health information to have a positive impact 

on others. Participants explained that being identified as a user of an ICT dedicated to sexual 

health education was a way to be a role model to their peers. Interestingly, despite wanting to be 

sexual health messengers, participants worried about drama, such as gossiping, fighting, and 

rumors that could come with their association or interactions with the site.   

Adolescent opposition towards SNS-delivered sexual health education.  

Issues related to bullying and conflict amongst friends have repeatedly been cited as 

reasons adolescents are reluctant to use SNS for sexual health education. The stigma surrounding 

STIs makes teens concerned their involvement with SNS sexual health materials will make them 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Veinot%20TC%5BAuthor%5D&cauthor=true&cauthor_uid=22195207
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susceptible to bullying and gossip (Byron, Albury, & Evers, 2011; Evers, Albury, Byron, & 

Crawford, 2013; Veinot et al., 2011; Vyas, et al., 2012). According to a group of Australian 

young people (ages 16-22), the stigma attached to sexual practice makes SNS less than ideal for 

detailed discussions on sexual health, and content related to the topic would unlikely be shared 

on Facebook (Byron et al., 2011). Participants suggested incorporating humor into messages 

(also see Evers et al., 2013) and indirectly discussing sexual health as ways to reduce stigma and 

embarrassment. “Humor can help the [sexual health] message be more amenable to being passed 

on, because the sharing does not directly reflect something personal about the sender and 

receiver except for a shared appreciation of humor” (Evers et al., 2013, p. 268).  When asked to 

recall familiar sexual health campaigns, researchers found students were able to recall campaigns 

that had humorous punchlines and images. Humor, however, should be used with caution. Prior 

research shows humor has been used by participants to ridicule the idea of STIs and STI testing 

(Syred, Naidoo, Woodhall, & Baraitser, 2014). 

Concerns about drama and stigma have made youth protective of their self-image and this 

has influenced their acceptance and interactions of sexual health education on SNS. A content 

analysis of comments and interactions on a Facebook-based sexual health promotion campaign 

with 96% of fans aged 13-24, found only a small minority of participants shared positive 

chlamydia test results (Syred et al., 2014). Most of the users who did share, posted in a joking 

manner, at times using hyperbole to describe consequences. The low positive test postings may 

not necessarily be indicative of user shame or fear, they could possibly reflect low infection 

prevalence among users. Nonetheless, researchers did find that even though STI testing is 

generally regarding as “right thing to do” some participants implied that the need for testing was 

precipitated by engagement in risky sexual behaviors (Syred et al., 2014). Results also revealed, 

harmful or offensive comments appeared at least once in 19% of message threads. Named 

individuals or screenshots of previous messages were often the subject of offensive language or 

inappropriate remarks.  

Teens mostly worry about peer and parental responses to their SNS activity. A mixed 

methods study exploring MySpace as a way to connect youth to sexual health services, found 

teens worry parents and friends would make assumptions about their sexual activity or health 

based upon their SNS activity (Ralph et al., 2011). For the qualitative portion, researchers 
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conducted six focus group with a total of 48 California youth ages 14-19. Teens believed their 

SNS interaction with sexual health content could easily be misconstrued to imply they need the 

information and this would make them easy targets for rumors and gossip. Even if the 

information is positive, such as promoting teen pregnancy prevention, students worried parents 

and peers would take it out of context. Participants recommended having popular teens involved 

with the site to garner greater acceptance and participation. Indirect ways of receiving sexual 

health information such as through Facebook ads, also offer teens a way to deny deliberately 

seeking information and reduces the risk of being accused of being sexual activity or having a 

STI (Byron et al., 2011). Trends show teens are migrating to newer SNS such as Instagram, 

Snapchat, and WhatsApp, where they are less likely to encounter parents (Kiss, 2013).  

Stigma, self-preservation, and privacy could partly explain why youth report being more 

comfortable accessing sexual health information from traditional sources such as websites, 

doctors, emails, schools, and mainstream media than on SNS such as Twitter and Facebook 

(Divecha, Divney, Ickovics, & Kershaw, 2012; Ralph et al., 2011; Lim, Vella, Sacks-Davis, & 

Hellard, 2014). In a survey among 620 Australian young people (16-29), 85% of respondents 

were most comfortable receiving their information from websites, while only 52% and 35% 

wanted information from Facebook and Twitter, respectively. 64% of respondents ages 16-19, 

did report they would be comfortable receiving information from at least one social media 

source, however there was no specification as to which one. A survey of 94 low-income, 

parenting adolescents and young adults found participants preferred to have conversations about 

sexual health privately, in-person or over the phone (Divecha et al., 2012). Less than 10% of 

respondents were willing to discuss sexual health information with close friends on SNS, and 

approximately only 5% wanted to receive sexual health tips from a public SNS post. 

Interestingly sharing preferences on SNS were a bit higher. 20% of participants were willing to 

share sexual health tips with friends and 15% were willing to announce they had had an STD 

test.                                            

SNS use is pervasive in adolescent life. Although studies have alluded to the reluctance 

of young people to receive sexual health information from SNS, these early findings do not mean 

that health promotion should not occur within these platforms. Teens are eager to receive sexual 

health education through channels outside of their schools, peers, and parents, and SNS can 
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indeed fill that void. It is not so much youth do not want to receive sexual health education on 

SNS, the matter of concern is how they receive it. The themes are consistent across most studies, 

teens want to be open and honest about their experiences, have immediate access to trustworthy 

sources, all while maintaining and protecting their self-image. Therefore, before engaging in 

SNS health promotion, it is critical for organizations to conduct their own needs assessments 

(Ralph et al., 2011). Youth feedback is necessary to inform strategies to disseminate information 

in a manner in which the population will readily receive it. Adolescent insight is especially 

needed to learn how newer SNS can be used for sexual health education.  

Challenges to building a following.  

Although organizations are attempting to integrate SNS into their health promotion 

strategies, most are facing challenges with connecting, building and engaging their intended 

audiences (Harris et al., 2013; Jha, Lin, & Savoia, 2016; Thackeray et al., 2012). A non-

experimental, cross sectional study of state health department (SHD) social media sites, revealed 

SHDs have low following, receive few likes and simply are not reaching or engaging the 

intended population (Thackeray et al., 2012). Harris and colleagues (2013) found similar results 

about LHDs. Research has also shown that followers of state health department Facebook 

accounts tend to be employees or other similar agencies, rather than general public (Jha, Lin, & 

Savoia, 2015, p. 177). The three aforementioned studies concluded that more research is needed 

on how local health departments can most effectively use SNS.  

Thackeray et al. (2012) recommend that health departments consider developing a 

strategic communication plan that incorporates best practices for expanding reach and fostering 

engagement. Similar to the development of effective sexual health curricula, health officials 

should include adolescents in the planning process to design relevant and effective SNS health 

interventions. Therefore, a primary component of a health organization’s strategic 

communication plan should involve learning directly from adolescents their preferences for 

receiving sexual health education on SNS. Adolescent input however is relative absent in 

scholarship regarding sexual health promotion and education.  
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Gaps in the literature  

A literature review focused on adolescents, sex education, the Internet or Internet 

associated media, found that the research on adolescents’ use of the Internet for sex education is 

limited and there are a number of gaps that exist in the field (Simon & Daneback, 2013). The 

authors write, "These [gaps] are namely related to the qualitative experience of adolescents who 

engage with sex information online, from their initial interest in information to the effects such 

information could have on their lives” (p. 313).  Simon and Daneback (2013) also note that there 

are few studies that have explored adolescent use of new digital media for sexual education: 

As the format of the Web has shifted in the last few years, so too have adolescents’ online 

actions. Their experiences online are more interactive and social. However, few studies have 

specifically examined how and why young people use these new interactive resources (e.g., 

social networking, blogging) for sex education. (p.313) 

This dissertation seeks to fill these gaps and help advance the literature on SNS for sexual 

health education.  

 Research Aims and Questions 

SNS use in sexual health education is an emerging research area and can be one way 

schools and LHDs can partner together to provide student-informed sexual health information to 

Indiana teens. Despite being pervasive in adolescent life, there is a paucity of research about how 

SNS can be used to disseminate sexual health information to adolescents. To effectively use SNS 

for sexual health education, health officials first need to know what adolescents desire from the 

SNS of LHDs that disseminate sexual health information. Thus, Research Aim 3 is to 

understand what motivates youth to respond to sexual health education on SNS. Given 

adolescents’ previous reluctance to receive sexual health information on SNS, health 

organizations cannot assume simply because they are on SNS, adolescent users will find, like 

and follow their accounts (Thackeray et al., 2012). Of the few studies that are available, none 

have explicitly explored how health organizations can work around these barriers and gain 

adolescent followers on SNS that provide sexual health information. Health organizations need 

scientific guidance in this area; therefore, this study seeks to fill these gaps by exploring:  
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RQ 1: What motivates adolescents to follow health organizations that disseminate sexual health 

information on SNSs?  

RQ 2: What recommendations do adolescents have for how health departments can work with 

schools to use SNS to deliver comprehensive sexual health education?  

 In summation, the aims of this mixed methods dissertation are three-fold: 1) 

explore adolescents’ opinions about their current sexual health curriculum 2) explore 

adolescents’ recommendations for their ideal sexual health curriculum and 3) explore 

adolescents’ opinions about following the SNS accounts of LHDs that disseminate sexual health 

information. The following section will provide the details of the research design for this 

dissertation. This section will include research aims, questions, and the methodology for both all 

research aims. 
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CHAPTER 3 METHODOLOGY  

Introduction 

Steep increases in reported STI cases in Indiana have caused significant public health 

concerns about adolescent sexual health. Indiana adolescents and young people are particularly 

at risk of contracting STIs and are facing growing issues with dating violence and sexual assault 

(ISDH, 2019; The Indiana Youth Institute, 2018). Schools and local health departments can help 

improve these outcomes by providing teens with more effective sex education. To best impact 

behaviors, both entities need to deliver information in a manner that is relevant and meaningful 

to teens. To date however, student voice has been relatively absent in the development of school-

based sexual health curricula and in health organizations’ communication plans to disseminate 

safer sex information. Learning directly from teens what they desire in sexual health education 

will allow schools and health organizations to create information that teens will more likely pay 

attention and adhere to. Thus, these insights are vital to alleviating poor sexual health outcomes 

among Indiana adolescents.  

Purpose.  

The central purpose of this dissertation is to gain a pragmatic understanding of Indiana 

teens’ experiences and perspectives about receiving school-based and SNS-delivered sexual 

health education. The objectives of this dissertation are three-fold. The first two include 

exploring Indiana students’ current experiences and recommendations for the content and 

delivery of high school sexual health education. The final goal is to explore student perceptions 

about receiving SNS-delivered sexual health information from local health departments when 

student-informed, school-based sexual health education is not readily available.  

Research Questions.  

Below are the research questions guiding the three aims of this study.  

Research Aim 1 is to explore Indiana adolescents’ opinions about their current sexual health 

curriculum.  
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RQ1: What are Indiana adolescents’ opinions about their current sexual health 

curriculum?  

RQ1a: What are Indiana adolescents’ opinions about the content of their current sexual 

health curriculum?  

RQ1b: What are Indiana adolescents’ opinions about their current sexual health 

instruction?  

Research Aim 2 is to explore Indiana adolescents’ recommendations for their ideal sexual health 

curricula.  

RQ2: What would students include in their ideal sexual health curriculum?  

RQ2a: What topics would students include in their ideal sexual health curriculum?  

RQ2b: What type of instruction would students prefer in their ideal sexual health 

curriculum? 

Research Aim 3 is to understand what motivates youth to respond to sexual health education on 

SNS.  

RQ3: What motivates adolescents to follow health organizations that disseminate sexual 

health information on SNS?  

RQ3a: What recommendations do adolescents have for how health departments can 

work with schools to use SNS to deliver comprehensive sexual health education? 

Methods 

Rationale for Research Design.  

A mixed methods study design, using focus group and survey data, was employed to 

answer the aforementioned research questions. Mixed methods uses both qualitative and 

quantitative methods in the same study (Creswell & Clark, 2007; Creswell, 2009). Previous 

literature exploring adolescent perspectives about US school-based sexual health curricula has 

mostly used only qualitative methods (Aquilino & Bragadottir, 2000; Eisenberg, Wagenaar, & 

Neumark-Sztainer, 1997; Hammonds & Schultz, 1984; Herrman, 2008, Herrman, Kelley, & 

Haigh, 2017; Kimmel et al., 2013). Adding a quantitative component such as a survey can 

generate new knowledge by initiating ideas for focus group discussion and can offer a more 

holistic understanding of this health issue. By employing both quantitative and qualitative 
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methods, this study advances the literature by collecting more insights that cannot be captured in 

qualitative work alone.  

When using mixed methods procedures, Creswell (2009) advises researchers to consider 

the weight given to each method in the research study. In a mixed methods design, the weight of 

each method does not have to be equal. This study prioritized qualitative methods in the research 

design. Quantitative methods were used to help guide focus group discussion and to triangulate 

and cross-validate qualitative methods.  

Creswell (2009) also recommends that researchers consider the timing and order of their 

data collection, therefore this study used a combination of both concurrent triangulation and 

sequential explanatory strategies. This study was concurrent in that all data will be collected 

during one phase; however, it is sequential in that survey data was collected first before students 

participated in focus group discussions. Unlike the typical sequential approach, quantitative 

findings were not used to guide focus groups in totality, because previous literature was used to 

inform the qualitative instrument. Instead as more students took the survey and trends began to 

emerge, participants were asked to elaborate on survey trends in the focus groups. Consistent 

with a concurrent triangulation strategy, the mixing of the data occurs in the discussion section, 

where survey statistics are expounded upon by qualitative data quotes that either support or 

disconfirm quantitative findings (Creswell, 2009). This approach allowed data to be gathered in a 

shorter amount of time while also triangulating qualitative findings to add trustworthiness to 

study results.  

Strategies for inquiry.  

Qualitative research is a scientific method of inquiry used to explore and understand how 

individuals or groups interpret their experiences, how they construct their world and how they 

ascribe meaning to a social or human problem (Creswell, 2009; Merriam, 2009). A central goal 

of qualitative work is to produce, rich, deep descriptions that allow for reality sense-making, to 

describe and explain social phenomena and to create explanatory models and theories (Morse & 

Field, 1996). Qualitative research is also characterized by specific research methods. Researchers 

typically study phenomena in their natural settings, employ interpretivist approaches during 

analysis and generate words as data instead of numbers (Bricki & Green, 2007).  
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 Qualitative inquiry dates back to the early twentieth century, however the application of 

qualitative research methodologies in health research is an emerging trend that began 

approximately 20 years ago (Al-Busaidi, 2008). Its growth has been driven by the need for 

greater cross cultural understanding of health behaviors, global health issues, and issues of health 

equity and human rights (Tolley, Ulin, Mack, Robinson, & Succop, 2016). Researchers contend 

qualitative research strategies are particularly suitable for health-related research because their 

philosophical underpinnings are concerned with the human, interpretative aspects of knowing 

about the social world (Pope & Mays, 2006; Ritchie & Lewis, 2003). Human behavior and 

understanding are at the core of health and healthcare. “Health care deals with people and people 

are, on the whole, more complex than the subjects of the natural sciences, there is a whole set of 

such questions about human interaction, and how people interpret interaction, to which health 

professionals may need answers before attempting to quantify behaviours or events” (Pope & 

Mays, 2006; pg. 5). By focusing on the human experience, researchers are able to investigate 

beyond the effectiveness of treatments and gain a richer understanding of the interwoven aspects 

of the topic which can bring fresh insights into health and illness (Yardley, 2000).   

There are several interpretive frameworks within qualitative research, however some 

research questions can be explored without a particular allegiance to epistemological of 

philosophical tradition (Kennedy, 2016). “There is a practical side to qualitative research that 

simply involves skillfully asking open-ended questions and observing matters of interest in real-

world settings to solve problems, improve programs, or develop policies” (Patton, 2014; p. 370). 

The straightforward questions that people have about the world can be addressed with generic 

qualitative inquiry. This approach “investigates people’s reports of their subjective opinions, 

attitudes, beliefs, or reflections on their experiences, of things in the outer world” (Percy, 

Kostere, & Kostere, 2015, p. 5). Generic qualitative inquiry uses qualitative methods “without 

framing the inquiry within an explicit theoretical, philosophical, epistemological, or ontological 

tradition (Patton, 2014; p. 371). Generic inquiry also does not seek to build theory but instead 

seeks to identify recurring patterns in the forms of themes or categories (Merriam, 1998). This 

approach is particularly appropriate when the researcher has “a priori knowledge (categories or 

subcategories of information) about the topic and wants to more fully describe experiences from 

the participants’ perspective” (Percy, Kostere, & Kostere, 2015, p. 78).  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Al-Busaidi%20ZQ%5BAuthor%5D&cauthor=true&cauthor_uid=21654952
https://www.google.com/search?tbo=p&tbm=bks&q=inauthor:%22Elizabeth+E.+Tolley%22
https://www.google.com/search?tbo=p&tbm=bks&q=inauthor:%22Priscilla+R.+Ulin%22
https://www.google.com/search?tbo=p&tbm=bks&q=inauthor:%22Natasha+Mack%22
https://www.google.com/search?tbo=p&tbm=bks&q=inauthor:%22Elizabeth+T.+Robinson%22
https://www.google.com/search?tbo=p&tbm=bks&q=inauthor:%22Stacey+M.+Succop%22
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The research questions and aims of this dissertation were to explore, understand, and 

describe social phenomena within a particular health context. Although findings may inform and 

elaborate theory, my goal was not to generate theory per se, but to build on existing knowledge 

and identify practical ways to provide teens with sexual health education. A generic qualitative 

approach therefore was most suitable for the present study. The methods described below reflect 

approaches that allowed this study to produce descriptive data for the purpose of understanding 

students’ lived experiences and recommendations that can be used to inform problem-solving 

programs and interventions (Patton, 2014).  

The Researcher’s Role.  

In qualitative research, the researcher is an instrument and data collection and analysis 

are therefore assessed through human interpretation. Researchers, therefore, should make known 

any personal values or assumptions known at the beginning of the study that may impact their 

findings (Creswell, 2009; Patton, 2014). My perceptions of school-based sexual health education 

have been shaped by my lived experiences. I attended middle and high schools in NC in which 

teen pregnancy and sexual activity were commonplace. I received school-based sexual health 

education just twice, once in middle school and then again in ninth grade. In retrospect, I feel 

those units lacked critical information and did not provide a comprehensive view of 

relationships, sexual health services, contraceptive use, and the economical and emotional impact 

of parenthood. I believe this lack of information not only had long-term negative impacts on 

individual and community health outcomes, but also adverse effects on academic and financial 

achievement. Therefore, I believe all students need information to make healthy and responsible 

sexual decisions.   

My experiences and views have led me to advocate for curriculum change and create 

school-based safer sex campaigns. Being involved in these activities provided me with 

knowledge into the challenges and issues adolescents face receiving reliable and timely sexual 

health information. These helped me build rapport and show the empathy towards participants 

about such a sensitive subject matter. To ensure my bias did not interfere with the study, I 

committed to openness and documented events as they were told in order to produce authentic, 

trustworthy findings. To strengthen my validity as an instrument, during data collection, I 

practiced mindfulness, meaning I was completely attentive to the interactions I was having with 
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participants and the interactions they were having with each other during focus group discussions 

(Patton, 2014). Also, to minimize the influence of my opinions in the analysis and results of this 

study, I used member checks as well as methods and analyst triangulation to ensure the findings 

represented the voice of the participants.  

Setting.  

Data collection took place at a small high school located in Crawfordsville, IN. The city 

of Crawfordsville is located within Montgomery County, a rural county located in West Central 

Indiana, with a population of roughly 38,000 residents (U.S. Census Bureau, 2018). 

Crawfordsville is the largest city within the county and has a population of about 16,000 (U.S. 

Census Bureau, 2018). Normal enrollment at CHS fluctuates between 650 to 715 students. CHS 

was chosen for a number of reasons, the first being CHS requires students to complete a sexual 

health education course before graduation. Students must complete either an in-class or online, 

two-week sexual health course and this is typically taken during their first year of high school. 

Next, the school is located in a region where adolescents are significantly impacted by poor 

sexual health outcomes. In 2015, 37.2% of STI cases were among individuals between the ages 

of 10-19 and residents have named teen pregnancy as a major health concern (Montgomery 

County Health Assessment, 2016). The teen birth rate among females ages 15-17, is also higher 

than the state average (HHS, 2015; Montgomery County Health Assessment, 2016). CHS 

officials are taking a proactive approach to alleviate poor sexual health outcomes among their 

students. School administrators recently partnered with their local health department and Purdue 

University to explore solutions to improve sexual health conditions in the community, further 

making CHS an ideal setting to conduct this dissertation project.  

Participant criteria. Eligible participants were Indiana high school students between the 

ages of 13-19 years-old. Participants had completed an in-class or online sexual health unit or 

were currently enrolled in a sexual health unit. Students currently enrolled were not excluded 

because they provided the most up-to-date evaluations of the sexual health curriculum.  
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Type of data collected.  

Focus groups were the primary strategy used to collect data during this study. Focus 

groups were ideal for this study because they utilize a socially oriented, interview setup. By 

design, focus groups elicit a multiplicity of views and shape knowledge within a group context. 

Gibbs (1997) argues that participant recollections and beliefs are more likely to be revealed 

through the social gathering and interaction that occurs during focus groups than with other 

approaches. Patton (2002) further supports this notion by adding that social experiences can 

increase the validity of results because personal perspectives are formed and sustained in group 

settings. From this vantage point, focus groups resemble the in-class group setting most students 

encounter when they receive sexual health instruction, thereby making group discussion a format 

students were already familiar with within the context of this study’s research topic.  

Although, focus groups have historically been the primary method of data collection in 

gathering student perspectives on their sexual health curriculum, this study collected descriptive 

statistics through self-reported, online surveys (Aquilino & Bragadottir, 2000; Eisenberg, 

Wagenaar, & Neumark-Sztainer, 1997; Hammonds & Schultz, 1984; Herrman, 2008, Herrman, 

Kelley, & Haigh, 2017; Kimmel et al., 2013). The survey was cross-sectional and used for 

descriptive and not inferential purposes. The primary purpose of surveys was to collect and 

provide basic summaries of the opinions of the sample. Surveys offer a fast and convenient way 

to get responses from a large population and added rigor to this study by offering a method to 

triangulate focus group findings (Tariq & Woodman, 2013). In addition, surveys can help youth 

more readily recall topics they may want included in their education. Surveys were also used to 

guide focus groups discussions and broaden perspectives that have not been considered in past 

studies.  

Sample Size.  

I used a criterion purposeful sampling strategy to recruit focus group participants. This 

technique allowed me to recruit students who have experienced and are knowledgeable about the 

sexual health education offered at CHS (Creswell & Clark, 2011). In total, I had 56 participants 

in 11 focus group discussions. Researchers acknowledge that there are no stringent guidelines for 

the appropriate or expected number of focus groups in health science research (Carlsen & 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Carlsen%20B%5BAuthor%5D&cauthor=true&cauthor_uid=21396104
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Glenton, 2011). In their study, Carlsen & Glenton (2011) found that researchers commonly used 

saturation, recommendations from literature, and practical reasons to justify their focus group 

sample sizes. I used all of these metrics to determine when I had reached a reasonable number of 

focus group sessions.  

First, the mode and average amount of focus groups in studies similar to this dissertation 

is six, however, the total amount of participants has been wide ranging from 29 to 120 (Aquilino 

& Bragadottir, 2000; Eisenberg, Wagenaar, & Neumark-Sztainer, 1997; Herrman, 2008; 

Herrman, Kelley, & Haigh, 2017; Kimmel et al., 2013). Although I recruited an average amount 

of participants, my total amount of focus groups exceeded the average. I faced challenges getting 

students to volunteer for the study as well as logistical obstacles that prevented large groups of 

students to meet at one time. In result, three of my 11 focus groups only had two or three 

participants. While, six to eight participants are considered the optimum sizes per focus group 

discussion, sensitive topics such as sexual health can use a smaller number of participants (Bloor, 

2001). I continued focus groups discussions until saturation was met and this was determined 

when focus groups were not producing new ideas.  

For surveys, I used a criterion purposeful sampling approach. Based on CHS student 

population of 650 students, the ideal sample size at a 95% CI level with 5% margin of error was 

242 participants. The school, however, did not have an efficient process of finding out how many 

students had taken a sexual health education unit. Given most students take the course in ninth 

grade, I assumed 75% of the student population would be eligible for the study, and thus the 

ideal sample size would be 216. I, however, was only allowed to recruit students from study hall 

classes only. This significantly limited the number of students I could recruit to partake in the 

study. In total I was able to recruit 119 students to take the survey.  

Instruments.  

I used two surveys and one semi-structured interview instrument for data collection. The 

Sexual Education Evaluation Survey is divided into four parts (Appendix A). Part 1 gathers 

student demographic information. These questions come from the 2017 Standard High School 

Youth Risk Behavior Survey. Part 2 elicits student evaluations of their current sexual health 

curriculum and their views about sexual education in schools. These questions captured student 

satisfaction with their current curriculum, recommendations for improvement if any, and their 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Glenton%20C%5BAuthor%5D&cauthor=true&cauthor_uid=21396104
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perceptions about the place of sexual education in schools. Some of the questions in this group 

have been adapted from Byers and colleagues (2003) and the qualitative work of and Eisenberg, 

Wagenaar, & Neumark-Sztainer (1997). Part 3 asked students about their perceptions about their 

sexual health knowledge. Using a 5-point scale, these questions assessed students’ perceived 

knowledge about how to prevent unplanned pregnancy, STIs, and HIV/AIDS and provided 

insight about whether students need more education. Finally, part 4 asks students to report their 

sexual behaviors. These questions also come directly from the Youth Risk Behavior Survey. 

These questions are included to “measure the prevalence of sexual activity, number of sexual 

partners, age at first intercourse, alcohol and other drug use related to sexual activity, condom 

use, and contraceptive use” (CDC, 2017 p. 26). These questions benefited the study by allowing 

comparison between students’ sexual behaviors and the content of their current sexual health 

curricula.  

The Focus Group Screening Questionnaire (Appendix A) requests demographic 

information and completion of sexual health course. Participants were asked their gender, age, 

ethnicity, and whether and what type of sexual health course they have taken. 

The Focus Group Discussion Instrument is presented in Appendix A. This instrument is 

based on previous literature exploring adolescent sexual health preferences, teen pregnancy 

prevention, and social media health promotion intervention and evaluation (Aquilino & 

Bragadottir, 2000; Eisenberg, Wagenaar, & Neumark-Sztainer, 1997; Herrman, 2008). This 

instrument is semi-structured, however although it is composed of predetermined questions, it 

still allows the opportunity to explore themes or responses that naturally occur in conversation. 

This guide queried participants about their perceptions of their sexual health education, receiving 

sexual health education from local health departments and on social networking sites.  

Data collection procedure.  

Following  Purdue Human Subjects Committee approval participant recruitment began 

one week before data collection. I had permission to verbally recruit students in their study hall 

sessions only. Interested students received a flier, a parent letter, an assent form and a parental 

consent form if under the age of 18 to take home and return signed (Appendix B). Fliers were 

also posted throughout the common areas of the school, and school-wide announcements were 
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made to remind students to return all forms. Students needed to return forms signed in order to 

participate in the research. Students who completed the survey were entered into a raffle to win 

two $25 gift cards and focus group participants received lunch and a $5 gift card at the end of 

their participation.   

The following week, I returned to the study hall classrooms and collected all signed 

assent/consent forms from students who were interested in participating in the study. Interested 

students who did not have a signed parental consent form or who refused to sign an 

assent/consent form were ineligible to participate in the study. Interested participants with the 

appropriate permissions had an opportunity to ask questions they may have had about the study 

or assent/consent form. Students who agreed and were allowed to take the survey were given the 

URL to complete the online survey on their mobile devices. If students do not have a mobile 

device, they took the survey on a secured computer. Students then wrote down their name and 

phone number and placed it in a box to be entered into the raffle for the gift cards. Winners were 

notified once all data collection was complete.  

Focus groups began the following week. I reported back to study hall classes and 

escorted students to the focus group location. The discussions took place in a conference room 

located in the principal’s corridors. A “Focus Group In Session, Please Do Not Disturb” sign was  

placed on the door. Students had lunch and then were asked to complete the online Focus Group 

Screening Questionnaire if they had not done so. There was no student who participated in only 

the focus group.  

Once surveys were complete, there was a brief welcome to state the purpose of the study 

and to explain ground rules for appropriate behaviors in the focus group. After the introduction, 

audio recorders were turned on. The session began with me asking pre-determined questions for 

the group. Since I was the only researcher during focus groups, I had to make a choice to either 

take notes or to practice mindfulness to successfully moderate the sessions. I decided to practice 

mindfulness to secure the integrity and trustworthiness of the data. Sessions on average were 65 

minutes long and each one was conducted during two study hall periods. At the end of the 

discussion, audio recorders were turned off and participants were thanked for their time and 

given their gift cards. At the end of each focus group, I offered students the opportunity to 

volunteer to be an informant for the member checks. Five students volunteered and were given 

an extra entry in the gift card raffle for volunteering. Data collection occurred over eight weeks.    



 
 

55 

Analysis procedure.  

Focus group recordings were transcribed verbatim and then analyzed after data collection 

using NVivo 11.4.3, a software for qualitative and mixed methods analysis. For focus group data 

I used a variation of the VSAIEEDC-model (Table 1). There are many ways to code and analyze 

data within qualitative research. To lessen vagueness and encourage more replication, Persson 

(2006), developed a generic analysis model that can more explicitly guide generic qualitative 

inquiry. The VSAIEEDC-model details seven steps in data analysis: “(a) variation (b) 

specification (c) abstraction (d) internal verification, (e) external verification, (f) demonstration, 

and (g) conclusion” (Persson, 2006, p. 38). VSAIEEDC is a cognition-based model in which 

Persson (2006) posits that understanding and meaning is based on cues from the context in which 

patterns occur. Table 1 details the steps of the VSAIEEDC model and Figure 1 shows how the 

model was applied in this research.  
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Table 1 VSAIEEDC Model 

VSAIEEDC steps Explanation of step  

1. Variation  Identify tentatively general variation in the material through the principle of  

“similarities – dissimilarities.” 

2. Specification  Identify more thoroughly and specifically the identifying characteristics of the  

data suitably subdivided in manageable sections. 

3. Exploration A visual overview of the reduced data in search of frequency-related regularities  

Or irregularities. 

4. Abstraction Transformation through conceptualization and reduction.  

5. Internal verification Comparisons within the data, checking for logic and feasibility.  

6. External verification 

  

Comparisons to establish logic and feasibility with other materials other than the  

data like established theories, published research and/or other researches. 

7. Demonstration A more formal demonstration of possibly found frequency-related regularities or 

irregularities in for example a matrix format. 

8. Conclusion 

 

 

A concluding, though still tentative, full assessment of the analysis and its result.  

At some point the researcher will have to decide that the data cannot yield more  

information. 

(Persson, 2006) 

 

1. Variation- Before engaging in coding, a graduate analyst and I immersed ourselves in the data 

by reading all transcripts, in-depth at least twice. During this phase, we independently made 

notes during the reading process and met weekly to compare and discuss our notes. Once we 

read through all the transcripts, we used structural coding, which is designed to start organizing 

data around specific research questions. “Structural coding applies a content-based or conceptual 

phrase representing a topic of inquiry to a segment of data that relates to a specific research 

question that was used to frame the interview” (MacQuecn, McLellan-Lemal, Bartholow & 

Milstem, 2008 p. 124). A codebook based upon the focus group interview instrument was used to 

help develop these codes. 
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 The graduate analyst and I independently coded the transcripts, and once complete, 

reconvened to compare the results of our coding. Coder agreement therefore was achieved by 

engaging in a peer debriefing process in which codes were collaboratively and consciously 

developed (Harris, Pryor, & Adams, 1997). Within a constructivist framework, peer debriefing is 

an approach that can be used to establish and confirm the credibility of the findings of a study 

(Lincoln & Guba, 1985; Spall, 1998). The graduate analyst was a peer training in qualitative 

research and had a general knowledge of the research area of study. The graduate analyst also 

came from a discipline other than consumer science and this greatly benefited the debriefing 

process because it allowed us to consider alternative explanations to analysis, challenge any 

potential bias, and offered greater objectivity to the findings (Creswell & Miller, 2000; Lincoln 

& Guba, 1985; Spall, 1998). During debriefing, the graduate analyst and I engaged in extensive, 

weekly discussions about the findings and the progress of the analysis.  

 

2. Specification-The second step in the analysis involved, pattern coding, or subdividing the 

anchor themes identified in step one (Miles & Huberman, 1994). The anchor themes were reread 

and within those themes, the graduate analyst and I first independently clustered items of data 

that were related or connected into separate sub themes. During our peer debriefing sessions, we 

compared our results.  

 

3. Abstraction-Still working with the pattern codes, we took note of which descriptions, words 

or expressions that made each pattern cohesive and unique. We then compared these words and 

descriptions and consolidated the pattern name into a more generally applicable and conceptual 

level. The resulting codes were explanatory or inferential and brought the information together in 

a more parsimonious unit of analysis (Miles & Huberman, 1994).  

 

4. Internal verification-Next the graduate analyst and I examined all of the patterns and looked 

for the emergence of overarching themes. We specifically explored the underlying meaning 

across codes and the relationship between codes.  

 

6. External verification-We then compared pattern codes and overarching themes with results 

from existing literature.  
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7. Demonstration-This step was not utilized. While this approach may work for case studies and 

one-on-one interviews, I knew it would be difficult to quantify the large amount of data focus 

groups may produce into a matrix format. Instead, I compared qualitative explanations to survey 

results.  

 

8. Conclusion-Finally we then synthesized qualitative themes along with survey results to form a 

composite explanation of the phenomena.  

 

Figure 1 VSAIEEDC Model Application  

 
 

  

Trustworthiness. Guba’s (1981) four criteria for assessing trustworthiness in qualitative 

work has the been long-standing expectation to ensure rigor in qualitative research. Guba (1981) 

posits that demonstrating credibility, transferability, dependability and confirmability are four 

key ways qualitative researchers can demonstrate rigor in their results. I will address each of 

these areas and how I meet them in my study below.  

Credibility. To ensure that my study’s findings were consistent with reality, I utilized 

member checks and analyst triangulation. As described above during focus group analysis, I 
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utilized the assistance of another graduate student to analyze and review findings. Having two 

researchers independently analyze data helps to eliminate selective perception and interpretive 

bias (Patton, 1999). To maximize coder agreement, I first developed a codebook that was based 

on the focus group interview instrument to set the rules for codes. The analyst and I met to go 

over the codebook and how it should be used. We also meet weekly throughout the analysis 

process to collaborate and compare results.   

I also conducted member checks with five focus group participants. Member checks 

present the overall findings with source groups before writing them in a final report (Guba, 

1981). At the end of focus group discussions, participants had the opportunity to volunteer to 

participate in an informant session. Once analysis was completed, I conducted an informant 

session with all of these participants and gave them the overall findings for evaluation before 

placing them in my final report. The themes given to the informants were devoid of all personal 

information to protect participants’ identity. Participants were asked to read the themes, evaluate 

whether the results represented their and their peers experiences, and comment if there was 

anything that needed to be changed or if anything was missing. There was a consensus among 

the informants the information was accurate and there were no recommended modifications. This 

respondent validation confirmed and verified the interpretation of the findings and the 

appropriateness of the quotes used.  

Transferability. I used thick descriptions in the results and discussion sections to ensure 

the findings of this study could be applicable to situations that are of similar context. Providing 

descriptive data allows for greater comparison which can help answer the issue of applicability 

(Guba, 1981). 

Dependability. To make sure other researchers can replicate this study design and 

results, I have provided detailed descriptions of the methods used for data gathering, analysis, 

and interpretation. This will allow for stepwise replication and can help enhance both the 

confirmability and dependability of results (Guba, 1981).   

Confirmability. Methods triangulation will be used to help confirm that the study 

findings are a result of the experiences of the students, rather than researcher preferences or bias 

(Shenton, 2004). I used the results from the surveys to help guide student focus group sessions. 

This gave students an opportunity to provide an explanation based on the collective responses of 

their peers.      
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Ethical issues. Given this study worked with a vulnerable population, informed parent 

consent and participant assent are two ethical areas that need to be addressed. Parental consent 

was required for all students under age 18. Students were not allowed to participate in focus 

groups or surveys without written permission from their parents. This was stressed in all 

recruitment materials. Students were also reminded they could end their participation at any 

time. 

Next, due to the nature of focus groups, participant identity was known to other focus 

group participants. Also, because participants were recruited through their school, there may  

have been inherent concerns about being identified or overheard during the interview. I took the 

following steps to minimize this risk. 1) No one except the school nurse was allowed to enter the 

room during the focus group discussion. 2) Participants were instructed not to discuss focus 

group information outside of the designated room and scheduled interview sessions. This was 

also outlined in the assent and consent forms and was reiterated during the focus group ground 

rules on the day of the session. 3) Participants were told in advance that they could choose not to 

disclose information they were not comfortable discussing. 4) No specific identifiers other than 

age and year in school, were collected therefore it will be close to impossible to ascertain the 

definite identity of a participant in written reports. Lastly, participants were instructed from 

refraining from using names in their responses. The findings and any subsequent publications 

will not include student real names.  

To ensure survey participants remained anonymous, students were provided with an 

online link so they could take the survey from their private electronic devices. In the event, 

students did not have a personal electronic device, they were allowed to take the survey from a 

secured computer. Surveys did not ask for participant names or any other identifying 

information.  
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CHAPTER 4 RESULTS AND DISCUSSION 

Results Research Aim 1 & 2 

Participant characteristics  

A total of 119 survey respondents completed the survey (Table 2). Survey respondents 

were mostly white (71%, n=85), female (50%, n=60), the median age was 17 and 85% (n=101), 

had taken an in-class sex education course. In total, 56 students participated in both the survey 

and focus group discussions. There were no students who only participated in the focus groups. 

A majority of focus group participants were female (57%), non-Hispanic whites (71%), and the 

median age was 16 years old.
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Table 2 Demographic Characteristics of Participants and Respondents 

Characteristic N  %  n % 
 Survey  

Respondents 
   Focus 

Group 
Participants 

 

 
119    56  

Age (in years)       

14 

15 

16 

17 

18+ 

Did not answer 

4 

15 

12 

25 

63 

0 

 3.36 

12.61 

10.08 

21.01 

21.94 

0 

 1 

11 

10 

11 

21 

2 

1.79 

19.64 

17.86 

19.64 

37.50 

3.57 

Race/Ethnicity      
 

 

American Indian or Alaska Native 

Asian 

Black or African American 

Hispanic or Latino   

Native Hawaiian or Other Pacific 
Islander 

White 

Bi-racial (two races) 

Other 

Did not answer 

0 

3 

7 

20 

0 

85 

4 

0 

0 

 0 

2.52 

5.88 

16.81 

0 

71.43 

3.36 

0 

0 

 0 

1 

4 

7 

1 

40 

0 

2 

1 

0.00 

1.79 

7.14 

12.50 

1.79 

71.43 

0.00 

3.57 

1.79 

Gender     
 

 

Male 

Female 

Transgender 

Prefer not to answer 

Did not answer 

57 

60 

0 

2 

0 

 47.90 

50.42 

0 

1.68 

0 

 20 

32 

0 

3 

1 

35.71 

57.14 

0.00 

5.36 

1.79 
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Table 2 continued 

Sex ed course taken       
 

 

In-class instruction 

Online 

Took at another school 

Did not answer 

101 

10 

7 

1 

 84.87 

8.40 

5.88 

.84 

 53 

3 

0 
0 

94.64 

5.36 

0 

0 
 Research aim 1 sought to explore adolescents’ opinions about their current  

sexual health curriculum, in particular, their evaluations about the content and instruction they 

received. Two distinct themes emerged in response to this research aim, participants 1) wanted 

sex education teachers to take more time explaining useful content and 2) students’ perceived 

their overall sex education course as a joke. RQ1a: What are Indiana adolescents’ opinions about 

the content of their current sexual health curriculum? 

Take More Time Explaining Useful Content  

 Most respondents, 62% (n=74), perceived that the quality of their sex education course 

was at or below average, and 85% (n=101) indicated that the sex education they received should 

be improved (Table 3). Focus groups participants provided in-depth evaluations of the course 

content. Participants frequently commented that the curriculum “should give more detail.” One 

participant stated, “They touch every subject good, but they could take more time explaining it.” 

One participant added their sex education class content “was like a general overview, and it 

didn't go into specific topics really and stuff that you actually need to know.” Another agreed, 

“They should go into more detail about some of the stuff like birth control or condoms. I know 

most people don't even use 'em, but maybe go into more detail about telling more about what 

they can prevent and the sexual diseases you can get from them or of not having them.”   
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Table 3 Survey Respondents’ Attitudes towards Sex Education  

Characteristic N=119 % 

How would you rate the quality of your sex education course? 

Excellent 

Good 

Average 

Poor 

Terrible 

Did not answer 

 

3 

41 

49 

20 

5 

1 

 

2.52 

34.45 

41.17 

16.80 

4.20 

0.84 

How would you rate the value of your sex education course?  

Extremely important 

Very important 

Moderately important 

Slightly important 

Not at all important 

Did not answer 

 

21 

42 

32 

15 

8 

1 

 

17.65 

35.29 

26.89 

12.61 

6.72 

0.84 

Rate your sex education instructor 

Excellent 

Good 

Average 

Poor 

Terrible 

Did not answer 

 

3 

39 

55 

13 

8 

1 

 

2.52 

32.77 

46.22 

10.92 

6.72 

0.840 

Quality of course 

Excellent 

Good 

Average 

Poor 

Terrible 

Did not answer 

 

3 

41 

49 

20 

5 

1 

 

2.52 

34.45 

41.17 

16.80 

4.20 

0.84 

Should the education you received be improved? 

Yes 

No 

Did not answer  

 

101 

17 

1 

 

84.87 

14.29 

0.84 
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Table 3 continued 

How would you improve your sex education? (Check all that apply).  

Include more topics 

Focus on more than abstinence  

Provide more timely information 

Include information about local resources and services 

Course would be taught more than once (i.e. every year, every two years)  

Course would be longer to cover more information (i.e. 1 week to 2 weeks) 

Have a different instructor 

Other 

 

71 

57 

56 

52 

43 

37 

36 

16 

 

19.29 

15.49 

15.22 

14.13 

11.68 

10.05 

9.78 

4.35 

   
Topics to include in sexual health education (Check all that apply). 

Pregnancy prevention and contraceptive use 

Sexual transmitted infections and diseases 

Sexual assault/abuse/violence 

Condom use 

Relationship management 

Partner sexual communication 

Puberty 

Sex and technology 

Consent 

Local services and resources 

Abortion 

Abstinence 

LGBTQ health 

other 

 

108 

105 

103 

98 

96 

87 

86 

81 

74 

72 

68 

66 

61 

5 

 

9.73 

9.46 

9.28 

8.83 

8.65 

7.84 

7.75 

7.3 

6.67 

6.49 

6.14 

5.95 

5.5 

0.45 

Should schools teach abstinence-only or safer sex education? 

Abstinence-only 

Safer sex education 
Did not answer  

 

11 

106 

2 

 

8.45 

90.14 

1.41 
 

 

 In addition to curriculum content not being descriptive, participants also discussed that 

teachers often did not provide adequate explanation of the curriculum content. “I think they need 

to take longer to explain things instead of just telling us and then automatically thinking that we 
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know what we're doing.” Lack of elaboration was particularly the case when discussing STDs. 

“They touch on how to get [STDs] and all the other stuff but they don't touch on how to take care 

of it or get rid of it.” Another participant agreed adding:  

The teacher would show us power points, let's say one slide was gonorrhea and they 
would show us a picture of it, and it would gross us out and they wouldn't describe how 
you would get it or how long it would last or information about it. It would just be a 
picture, and then they move on, like ‘here is what AIDS looks like.’ They don't go into 
enough detail. 
 
Focus group participants also frequently discussed how they believed that the course 

information was not useful. According to participants the content “touch[es] things that aren't 

even relevant to us.” Although the sex educators at the study site taught a CSE unit that 

emphasized abstinence, students reported, “all they're telling is don't do it.” A participant 

explained, “They don't actually teach us the importance or the actual things that comes with sex. 

They just say, ‘Oh, don't have sex, use a condom, condoms cost this much.’” Other participants 

concurred, “It's all focused on trying to tell the kids not to have sex instead of actually telling 

them how to have sex safely like it's supposed to be.” Another student agreed adding, “The point 

of sex ed is to teach people how the body [and] how the sexual organs and intercourse works 

and they're really failing to do that.”  

 Participants also complained that their materials were not useful because they were 

“outdated” and were “years behind.” “We watch movies and stuff in that class and they're from 

the 1980s.” One student commented, “When you're young and [when] you see something older 

you’re like, oh God, I don't want to see this, this is from the 80’s.” The participant continued and 

stated that when showing older materials, “kids don't get it and they’re like, okay I don't wanna 

watch this anymore or pay attention, so I think it's better to relate to the kids more.”  

 Participants expressed that the content was also behind because, “it's aimed at like 

elementary and middle school kids not high school kids.” Students frequently commented about 

how they were not taught “anything different” and the information was repeating information 

that had learned previously. “I feel like I've been hearing the same things every school year.” 

Other students shared similar sentiments, “They teach us these things in middle school and stuff 

and then you hear the same thing throughout high school.” Another student elaborated, “They 

haven’t like matured the conversation at all like they aren’t talking about like what the high 

school students are going through, they're talking about like abstinence.” Overall, students 
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disliked that their current content did not “relate to now” or was not what they considered age 

and culturally appropriate. Students wanted materials to include references and situations that 

specifically “relate to the younger generations.”  

RQ1b: What are adolescents’ opinions about their current sexual health 

instruction? 

The Whole Class is a Joke 

Focus group consensus to question RQ1b can best be summarized by, “the whole class is 

a joke.” In addition to the unfavorable content evaluations, survey respondents reported mostly 

average evaluations of their sexual health instructors (see Table 3). Most respondents 46% 

(n=55) rated the instructor’s teaching performance as average, while 35% (n=41) agreed it was 

good or excellent and the remaining 19% (n=21) reported that it was poor or terrible.  

Focus group participants, however, had more negative opinions of their sexual health 

instructors. A participant explained that the difference between respondent scores may be due to 

the fact that “some students are like it was a good class because it’s an easy A.” The participant 

continued and explained that when classes are not challenging, students, “need to know it’s okay 

to tell the teacher you could probably improve on this, teach this a little better, go over this more 

in-depth.” 

As the participant pointed out, a primary complaint about the course was that “there's not 

really much instruction” and instructors were not engaged in teaching the course content. “The 

teacher, herself, could have done better 'cause all she did was give us the packet.” Participants 

frequently described how teachers relied heavily on individual, self-guided chapter packets to 

provide students with sexual health information. A participant explains, “She gives us the packet 

and the book and goes, ‘Do it,’ but then she doesn't really care to teach us. She sits back on her 

phone and really doesn't wanna teach anything.” Other participants agreed, “We literally have to 

learn ourselves in the book. She'll give us a packet for a week and our test will be on Friday, and 

we have to finish that packet by Friday. She doesn't talk in front of the class or anything.”  

Since teachers did not “actually teach,” participants described how “people nowadays 

just take the sexual health class as a big joke.” “The class is just sad in general. I think [it’s]just 

because of how the teachers are.” One participant added: 
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I don't think we have the best health education here. It's usually just packets out of the 
book, and nothing really interactive. I think that's probably why people take it as a joke, 
is just 'cause it's packets out of the book. It's not like PowerPoints or taking notes.  
 
Participants discussed how the repetitiveness of completing the packets and lack of 

teacher instruction impacted their attentiveness to course materials and retention of course 

content.  “It gets really boring and you don’t pay attention.” Another participant concurred, 

“Everything in that class seems like a joke. I don't remember anything from it. I pretty much 

remember just sitting in that class and doing the packets.” A student surmises:  

I hate packets especially, so I would not take the reading serious and I know a lot of 
students don't take it serious. Like here's the answer I'm just gonna skim through it. I 
know in high school, it's very common to copy people's homework. So a packet in health 
and wellness, ‘Oh, well. I have it done.’ ‘Can I copy it?’ ‘Yeah, go ahead, it's fine.’  How 
are you learning if you're just copying? How are you learning something if you're just 
looking for the answers? So that's why packets are a bad way to teach a topic like that 
 

 Research Aim 2 explored adolescents’ content and instruction recommendations for their 

ideal sexual health curricula. Three final themes evolved from analysis 1) perceived adolescents 

want information that helps them protect their sexual health 2) adolescents perceive AOUM 

education as irrelevant and 3) adolescents frequently ignore AOUM instruction. RQ2a: What 

topics would students include in their ideal sexual health curriculum? 

 Adolescents want topics that help them protect their sexual health.  

 Including more topics was the top recommendation respondents gave for improving their sex 

education. Although most respondents, 78% (n=93), reported being at least very knowledgeable about 

how to prevent pregnancy, however, only 60% (n=71) were equally knowledgeable about how to prevent 

HIV and 48% (n=57) said they were very knowledgeable about how to prevent the transmission of STIs 

(Table 4). Thus, pregnancy prevention/contraception use and STI/STDs were the top topics respondents 

wanted to be included in sex education classes (Table 3). Focus group participants explained that teens 

want to “know how to protect themselves.” A participant shared, “They need to include what to do after 

something happens, like if you were to get pregnant, what do you do? If you were to get an STD, what 

would you do?” One student added, “They're pretty important things that can affect your life in the long 

run, so it's better to know a lot of the information now.”  

 

 



 
 

69 

69 

Table 4 Sexual Knowledge and Course Influence 

Item All  

 

N=119 

% Sexually 
Active 

n=63 

% Not Sexually 
Active  

n=56 

% 

How knowledgeable are you 

about how to prevent pregnancy? 

Extremely knowledgeable 

Very knowledgeable 

Moderately knowledgeable 

Slightly knowledgeable 

Not knowledgeable at all 

Did not answer 

 

 

45 

48 

22 

1 

0 

3 

 

 

37.82 

40.34 

18.49 

0.84 

0.00 

2.52 

 

 

32 

21 

9 

1 

0 

0 

 

 

50.79 

33.33 

14.29 

1.59 

0 

0 

 

 

13 

27 

13 

0 

0 

3 

 

 

23.21 

48.21 

23.21 

0.00 

0.00 

5.36 
 

How knowledgeable are you 

about how to prevent HIV? 

Extremely knowledgeable 

Very knowledgeable 

Moderately knowledgeable 

Slightly knowledgeable 

Not knowledgeable at all 

Did not answer 

 

 

34 

37 

34 

9 

2 

3 

 

 

28.57 

31.09 

28.57 

7.56 

1.68 

2.52 

 

 

22 

18 

18 

4 

1 

0 

 

 

34.92 

28.57 

28.57 

6.35 

1.59 

0 

 

 

12 

19 

16 

5 

1 

3 

 

 

21.43 

33.93 

28.57 

8.93 

1.79 

5.36 
 

How knowledgeable are you 

about how to prevent STIs i.e. 

gonorrhea and chlamydia? 

Extremely knowledgeable 

Very knowledgeable 

Moderately knowledgeable 

Slightly knowledgeable 

Not knowledgeable at all 

Did not answer 

 

 

31 

26 

45 

12 

2 

3 

 

 

26.05 

21.85 

37.82 

10.08 

1.68 

2.52 

 

 

20 

16 

19 

8 

0 

0 

 

 

31.7 

25.4 

30.2 

12.7 

0.0 

0.0 

 

 

11 

10 

26 

4 

2 

3 

 

 

19.64 

17.86 

46.43 

7.14 

3.57 

5.36 
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Table 4 continued 

How did your sexual health 

education course influence your 

sexual behaviors? 

In an extremely positive way 

In a somewhat positive way 

They did not change 

In a somewhat negative way 

In an extremely negative 

Did not answer 

 

 

14 

34 

67 

3 

0 

1 

 

 

11.76 

28.57 

56.30 

2.52 

0.00 

0.84 

 

 

5 

20 

35 

2 

0 

1 

 

 

7.94 

31.75 

55.56 

3.17 

0.00 

1.59 

 

 

9 

14 

32 

1 

0 

0 

 

 

16.07 

25.00 

57.14 

1.79 

0.00 

0.00 

       
How did your sexual health 

education course influence your 

sexual decision making? 

In an extremely positive way 

In a somewhat positive way 

They did not change 

In a somewhat negative way 

In an extremely negative 

Did not answer 

 

 

 

14 

40 

61 

2 

1 

1 

 

 

 

11.76 

33.61 

51.26 

1.68 

0.84 

0.84 

 

 

 

7 

27 

26 

1 

1 

1 

 

 

 

11.11 

42.86 

41.27 

1.59 

1.59 

1.59 

 

 

 

7 

13 

35 

1 

0 

0 

 

 

 

12.50 

23.21 

62.50 

1.79 

0.00 

0.00 
 

According to participants, teachers avoided discussing topics relative to students who engaged in 

sexual intercourse. “It's almost like they make you feel bad if you have sex, but everybody knows they do 

it, and they just don't wanna talk about it.” Participants believed teachers taught abstinence because they 

“don’t like see our viewpoints on it” and “grew up in times where abstinence...was practiced more and 

they don't wanna accept that it's a new generation and we just do things. Life has...cultures changed.” 

Another student concurred adding that given their sex education curricula is, “just mostly based around 

abstinence, [teachers] don't face the fact that students are gonna be having sex. It's gonna happen and 

they just don't really care.”  

Students stressed however that teachers needed to, “stop beating around the bush,” “start 

accepting it, that it's happening,” and “just open the conversation” in sex education courses. For 

curriculum content this meant discussing some uncomfortable topics such as pregnancy and STD 

prevention openly and acknowledging that some students were indeed sexually active. A student 

explained: 
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People are gonna have sex. You can't stop it. So might as well teach 'em how to do it the safe 
way, and how to prevent STDs and pregnancies, and all that stuff. I mean, we gotta think 
realistic, here. It's high school. Teenagers are gonna be dumb.  

One participant shared similar sentiments:   

If you wanna have sex [ed in] the school system be like, okay, we're not gonna prevent you guys 
from having sex but we're gonna take our time and actually talk about each step and stages that's 
actually a part of sex, like all the STDs, all the AIDS, what you should do if you're itching or 
burning.  

Two other students added: 

They can't tell you to stay abstinent from it, it's life, it's gonna happen. Instead of telling us no 
and making it seem like a bad thing, give us other options like how to steer away from the STDs 
and the pregnancy. Give us the safety part. Explain warnings and stuff like that.  
 

The second shared: 
Some people are gonna wanna have sex occasionally in high school. Some people aren't gonna 
want to have sex until they're 30. It's up to the people, and the school can't control what people 
want to do and what people are doing in their relationships. Let's be honest. These are high 
school students, they're not about to listen to the school when they just say don't have sex. If the 
students are gonna have sex, they're probably gonna have sex either way. So you may as well just 
tell them how to do it safely, so they don't screw over their entire life.  
 

Participants recognized “it's going to be uncomfortable” for teachers to talk about STDs but mentioned it 

is important to overcome these barriers.  

I would tell them not to be afraid to talk about this stuff because I know it makes them 
uncomfortable 'cause they think it makes us uncomfortable, but that doesn't benefit us in the long 
run. Like if they're not giving us the information we need 'cause they're scared to talk about it, 
that opens us up to getting diseases 'cause we don't know how to prevent them very well.  
 

Another participant expressed similar thoughts,  

It's going to be uncomfortable but we just have to overcome that and have conversations that 
aren't immature. At least try because you have to break the silence, 'cause those kids they have 
questions and if they don't get that question answered, they might make a huge mistake or 
something. 

 

In addition to STDs, participants recognized that including abortion and LGBTQ topics in their 

sex education curriculum could make students and teachers uncomfortable. Abortion and LGBTQ topics 

were the two lowest ranked topics respondents wanted to include in their sex education curricula (Table 

4). Participants explained that abortion was “very controversial,” “touchy” and because of “varying 

opinions” participants worried it would “bring up more arguments than actual learning.” One participant 

stated, “It could get very political when we talk about it and then it will start like a big debate in the 

middle of class.” Another participant agreed adding, “So many people have different views on that. I don't 

think it needs to be discussed in the classroom.” One student offered this insight: 
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I think people don't want to accept abortion. They don't want to know about it 'cause they think 
it's wrong, or some people think it's right. There's so many different opinions on abortion that if 
you say one wrong thing you'll clash with another person, and it'll just become into a huge 
argument.” The participant continued and said despite potential arguments, “People should know 
about abortion. People should learn about abortion to know what's going on and what they do to 
that baby, and just facts about it and learning about it because so many people don't know what's 
going on in abortion. 
  

Other participants agreed and advocated that despite how people may feel and the sensitivity of 

the topic, abortion should be included in their sex education. “I personally wish that it were something 

that could be introduced as an option because whether you agree with it or not, it is an option when it 

comes to pregnancy.” Another student concurred, “Even if they think it’s wrong, they shouldn't base a 

curriculum off that because it's needed information. More people are focusing on the whole feminist [sic] 

it's my body, my choice.”  

 

LGBTQ health was the lowest ranked topic that respondents wanted included in their ideal sexual 

health curriculum. Some participants believed the topic was ranked low because it was “controversial” 

and because adolescents fear being bullied. One student shared, “We get bashed... they... people get 

bashed about it.” As a result, students may be reluctant to discuss this topic in class, “I think they're 

scared to come out and learn about it because they don't want to get made fun of and they don't wanna be 

pressured about it. They're just scared.” Another participant shared: 

 
If someone who identifies in that spectrum were to ask questions about it they’ll probably be 
afraid that kids are going to get mad or be like okay time to find out which one of my classmates 
hates the fact that I exist.   

 

Although “some people are uncomfortable with” the topic, participants expressed more 

frequently than not that it should be included in sex education curricula. “It should be taught. People who 

are gay, and bisexual, transgender should know there are health risks for that.” Another participant 

agreed, “Even if you don't agree with it, you still need to be taught it, because it's not just for you, you 

know there's other people who need that information.” Participants explained by including the topic in 

sex education curricula it allowed LGBTQ youth access to health information without having to disclose 

their sexual identity. “I definitely think we have some students who would want to learn about that and I 

think that no matter who you are, or what you believe in, I think those people deserve to be safe.” A 

student concurred, “LGBTQ people deserve to be safe too. They deserve to know how to stay safe. People 

should not have to out themselves in order to be safe.”  
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Adolescents perceive AOUM education as irrelevant and desire more safer sex education. 

 Survey respondents and focus group participants agreed they wanted their ideal sex 

education curricula to focus on more than abstinence. In fact, 90% (n=106) of respondents 

supported safer sex education over an abstinence-only curriculum (Table 3). One student shared 

teaching abstinence is good “if you're not thinking about having sex 'til marriage then it's a great 

way of educating.” Another elaborated saying:  

 Not all of us are going to stay abstinent our whole life. Yeah like abstinence is just 
teaching us for like right now since we're just teens in high school, when you're an adult 
and if you want to form a family what are you even gonna know about it? Nothing 
because all you've been taught is how to stay abstinent throughout your whole life. 

 
A participant made a similar point, “If it teaches abstinence only when people are ready like 

they're adults and they're married, they feel like ‘okay now it's okay’ well what do I do to keep 

myself safe? They wouldn’t know because they focused on abstinence.”  

 

Most participants acknowledged that students “are not going to be abstinent forever” and 

since sex “[is] a part of life” participants believed it was one reason schools should have safer 

sex education curricula. “Sooner or later, more than likely everyone will [have sex] sometime in 

their life.” Participants shared safer sex education “would be relevant for the future” and would 

equip them to handle future sexual decisions. “Talking about safer sex makes us more aware. 

Even people who right now swear by abstinence, if you talk about safer sex they’re going to feel 

more comfortable when it comes to that point.”  

Participants also explained that because “most of the people in school have sex,” “it’s 

unrealistic” to teach just abstinence. Not only was the prevalence of sexual activity discussed in 

all focus groups, more than half, 53% (n=63), of respondents reported ever having sex and 

approximately 40% (n=47) reported having sexual intercourse in the last three months (Table 5). 

Participants described how they lived in a sexually active culture, commenting on how “times 

are changing” and “in high school, [sex] is becoming something that everyone does.” One 

participant noted, “It’s just a culture thing now. People are just like, oh well they’re having sex, 

so I should have sex. It’s more normalized.” The participant continued, “It's not this generation 

anymore. For the past 10 years it's been all about drugs, sex, it's not about abstinence, wait till 

you get married.” Participants explained that sex is so commonplace in their lives that, 
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“Sometimes people treat it as a bad thing. If you don't have sex, then there's something wrong 

with you.” Similarly, another student shared:  

There's a group of guys in my grade and they're like, ‘I had sex with….and it was like 

awesome.’ Then this one guy's like, ‘Oh, I haven't done that a lot’ and they're like, ‘Oh, 

you're lame’ or something like that. It's kind of cool to have sex. 

Table 5 Survey Respondents’ Sexual Behaviors  

Item N=119 % 

Have you ever had sexual intercourse? 

Yes 

No 

Did not answer 

 

63 

52 

4 

 

52.94 

43.70 

3.36 

Respondents who have had sex N=63 % 

How old were you when you had sexual intercourse for the first time?  

13 years old 

14 years old 

15 years old 

16 years old 

17 years old or older 

 

5 

6 

10 

26 

16 

 

7.94 

9.52 

15.87 

41.27 

25.40 

Lifetime sexual partners  

1 person 

2 people 

3 people 

4 people 

5 people 

6 or more people  

 

25 

11 

7 

7 

5 

8 

 

39.68 

17.46 

11.11 

11.11 

7.94 

12.70 
Number of sexual partners in the past three months? 

I have had sexual intercourse, but not during the past 3 months 

1 person 

2 people 

3 people 

4 people 

 

16 

36 

8 

2 

1 

 

25.40 

57.14 

12.70 

3.17 

1.59 
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Table 5 continued 

Did you drink alcohol or use drugs before your last sexual intercourse? 

Yes 

No 

 

11 

52 

 

17.46 

82.54 
The last time you had intercourse, did you/your partner use a condom? 

Yes 

No 

 

35 

28 

 

55.56 

44.44 

Last method(s) used to prevent pregnancy? 

Condoms 

Birth control pills 

Withdrawal or some other method 

An IUD (i.e. Mirena/ParaGard) or implant (i.e. Implanon or Nexplanon) 

No method was used 

A shot (i.e. Depo-Provera), patch (i.e. Ortho Evra), or birth control ring  

Not sure 

 

26 

15 

9 

7 

4 

1 

1 

 

41.27 

23.81 

14.29 

11.11 

6.35 

1.59 

1.59 
During your life, with whom have you had sexual contact? 

Females 

Males 

Females and males 

 

28 

27 

8 

 

44.44 

42.86 

12.70 
Which of the following best describes you? 

Heterosexual (straight) 

Gay or lesbian 

Bisexual 

Not sure 

 

51.00 

2.00 

8.00 

2.00 

 

80.95 

3.17 

12.70 

3.17 
  

Focus group participants also described how sexual activity is pervasive in many aspects 

of adolescents’ lives, school, however, is a key environment in which teens discuss, hear, and 

witness sexual activity. “I hear kids out in the hallway like, ‘Oh yeah. I had sex with my 

girlfriends last night, high five.’” Another added, “It's just the stories that you hear people say in 

the hallways and stuff too. You definitely know that there are people that are sexually active in 

our school.” Similarly, another participant revealed, “I'll hear guys and sometimes girls out in 

the hallway be like, ‘Oh, yeah, I wanna bang her.’" Students even mentioned “instances of 

people being caught in sexual acts at school” such as “being caught in bathrooms.” A student 
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told this story, “A couple of years ago some people were caught in the gym [and] in the 

auditorium.” Another shared, “I've heard a lot of freshmen in the auditorium.” 

Since participants perceived they lived in a sexually active culture, they explained that 

abstinence was not “legitimately useful to anyone who's having sex or thinking about it.” One 

participant elaborated, “It seemed impractical to me to be teaching teens [abstinence], who are 

probably either having sex, or going to have sex soon, and not actually teaching anything useful 

about it.” Given that engaging in sexual intercourse was “what teenagers are doing,” the 

consensus among participants was “it’s relevant” to teach safer sex education rather than 

abstinence.  

 Participants also reported that their current sex education “isn’t working.” “The stuff that 

they're teaching us, isn't effective. It's not affecting us.” The ineffectiveness of the curricula was 

attributed to seeing “a lot of pregnant girls” at school and “the pregnancy rate at the school 

going up each year.” A participant shared: 

The people that are getting pregnant, getting STDs, you need to teach them because 
obviously what you're doing isn't working. So you need to educate them better so that 
way they will at least have the information before they go and do those things.  
 

Survey trends appear to corroborate participants’ perceived ineffectiveness of their sex health 

curricula. A majority of all respondents, 51% (n=61), reported that the course did not change 

their sexual decision making and approximately 56% (n=67), reported no influence on their 

actual sexual behaviors (Table 4).  

 Participants brought up that since “everyone is doing it, and everyone else seems fine” 

and teachers do not “make a big deal” about STDs and safer sex, there is a perception within the 

culture that the consequences of unsafe sex “will not happen to them.” “No one thinks it's gonna 

happen to them, so they don't really take it seriously. STDs, they don't take it seriously.” Another 

participant added, “They don't think it'll happen to them or pulling out is enough.” Participants 

explained that “[people] think that they can cheat the system” as a primary reason why students 

appeared unconcerned about engaging in risky sexual behaviors. “What are the odds that it 

could happen to me, is what they're thinking.” Participants added that students, “don’t think 

about it until it actually happens.”  

 Participants did disclose that cost was a barrier to contraceptive use. “I think that money 

is a big issue of why the people are not being as safe, because things are expensive…even though 
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paying for medications and children are more expensive.” Another participant elaborated, 

“Condoms are expensive…especially for teenagers because not all of us like have jobs. So, if 

you're having no income you can't go drop $30 on 10 condoms.” Similarly, a different 

participant added, “Maybe you've got a job and you've got money, but most people don't, and you 

can't go and drop 60 bucks on a day-after pill.” Participants described that since contraceptives 

were “overly expensive” for their “pretty low-income community” it was not uncommon for 

people to forgo using condoms. “You have to have money to have sex. Safe sex anyway.”  

Adolescents frequently ignore AOUM education.  

 Participants also revealed that students do not “listen” or even “pay attention” to the 

information presented in their current sex education course and thus “don't remember anything 

from [class].” A student shared, “I pretty much remember just sitting in that class and doing the 

packets.” Participants explained that students mostly do not listen in the course because the 

abstinence messaging contradicts what they want to do. “People are gonna do it whether or not 

the teachers want you to...because people are stubborn, and they don't listen or they don't care.” 

Another participant agreed: 

If you're going to want to have sex, you're gonna have sex. You're not going to listen to 
them, just because they told you not to. If someone tells you steps or things to do to help 
keep yourself safe while you're having intercourse, you're more likely to listen to it 
because you're still getting to have sex. 
 

Participants also discussed how teachers were not “the boss” of them and the abstinence 

messaging in their current curricula encouraged them to “rebel” and contemplate even more 

about engaging in sexual behaviors. A group of students agreed that their peers engage in sex 

because “people tell you not to.” Another student asked this question, “You know how if like 

someone tells you no, you just wanna do it even more?” A student explained that teens engage in 

sex because, “Sometimes people wanna prove them wrong like, ‘Oh yeah, I'm not gonna get 

pregnant," or like, "I'm not gonna get an STD.’" A student suggested, “They should teach us like 

not abstinence but teach us like safe sex instead because talking about abstinence is just gonna 

make teenagers wanna do it more.” Therefore, participants advised “it's gonna be easier to 

persuade someone to be safer having sex than to just not have sex in a whole.”  
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RQ2b: What type of instruction would students prefer in their ideal sexual health 

curriculum? 

Adolescents want more engagement in their sex education instruction. 

To improve the sexual health instruction that students received, survey respondents were 

not in favor of having a different instructor as this option ranked the second lowest strategy to 

improve their sex education (Table 3). Focus group participants corroborated this finding and 

stated they “don't really think that there should be a different instructor, there should be 

different instructions.” Participants suggested that teachers, “have more lectures, have more 

activities,” and “do more demonstrations.” Participants shared that they learn best when 

“actually seeing visual things and working on projects and stuff. If we would have done more 

projects and all of that, it would probably [be] a little more benefit.” One student even made this 

recommendation about how to better use course packets: 

[If a teacher] wants to continue doing the packets, then I think that either do it together 
as a class where you're actively reading through it or change it up to where you're taking 
notes [and] having a lecture over it. The student continued, “you're constantly having 
your mind go through things, you're like well, I have notes for this, I can look back 
through that, oh, the lecture, I have to actually think about that. 
 
The most frequent recommendation that participants provided was for sex education 

instructors to “be more engaging with the class.” To achieve this, participants recommended that 

teachers have “more talk and less paper” and invite “students to get involved into the 

conversation.” A student explained: 

See, I want a conversation that I can have in class like you guys did in here with the last 
focus group. That’s the kind of conversation that I want. I wanna be able to speak up 
whenever I want and ask questions without other people like, "Oh, what are you talking 
about?" or the teacher be like, "Oh, well, blah, blah." But I actually wanna be a part of 
something so everybody can relate and talk about and understand. 
 
Students explained that greater conversation could help with information retention. “You 

can learn better, if you have someone talking to you more, instead of doing packets, you're just 

sitting there half the time.” This participant shared: 

I can learn better if someone talks to me, because, when I'm reading, I'm spacing out, not 
really trying to pay attention to what's going on in the book. I'm just spacing out, but 
when someone's talking to me directly, I'm like, oh, I need to learn this. This is important 
if they're telling me face-to-face.  
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Participants not only wanted more interaction with their instructors they wanted more 

conversations with guest speakers. Participants wanted to hear “testimonials” and “real life 

examples.” Some participants specifically wanted, “people that have a disease like that [to] tell 

how it affects them in their everyday life.” A student shared this insight:  

I’d rather more experiences come out. I mean, don’t share too much, but give us hints of 
things not to do and what to do. You read the book and it’s like, don’t have sex and it’s 
like, “okay,” obviously we’ve been told that our whole lives but, I mean steps to take and 
stuff like that, like personal experiences of what you did. 
 

Participants also commented about the potential impact of hearing other people’s stories.  
 

“I like hearing stories from people, what happened to them. It affects people. It touches 
them mentally and physically, they can relate.” Another student concurred, “If someone 
came and talked to us here and shared their story it would cause an impact on us.” 
Participants stated that “most people are more engaged when they have like a guest 
speaker,” they “can get people's attention.” 

In summary the themes above reveal that: 

• Survey respondents had mostly neutral evaluations about their sex education course 

content. Focus group participants however had negative opinions, discussing primarily 

that the content was not detailed, useful, and materials were outdated.  

• Survey respondents mostly reported neutral evaluations of their sex education instruction. 

Focus group participants had negative opinions describing the course as a joke that 

lacked engagement and instruction from sex education teachers.  

• Both focus group and survey respondents believe they live in a sexually active culture 

and this was corroborated by survey statistics. Students therefore wanted their ideal sex 

education curriculum to focus on comprehensive sex education topics and not abstinence.  

• Participants described rebelling against AOUM education by engaging in sexually 

activity.  

• Focus group participants and respondents, specifically wanted their education to include 

information about pregnancy prevention, contraception use, and sexually transmitted 

infections and diseases.  

• Although survey respondents ranked LGBTQ health as the last topic they wanted 

included in their sex education, focus group respondents recommended that it should be 

included as a way to provide information to keep LGBTQ youth safe.  
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• Participants and respondents both agreed the wanted more dialogic interactions between 

teachers and students in their sex education instruction. 



 
 

81 

81 

DISCUSSION RESEARCH AIM 1 & 2 

This study adds to the literature by showing that there is a gap between what sex 

education curricula are offering and what students want to learn. Students in this study favored a 

safer sex education over AOUM education particularly because they wanted information that is 

relevant, relatable, and reliable. These findings support research arguing that the content of sex 

education should reflect students’ lived experiences and the needs of the target group (Allen, 

2008; Eisenberg, Wagenaar & Neumark-Sztainer, 1997; Kirby, 2007; Sanjakdar et al., 2015). 

 The Three R’s of Sex Education.  

Relevance.  

 Participants in this study reported living in a sexually active culture and discussed how 

the information they received in their sex education was not reflective of that reality, thus they 

often ignored what was being presented. This finding is consistent with research showing 

students ‘tune out’ information that does not align with their sexual activity or is oblivious about 

their actual needs (Hillier, Harrison, & Dempsey, 1999). Given this response, it appears creating 

relevance in sex education is a key component to consider when developing students’ ideal sex 

education curricula. Cognitive processing and motivation theories such as Elaboration 

Likelihood Model, the Four-Phase Model of Interest Development, Self-Determination Theory 

and Expectancy-Value Theory have generally theorized relevance as an important variable that 

can trigger students to attend to and actively process information, and if the utility of the 

information can sustain individual interest, then personal relevance can increase the likelihood of 

behavior uptake (Petty & Cacioppo, 1986; Priniski, Hecht, Harackiewicz, 2018).  

Similar to the findings of this study, prior research has demonstrated that when sexual 

health information was not issue-relevant, students were more likely to ignore the information 

because it was not considered useful. Consistent with work done by Pound and colleagues 

(2016), participants in this study described living in a sexually active culture in which 

intercourse was frequent and abstinence was an outdated idea that participants were unlikely to 

adhere or achieve. Research has shown when sex education focused on topics not relevant to 



 
 

82 

82 

LGBTQ youth such as vaginal intercourse, pregnancy prevention, and marriage research 

revealed that participants did not pay attention because the information was not perceived as 

applicable to their experiences (Gowen & Winges-Yanez, 2014). Teaching content that that 

students are not motivated to attend to can leave them ill-equipped to engage in safe safely 

(Hillier, Harrison, & Dempsey, 1999). In fact, research has shown that a lack of relevant safe sex 

information was a contributor to the high incidence of STIs among certain adolescents (Lindsay, 

Smith, & Rosenthal, 1997) and conversely there is a decrease in sexual risk when youth have 

information that is relevant to their sexual behaviors and identity (Blake, Ledsky, Lehman, 

Goodenow, Sawyer, & Hack, 2001). Given the potential health implications, it is important that 

sexual health curricula contain information that is consistent with what is currently happening in 

teens lives and stresses outcomes that they perceive can be actualized. 

To better capture students’ attention, researchers have called for a better understanding of 

relevance from students’ perspectives (Albrecht & Karabenick, 2018). The rationale is that 

students will be more engaged with curricula that addresses what they consider is relevant. Based 

upon participants’ responses, relevant sex education was centered around identity and personal 

usefulness. Therefore, in this study, relevance in sex education is achieved when students 

perceive sexual health and sexuality-related information to be timely, age-appropriate, reflective 

of their culture and attitudes, associated with their sexual identities and are useful for guiding 

their current and future behaviors. 

Relatable.  

 One way to create relevance in sex education is to make content more relatable by 

tailoring health messages within the sexual health curriculum to reflect students’ lived 

experiences. Tailoring health messages involves customizing messages to fit the personal needs 

and characteristics of the target audience (Kreuter & Wray, 2003). Matching content to a smaller 

population’s interests or framing health information in a context that is meaningful, are two 

techniques that can enhance message appeal and persuasiveness. Kreuter and Wray (2003) 

hypothesized that such strategies could create greater perceived relevance and salience among 

the audience, and this would lead audience members to process information essentially through 

the central processing route. This increased motivation to process the information, in turn would 

enhance attentiveness, information processing, and behavior change. Tailoring sexual health 
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content to reflect students’ actual sexual attitudes behaviors, culture, short-term and long-term 

goals, could better help students identify with and create a connection with the information. The 

inability to relate to the current abstinence-centered information could possibly explain why a 

majority of participants, both those who had been sexually active and those who were still 

absent, reported that the sexual health information they received did not influence their sexual 

decision making and behaviors. This rationale is further supported by participants’ 

recommendations to improve their sexual health education by including more safer sex topics in 

their curricula. 

 The results show not only did participants want information that related to their 

experiences, they wanted their teacher’s instructional methods to align with how they thought 

they would learn the information best. Thus, focusing on teachers’ instructional styles is another 

approach that can help make content relatable to students’ educational and sexual needs. Passive 

teaching techniques such as discussions and lectures have proven less effective than active 

learning strategies (Freeman et al., 2014). Many participants in this study described disengaged 

teachers with passive instructional approaches and this may explain why participants reported 

not paying attention to and remembering the information presented in their sex education. 

Instead, students wanted more interactions with their teacher and activities such as 

demonstrations and testimonials. Although effective instructions in sex education is scant, 

interactive techniques such as modeling, rehearsing, and skills practice have shown to be helpful 

in improving the skills of certain students (Schaafsma, Kok, Stoffelen & Curfs, 2015). Thus, it is 

logical to assume when teachers use interactive instructional methods students are more likely to 

be engaged, more attentive, and more likely to process and apply the sexual health information. 

Furthermore, research has shown when teachers are engaged during instruction, students 

perceived that they care about them and the subject matter (Furrer & Skinner, 2003; Shen, 

McCaughtry, Martin, Fahlman, & Garn, 2012). This is important to consider given participants 

felt teachers were not invested or did not care about the subject when they used passive teaching 

strategies.  

Reliable.  

Learning from teens about what they want in their ideal sex education not only 

illuminated what they wanted to know but what they did not know. For instance, although 
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participants reported being knowledgeable about how to protect themselves from STDs and 

unplanned pregnancy, their reported behaviors suggest otherwise. Mentions of the withdrawal 

method and the perceived invincibility against the consequences of risky sexual behaviors, show 

that respondents’ and participants’ current sources of sex education are perhaps not the most 

trustworthy. Misinformation could partly explain why students engage in risky sexual behaviors 

(Layzer, Rosapep, & Barr, 2014). In addition, like previous studies, participants slightly 

overestimated the sexual activity of their peers (Helms, Choukas-Bradley, Widman, Giletta, 

Cohen, & Prinstein, 2014). With evidence that perceptions of peers’ sexual activity can influence 

adolescents’ own behaviors, an assessment of what teens do not know or think they know is 

particularly helpful because it allows sex educators to identify what information they need to 

emphasize or myths they need to correct (Helms et al., 2014).   

Given these findings, our results highlight that participants desire and need sex education 

curricula that is reliable. To encourage students to engage in protective health behaviors, they 

need curricula that are medically sound, include skill development, and do not treat students as a 

uniform group. Student voice is needed to ensure information is representative of a range of 

sexual activities, orientations, and is devoid of teacher bias. Providing students with reliable 

information equips them with factual knowledge to engage in safe sexual practices whether they 

are currently sexually active or will be in the future. 

It is important to stress that reliable sex education is not just accurate, it is automatically 

inclusive of the experiences of sexual minorities. Although survey respondents ranked LGBTQ 

sexual health low on the topics they recommend to include in sex education curricula, 

participants identified that fear of being outed as a factor that discourages students from 

indicating they need the information. Approximately 19% (n=12) of sexually active survey 

respondents identified with a minority/unsure sexual orientation. By not discussing issues 

relevant to LGBTQ youth, teachers miss opportunities to shape the attitudes and behaviors of a 

sizable portion of the student population. Studies have shown that LGBTQ youth are 

significantly more likely than their heterosexual counterparts to engage in risky sexual behaviors 

(e.g. Blake, et al., 2001; Saewyc, Skay, Richens, Reis, Poon, & Murphy, 2006). Perpetuating 

heteronormative standards and omitting information pertaining to LGBTQ people can put teens 

at risk and have a negative impact on all students by maintaining harmful ideologies such as 

racial and sexual prejudice, the idolization of heterosexuality as supreme, and stereotypes about 
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LGBTQ people (Pingel et al., 2013; Elia & Eliason, 2010). Therefore, scholars have 

recommended that school officials “assume students’ sexual diversity and address the specific 

needs of gay/lesbian and bisexual adolescents” (Saewyc et al., 2006, p. 1109). This suggestion 

allows students to receive sexual health information they can benefit from but maybe not afraid 

to ask about on their own, thus potentially alleviating leaving LGTBQ uninformed and at 

increased risked for negative sexual health outcomes.  

Results Research Aim 3 

 Learning what students want and implementing the changes they desire in their sex 

education curriculum is quite the undertaking. Health departments and local health organizations 

could help schools more readily provide sexual health education to their students by 

disseminating information through their social networking accounts. The final goal of this 

dissertation, research aim 3, explored adolescent opinions about following SNS accounts of 

LHDs that disseminate sexual health information. Four final themes emerged from the data 1) 

participants knew little about their LHDs and their SNS accounts 2) people of influence can help 

LHDs recruit followers 3) LHDs need to establish a greater presence by promoting their services  

and 4) free items and giveaways could motivate students to follow their LHD SNS accounts. 

RQ 3a: What motivates adolescents to follow health organizations that disseminate sexual 

health information on SNSs?  

 Participants knew little about their LHDs and their SNS accounts.  

 Participants generally were receptive towards the idea of receiving sex education from 

their LHD’s SNS accounts, however a majority of participants had “no idea what the local health 

department is.” Several participants asked, “what is the health department?” and others reported 

they “never heard of it before,” and “don't even know where it's at.” In addition to knowing little 

about the purpose and location of their LHD, participants were unaware of the health 

department’s social networking accounts. Participants stated, “I've never heard of social media 

[accounts] that talk about health” and “we just don't see ‘em.” Therefore, because participants 

“don't know they have an account” many did not know to follow their LHD on SNS. 

Participants also shared even if they saw the LHD’s SNS accounts online, they still would not 
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follow because they did not know enough about the organization. One student shared, “I 

probably wouldn’t follow because I didn’t even know what the health department was.” 

Participants expressed that it “would probably help” if the LHD would “get in touch” with them 

first and frequently recommended that LHD officials “come to our school and interact with us.” 

Participants suggested, “we could learn about in the health class [about] the health department 

page,” along with “what [they] can provide and how can it help you.” A student explained: 

If you come to talk to us and like have made the effort to like catch our attention, then it 
shows that you actually want to like teach us something like you actually care about us. 
So we're gonna wanna follow you.  

People of influence can help LHDs recruit followers.  

To attract followers, participants discussed how influential people such as community 

leaders and teachers can motivate others to follow LHDs’ SNS accounts. “I think more people 

[would] know about it, probably follow it, if it was suggested to us by a teacher.”  “I think in our 

sex ed class if they say ‘you can go to this social media site and follow them and they have tips 

for things.’” Peers were also mentioned as important influencers that could drive followers to 

LHD’s SNS accounts. “If I saw other friends that were following the account then I would 

probably be like interested and maybe check the profile out.” One student elaborated: 

  

Take a few good people and they spread it out, basically a “monkey see monkey do” type 
of thing. Get a group of people or maybe a small group of people, they say, ‘Oh yeah. 
This is awesome, let's tell our friends about it.’ Their friends are gonna do it, then if they 
like it, they're gonna promote their friends to do it.  
 

Another participant agreed adding, “then those people can tell other people like, ‘hey, this is a 

really good program.’”  

Influencers that participants already knew were ideal because “it'd be more personal” but 

participants also recommended the use of  “celebrity endorsements.”  “I'd listen to a celebrity 

better than I would someone my age.”  “I think if they got celebrities to follow or promote pages, 

a lot more people would follow sexual health pages. Celebrities are very influencing.” Other 

participants added, “If they're pairing up with a celebrity or something then a lot of people might 

follow them to like get to know what's going on.” However, participants did share some 

skepticism saying that, “it depends on how big or like how important they are.” “Yes, Beyoncé’s 
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telling me to use a condom. That's cool! Let me like it, let me share it.” Participants advised that 

LHDs could not “just use a picture” of a celebrity. “It’d have to be coming from the celebrity 

itself. Fans literally have to literally see the celebrity speaking it, talking about it. It has to come 

literally from them. Like, hey, I want you to do this.”  Other participants agreed, “Kim 

[Kardashian] would have to tweet like, ‘Hey, go follow the county health department, and 

they're great.’ You know what I mean? Kim would have to tweet that.” Whether a celebrity or 

local influencer, participants ultimately concluded that “the people you look up to, are the people 

you're more likely to listen to.” 

RQ 3b: What recommendations do adolescents have for how health departments can work 

with schools to use SNS to deliver comprehensive sexual health education?  

LHDs need to establish a greater presence by promoting their services.  

Participants discussed the need for LHDs to “publicize” and “promote” themselves more 

to attract teen followers to their SNS accounts. Particularly, participants discussed that LHDs 

needed to promote more offline, “I think they should put signs around town, cause half of us 

didn't even know that we had a health department.” Students again recommended that LHDs 

partner with schools to create greater awareness, “put it in the school paper,” making 

“announcements” and creating posters were common suggestions. Another participant suggested, 

“Advertise it on, not like Billboards, but in school. Have posters up...during the announcements 

promote it. Promote it at lunch. Have flyers or something up.” Participants also stated, “The 

public health places [should] sponsor something with the school, like a game or like a dance.”  

Participants also suggested that LHDs create greater visibility on social media platforms, 

specifically encouraging “advertising on social media to get their name out there.” One 

participant explained, “There's like a whole bunch of ads about stuff on Snapchat, maybe if they 

put one up people would be like, ‘Oh, okay, let's watch this.’” Another participant shared, “I 

think they'd be a good idea. On Snapchat, advertisements pop up on there all the time.” By 

“popping up on your phone,” participants added how advertisements make LHDs’ SNS accounts 

more visible. A participant shared, “I just never see it like pop up or anything. On Instagram I'll 

see like somebody I know name pop up and I'll follow them or something, but you don't really see 

anything like that to draw us.” Another participant added, 
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I think the advertising would work really well because if I see it, I'm on Instagram all the 
time, if I see it like oh wow, our city has a local health department, that's really cool. I 
think I'll follow. That's a way that I find out this stuff exists, it shows up, because I had no 
idea.  

Free items and giveaways could motivate students to follow their LHD SNS accounts.  

Lastly, participants discussed how “kids like free stuff” and “giveaways and stuff like that 

would be an enticement especially for teenagers.” Offering giveaways was a recommended 

approach to promote and motivate students to follow the LHD’s SNS accounts. Participants 

suggested that LHDs give away resources such as condoms and contraception.  “I would say 

offer free birth control. I mean that’s what’s gonna get people. Free is the word.” A female 

participant explained how it could motivate potential followers: 

If they did a giveaway for a $10 Walmart gift card, if you add them on Snapchat and they 
had like, if you ask so many questions then you can be entered to win something, I feel 
like that would make people add them on Snapchat and then they're not going to 
remember to take them off. By doing sort of ‘add and you can be entered in a sort of 
giveaway,’ even if it's just a $10 Walmart gift card, I think that that would be worth it.  
 

Another participant suggested LHDs can advertise "a chance to win this gift card," "and 

remember these steps to prevent an STI” and another supported by saying “have them take a little 

quiz or something to get a chance to win something,” while another added, “’win this $25 gas 

gift card!’ and I'd be like, ‘Yes, I'm taking your survey!’” or "Yeah, I'll repost your picture!"  

In summary, the themes above reveal that: 

• Focus group participants are receptive to receiving sexual health information from the 

SNS accounts of their LHD, they however do not know much about the LHD or their 

SNS accounts.  

• Participants recommended that LHDs partner with schools, local and celebrity 

influencers to help attract followers and build brand awareness about their organization 

and their SNS accounts.  

• Participants also recommended the LHDs promote their services more by advertising at 

schools and on SNS platforms.   

• Participants frequently mentioned that giveaways are incentives that could help motive 

teens to follow a LHD’s SNS account.  
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DISCUSSION RESEARCH AIM 3 

The aim of this research was to explore adolescent opinions about receiving sex 

education from SNS accounts operated by LHDs. Similar to prior research, participants in our 

study reported favorable attitudes about receiving sex education from SNS (Selkie et al., 2011; 

Vyas, et al., 2012). Our research complements previous research that advises health 

organizations not to assume because they are on SNS, users will find, like and follow their 

accounts (Thackeray et al., 2012). Many participants were unaware or knew very little about the 

purpose and services of their LHD, and in turn were not knowledgeable about the LHD’s SNS 

accounts. In addition, participants did not know what accounts to follow or to even search for. 

Our results indicate that an effective communication strategy designed to attract adolescent 

followers to SNS accounts that disseminate sex education should utilize the 5 P's of marketing. 

Specifically, participants recommended that officials of LHDs 1) inform intended audience about 

products by building offline relationships, 2) utilize promotions to create greater brand 

awareness, 3) emphasize price during giveaways and publicize free services and 4) use the right 

people to motivate others to follow accounts. 

Product and Place.  

One way to create greater awareness about the LHD’s products is for officials to establish 

an offline presence with adolescents before connecting with them online. One frequently 

recommended place to build connections with potential teen followers was schools. By 

conducting school-wide and in-class presentations, LHDs could get in front of their intended 

audience and provide information about their products such as their resources, mission, and their 

social media accounts. When discussing their social media platforms, LHDs should make sure to 

include information about the purpose of the accounts, who operates the accounts, how to follow 

the account, and any opportunities to collaborate. Similar to Fernandez and colleagues (2018), 

our participants supported print materials in schools to disseminate sexual health related 

information. As a constant reminder, LHDs, should consider posting flyers about the 

organization, its products, and ways to follow their SNS accounts in and around schools. 
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Promote, Publicize & Price.  

Participants were not actively looking for LHDs accounts on SNS, therefore, to attract 

followers, officials should pursue ways to automatically appear on user’s news feeds and home 

pages. Participants highly recommended using SNS advertisements to garner greater exposure 

amongst the intended audience. Many SNS utilize user demographic data to help advertisers 

create and promote highly targeted advertisements and marketing campaigns. In fact, Facebook 

ads have shown to be effective at expanding reach and attracting new followers to a sexual health 

app aimed at teenagers (Gabarron et al., 2017). When developing these advertisements, LHDs 

should strongly consider promoting incentives to acquire more followers. Enticements such as 

free contraception and giveaways emerged as important factors that would motivate adolescents 

to follow LHD’s SNS accounts. Having free or low-cost condom and contraceptive giveaways 

and incentivizing STD testing, could serve a dual public health purpose: (1) attract followers and 

(2) help teens engage in safer sex practices. 

People.  

Lastly, participants recommended that LHDs leverage the right people to help build 

brand awareness and expand their reach. Influencer marketing is “the digital equivalent of word-

of-mouth marketing” (Byrne, Kearney, & Macevilly, 2017, p. 1) and uses “connected social 

media participants who have the credibility, following, and motivation to drive positive word-of-

mouth to a broader and salient segment of the market” (Petrescu, O’Leary, Goldring, & Mrad, 

2018, p. 288). Research on influencer marketing is in its infancy however earlier results show 

that influencers are more credible and trustworthy than paid advertisements and influencer 

endorsements have had positive impacts on individual healthier food choices (Abidin, 2016; 

Byrne et al., 2017; Chatzigeorgiou, 2017). In the context of sexual health promotion, a recent 

study revealed that influencers had positively impacted their followers’ HIV testing behaviors 

(Wu et al., 2019).  Celebrities were  also found to be influential among participants. However, 

many participants did stress that it does matter who the celebrity is, and the information needing 

to come from them directly which may pose some challenges for LHDs. Therefore, utilizing a 

celebrity as an influencer may be an ideal approach for LHDs but not one that can be easily 

implemented.  
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LHDs however need to partner with intended audience members to identify prominent 

and potential influencers. Once influencers are chosen, they, along with LHDs, need to create 

visibility so followers are aware of them and their goals. Identifying and determining appropriate 

ways to engage with social media influencers and establishing a reciprocal social media 

relationship with influencers, can be a simple yet powerful approach to increasing the reach of 

such sexual health messages to intended populations. 

Limitations 

 The present study has limitations worth noting. First, the research site was located in an 

area where STDs and teen birth rates were higher than state average and this environment could 

have unforeseen effects on participants’ responses and their perceptions of sex education. Thus, 

although focus group discussions provided rich descriptions of participants’ experiences, these 

findings may not be generalizable to other adolescent populations or be representative of all 

Indiana teenagers. Additionally, the study had a very low response rate. Researchers were only 

allowed to recruit participants from certain classes and did not have access to all 650 students. 

Research has shown sexual health research with adolescents "can be complicated by issues of 

informed consent, parental permission institutional review board (IRB) approval, and state laws" 

(Braun-Courville et al., 2014, p. 1). Although this study presented no more than a minimal risk to 

participants, the academic IRB was reluctant to provide a waiver of guardian consent. Requiring 

parental consent in sexual behavior research has shown to decrease adolescent participation (e.g. 

Reed & Huppert, 2008; Reed, Thistlethwaite, & Huppert, 2007; Macapagal, Coventry, Arbeit, 

Fisher, & Mustanski, 2017). These factors stifled recruitment of survey respondents, resulting in 

a low participation rate and an overrepresentation of students who were 18 and older (n=63).  

 This research also would have benefited from the analysis of  developmental differences 

of the focus group population. It would be worthwhile to see if differences between sexual 

activity influenced the final themes. Unfortunately information about sexual activity was not 

collected among focus group participants. Next, I encountered challenges as a human instrument. 

I found it difficult to practice mindfulness and note take during focus group discussions. To 

gather rich, descriptive data, I made the decision to focus on active listening instead of taking 

notes during focus group discussions. I also struggled balancing between allowing focus group 

participants’ responses to naturally guide the discussions and asking questions from my 
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interview instrument. It was hard to decipher when I as an interviewer should intervene. In some 

instances, it was difficult to determine when participants were going on a tangent or when a 

conversation was being led by participants shared experiences. In retrospect, I would have 

benefited from participating in reflexive processes such as journaling and using multiple 

investigators during the data collection process.  

 I also had notable oversights during data collection and analysis. Since I borrowed survey 

items from previously used instruments and I was facing time constraints, I did not pilot my 

materials. This contributed to missing data in my survey as I missed opportunities to require 

students to answer certain questions. Also, I needed to better compare my instruments to each 

other to ensure the items I was measuring on the survey were also items I was inquiring about in 

the focus group discussion. Next, during analysis, I encountered software issues that made it 

impossible to compute intercoder reliability as I had originally planned, therefore I had to rely on 

intercoder agreement instead. Also, given time, personnel and financial constraints it was hard to 

analyze the data as immediately as I had originally hoped. I had to rely on the interview 

instrument and survey responses to guide my focus group discussions which is acceptable, 

however it would have been ideal to have notes from previous discussions to confirm or 

invalidate in new focus group discussions. Lastly, this project would have benefited from a data 

management and sharing plan. Having such a plan would have allowed me to better document 

the decisions that were made throughout the study and given me an opportunity to leave 

instruction about how officials from my research site could access the data in the future.  

 Despite these limitations, the study had numerous strengths including using mixed 

methods to offer a holistic understanding of the health issue. Member checks were particularly 

important given the issues with calculating intercoder reliability. Focus groups informants helped 

to ensure all of the final themes were representative of participants experiences and thoughts. 

The school nurse also became a key informant and was able to confirm students’ reports about 

the increase in pregnant students enrolled in the school and the use of packets in the sex 

education courses. Analyst and data triangulation also helped to ensure the credibility and 

confirmability of results.   
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CHAPTER 5 CONCLUSIONS 

In 2017, STD cases in the U.S. were at an all-time high and new infections 

disproportionately affected adolescents (CDC, 2018). National movements such as the #MeToo 

campaign have also highlighted the widespread prevalence of sexual assault and sexual 

harassment. These incidents have raised public awareness, at times outrage, and have increased 

the urgency to find ways to reduce the consequences of risky sexual behaviors and sexual 

violence. One possible solution that has often been overlooked in popular media discussions and 

scholarly work about how to prevent these matters, is how sex education can alleviate the 

consequences of risky sexual behaviors. By exploring what type of sexual health information 

adolescents want in their sex education, this dissertation provides timely, scientific guidance that 

can help teachers, school and local health officials create sex education that resonates with teens. 

Improved education can help teens make responsible sexual decisions throughout adulthood and 

in result could possibly decrease future HIV outbreaks, incidences of STD infections and sexual 

assault.  

  The findings from this dissertation highlight how student voice could be valuable in sex 

education because it provides a lens into adolescents’ realities and preferences. Researchers seem 

to believe that the voice of the student is vital to the development of an effective sexual health 

curriculum (e.g. Eisenberg, Wagenaar, & Neumark‐Sztainer, 1997; K irby, 2007). However, 

with recent cuts to sex education funding it appears that policy makers and educators believe the 

contrary and perhaps are looking at the educational component through their own biases which 

may be part of a tragic and illogical error. The error goes like this. Adults believe they know 

what is best for sex education because they are older and have been through sex education. 

Programs are then developed and delivered and when they fail, the blame is pushed onto the 

students and parents, and not the ineffectiveness of the information from which the programs are 

based. My findings suggest that students are more likely to adhere to and apply the information 

of a sex education that resonates with them.  

 This study also aligns with the results of previous studies by demonstrating that students 

and teachers have differing views about what topics should be taught in a sex education 

curriculum and that within the classroom, teachers have the ultimate authority to decide what 

information is taught and how it is presented even when it does not align with student 
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preferences (Pound, Langford, & Campbell, 2016). In this study, students wanted to learn 

information that went beyond abstinence but described how teachers neglected to teach topics 

students found relevant. Not only does this coincide with reports that found many Indiana 

instructors avoid teaching comprehensive sex education topics (USDHHS & CDC, 2015)., it 

highlights the “two worlds in which adolescent sexuality and the authority of school culture 

come into open confrontation” (Thomson & Scott, 1991, p.12). Previous research shows that 

strained power relations between adults and students and a lack of critical pedagogy contribute to 

reasons why student voices are not well-documented in the development and implementation of 

sex education curricula (e.g. Arnot & Reay, 2007; Sanjakdar et al., 2015). In result, this finding 

further supports research suggesting that a traditional pedagogical approach, where the teacher is 

the gatekeeper of knowledge, may not be most appropriate for sex education (Kehily, 2002).  

While it may not be the intention of teachers withholding information about prevention 

has been considered unethical and a violation of human rights, as it contradicts the goal of sex 

education (Santelli et al., 2017).  Findings show omitting certain information may have 

unintended consequences for students’ learning. Results extend prior findings by showing that 

the power imbalance between teachers and students may produce a boomerang effect for 

students. A boomerang effect occurs when a recipient of message exhibits an attitude or behavior 

opposite of the intended effect (Ringold, 2002). Reactance is a type of boomerang effect and a 

psychological arousal initiated when a recipient perceives that a message threatens to reduce, 

eliminate, or threatened their behavioral freedoms (Brehm, 1966). To restore the freedom, 

individuals may engage in proscriptive behaviors, the boomerang effect, as a form of protest and 

resistance (Crossley, 2002).  

 Grandpre and colleagues (2003), tested the influence of pro‐ and antismoking messages 

targeted to middle and high school students on their impact on smoking behavioral intentions. 

Results demonstrated that explicit antismoking messages elicited reactance among adolescents. 

Adolescent participants indicated they were less likely to comply with antismoking messages and 

instead likely to smoke in order to restore their threatened freedoms (Grandpre, Alvar., Burgoon, 

Miller, & Hall, 2003). This study documents a similar phenomenon, it appears that for some 

participants in this study AOUM messages threatened sexual freedoms they felt entitled to 

engage in. Instead of students accepting and adhering to AOUM, they displayed reactance and 

were more motivated to engage in sexual activity.  



 
 

95 

95 

 Another and perhaps better approach to restoring participants’ sexual freedom is “to 

allow adolescents more freedom to make their own choices regarding healthy behaviors” 

(Grandpre et al., 2003; p.364). Perhaps allowing adolescents more freedom to make choices 

regarding the content and instruction of their sex education could reduce the reactance students 

felt during their sex education course. Therefore, once teachers and school officials assess 

student’s behaviors and knowledge, it is highly recommended they use this information and 

incorporate it into the actual curriculum. Increasing student voice through curriculum co-creation 

could help foster greater buy-in and ownership among students and maybe curtail their dismissal 

and reactance against their current education. Researchers assert when students have more 

choice, control, challenge, and opportunities for collaboration in school matters, the have a 

greater sense of motivation and engagement (Toshalis & Nakkula, 2012). Studies have also 

shown that when teachers and students collaborate together on curriculum design, they have 

improved classroom practices (Flutter and Rudduck 2004; Lodge, 2005; Rubin & Silva, 2003). 

These results show promise that having students as co-creators in sex education curriculum 

development may have positive results on sexual attitudes and behaviors.  

 While it appears ideal and obvious that students, teachers, and school officials should 

collaborate to utilize student voice to build a sex education curriculum that is relevant, relatable 

and reliable, translating all the components into practice could be challenging. Although power 

imbalances between teachers and students are often blamed for limiting student voice (e.g. 

Kehily, 2002) there are larger social and political decision-making factors simultaneously in 

play. Guidelines governing sex education on the local, state, and national level “frequently 

comprise patchworks of mandates, funding restrictions, omissions, and compromises, often at 

odds from one level to the next” (Goldfarb & Constantine, 2011; p.18). In order to design the 

curriculum that students desire, student voice may need to transcend beyond the classroom and 

school doors. Therefore, student voice needs to be sought and considered at all stages of 

curriculum design and development including during lawmaking, teacher trainings, school board 

decision making and more. Legislators, school officials, principals and health professionals 

should create spaces and opportunities for students to be a part of these processes. While such 

work requires more scientific investigation, students and adult allies should continue to look for 

loopholes or openings in which incorporating student voice in sex education can be more readily 

realized and utilized.   
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 One creative way students and school officials may circumvent potential restrictions to 

create and disseminate student-informed sex information is by partnering with their local health 

department. The second research aim of this dissertation sheds light on how schools and LHDs 

can collaborate to provide student-informed sex education to students in a timely manner. The 

findings show that participants were in favor of receiving sex education from the SNS of their 

local LHD but students overall were unfamiliar with the LHD and their SNS accounts. 

Participant responses indicate that in the context of sexual health promotion, it is important to 

first build offline connections before trying to build adolescent audiences on SNS. By operating 

as a space that LHD officials could promote and raise awareness about their purpose and 

products, schools became a key environment for acclimating students to the LHD.  

 Results also highlight other strategies that LHDs could use to gain adolescent followers 

to their SNS. According to participant responses, establishing and maintaining familiarity among 

the intended audience are perhaps are the most critical components to incorporate in a strategic 

communication plan that seeks to recruit teen followers to SNS that disseminate sexual health 

information. To establish a following, most SNS encourage new users to build egocentric 

networks of immediate connections, where users initially add those they are most familiar with 

or who are already in their extended social network (Boyd & Ellison, 2007; Ellison, 2007). My 

findings expand the literature by suggesting that health organizations do the same. Participants 

recommend that officials from the local health departments build a relationship with adolescents 

by connecting with them first at their schools. Once that familiarity is established, participants 

explained that they are more likely to add and follow LHDs’ SNS accounts because they are 

aware of the account, they are familiar with the people running the account and the purpose of 

the account. Once the account has built a network of immediate connections, local health 

department officials can then use these ties to grow outward.  

Future Research  

 The results of this dissertation are clearly limited. First, the findings are applicable to a 

small specialized population thus, future research can build on this study by replicating it in 

different groups in different locations. Next, conducting any research in a public or private 

school with minors is a significant undertaking. The resources needed to recruit adolescent 

subjects (i.e. passing IRB regulations, school board approval, gaining parental consent) along 
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with the time needed for in-depth focus groups, makes it unlikely that the qualitative component 

of this research could be done to produce the findings that would be generalizable and 

representative. It may be more practical and worthwhile to expand upon and distribute the survey 

component of this study across multiple sites. Survey data is more likely than focus groups to 

capture a more representative population and to provide a more valid look at the health issue. 

Incorporating additional survey measures about instructor presentation style, the quality of sex 

education materials, and student SNS following preferences can capture information that was 

missing in this study.  

 While the results from this dissertation may not be generalizable to large populations, it 

can still be useful to many, as it outlines a practical approach school officials and health 

departments can use to gather student insights about their sex education. Future studies can 

expand upon this foundation by conducting a process evaluation. Specifically, researchers could 

explore and evaluate various approaches school officials use to collect student input and 

investigate how schools incorporate that feedback into sexual health curricula. This information 

could attest to the feasibility of the study methods in real-life settings before widespread 

dissemination.    

 There is also the issue that this dissertation focuses on one side of the coin when it comes 

to sex education development, students’ voices. If scholars want cocreation in sex education, it is 

worth exploring teacher perspectives on the matter. Teachers have described sex education as 

“fraught with difficulties,” and while research has explored teacher perspectives about traits that 

make an effective sex education instructor, it is important to also learn what aspects they value in 

an effective sexual health curriculum (Buston, Wight, & Scott, 2001; Milton, Berne, Peppard, 

Patton, Hunt, & Wright, 2001). In upcoming studies, researchers could conduct a comparative 

analysis on what teachers and students value in a sex education curriculum. By performing such 

an investigation, researchers would be able to make more holistic recommendations that include 

the voices of the two biggest stakeholders in sex education.  

 Thirdly, this study relied on student self-reported data. Adding a classroom observation 

component could greatly benefit future studies as the researcher would be able to observe 

participants in their natural environment. This could help capture data students are not able to 

recall during focus groups and simultaneously their interactions with teachers. A potential 
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concern with this approach, given the sensitivity of sex education, would be how students and 

teachers respond knowing that a researcher has entered the environment.  

 Qualitative research can only suggest strategies and cause and effect relationships; 

therefore, future studies should consider employing experiential designs to test the effectiveness 

of the recommendations that this dissertation proposes. It would be worthwhile to compare the 

effectiveness of a sex education curriculum that incorporates aspects of relevance, relatedness, 

and reliability to those that students believe do not. Future work on sex education promotion on 

SNS should also explore the effectiveness of using the 5Ps of marketing in SNS health 

promotion. Researchers in this area should consider how they might use lab and/or applied 

experimental designs to uncover relationships between SNS messages and teen attitude and 

behavior changes. This area seems ripe for experimental work that for reasons of cost and 

difficulty has yet to be done. Finally, LHD could also incorporate student voice in the 

development of SNS-delivered health campaigns. Using a community based participatory 

research approach could be a great starting point for LHDs to identify influential teens to help 

develop, appear in, and promote sex education on SNS. According to Heldman and colleagues 

(2013) the expansion of such research is vital if public health communicators want to use SNS 

“to engage with our audiences, to improve public health outcomes” (p. 13).  

Finally, just as participants in this study stated the culture has changed, the nature of 

adolescent sexual attitudes, beliefs and behavior is not static.  “To be effective, sexuality 

education must understand that young people’s concerns and interests are everchanging and 

contextually contingent” (Allen, 2011, p.158). Therefore, longitudinal work can help document 

just how student sexual cultures and their needs evolve. In particular, it would be worthwhile to 

explore how adolescents’ sexual health needs and concerns change throughout their high school 

years. Research could examine students’ changes in needs and concerns after taking a sex 

education course and factors that influence those changes. Such information would be useful for 

identifying and incorporating topics and elements that are age appropriate and that meet 

students’ developmental needs over time.  

Overall Conclusion 

 The current sexual climate in the United States is plagued with misconduct, assault, 

harassment and disease. The time is now to suggest solutions that can make a sexually healthier 
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America a real possibility. Collaborations between scientists, health professionals, school 

officials, and students is our best approach to develop effective sex education that can improve 

sexual attitudes and behaviors on a wide scale. Providing students with effective sex education is 

more than telling them what to do or not do. Sex education done right provides an opportunity to 

connect with, listen to and share with them how to respectfully and responsibly express feelings 

of love and admiration, how to prevent disease, monitor their reproductive health, how to 

communicate with their partners, and more. This is information they will carry with them 

throughout their adulthood and possibly share with their partners, friends, and perhaps even their 

own children.  

 I recognize that this is one dissertation that worked with a talented but small, specialized 

population. While the results may not be generalizable to larger populations let it give us hope to 

not underestimate the power of one, the power of science, of education, to make the much-

needed changes in this public health crisis. Nelson Mandela brilliantly said, “Education is the 

most powerful weapon which you can use to change the world.” With more effective, student-

informed sex education we could achieve more than better health outcomes, we could also bring 

about social change. “We have a golden opportunity to create a culture shift–tackling the 

misinformation, shame, and stigma that create the basis for many of today’s sexual and 

reproductive health and rights issues” (Harly, 2019; para. 5). Imagine if sex education curricula 

that incorporated student voice was taught to all 15.1 million high school students throughout the 

nation. What would happen if every single local health department throughout the nation 

connected with high school students to constantly provide them with sex education? Could we 

increase greater acceptance towards the LGBTQ community, could we decrease sexual assault, 

prevent unplanned pregnancy and dismantle gender and racial inequities? We can. Let us do 

more than imagine, let us go forward, educate and change the world. 
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APPENDIX A. SURVEYS 

Electronic Participant Survey 

 

Thanks for participating in our survey. This survey should take no longer than 20 minutes to 

complete.  Please answer ALL questions honestly. Remember no one can link your identity to 

your answers. Once you complete the survey you will be entered into a drawing for a chance to 

win a $25 gift card.  Click next to begin.  

 

1.How old are you? 

A.12 years old or younger 

B.13 years old 

C.14 years old 

D.15 years old 

E.16 years old 

F.17 years old 

G.18 years old or older 

 

2.What is your sex? 

A.Female 

B.Male 

C. Transgender 

D. Prefer not to answer 

 

3.In what grade are you? 

A.9th grade 

B.10th grade 

C.11th grade 

D.12th grade 

E.Ungraded or other grade 
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4.Are you Hispanic or Latino? 

A.Yes 

B.No 

 

5.What is your race? (Select one or more responses.) 

A.American Indian or Alaska Native 

B.Asian 

C.Black or African American 

D.Native Hawaiian or Other Pacific Islander 

E.White 

F.         Bi-racial (two races)  

F. Other_________ 

 

 

The next few questions will ask you about your sexual health and/or health and wellness 

education course. Please answer honestly. 

 

   

6. Have you taken a sexual health education class while in high school?  

 

A. Yes 
B. No  

 

7. What was your sexual health education class?  

A. Online 
B. In-class instruction at CHS 
C. Took at another school 

 

8. How would you rate your sexual health educator instructor?  

A. Excellent 
B. Good 
C. Average 
D. Poor 
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E. Terrible 
 

9. How would you rate the quality of your sexual health education course? (Adapted from 

Byers et al., 2003) 

A. Excellent 
B. Good 
C. Average 
D. Poor 
E. Terrible 

 

10. How did your sexual health education course influence your sexual behaviors? 

(Adapted from Eisenberg et al., 1997)  

A. In an extremely positive way 
B. In a somewhat positive way 
C. They did not change 
D. In a somewhat negative way 
E. In an extremely negative way 

 

11. How did your sexual health education course influence your sexual decision making? 

(Adapted from Eisenberg et al., 1997)  

A. In an extremely positive way 
B. In a somewhat positive way 
C. They did not change 
D. In a somewhat negative way 
E. In an extremely negative way 

 

12. How valuable would you rate your sexual health education course?  (Adapted from 

Byers et al., 2003) 

A. Extremely important 
B. Very important 
C. Moderately important  
D. Slightly important  
E. Not at all important  

 

13. Do you think the sexual health education you received should be improved?   

A. Yes 
B. No 
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14. If you could improve your sexual education class, what would you do differently? 

(Check all that apply).  

� Have a different instructor 
� Include more topics 
� Provide more timely information 
� Course would be longer to cover more information (i.e. 1 week to 2 weeks) 
� Course would be taught more than once (i.e every year, or every two years) to go over 

age appropriate information 
� Include information about local resources and services 
� Focus on more than abstinence  
� Other  

15. Do you think sexual health education should be taught in school? (Byers et al., 2003) 

A. Yes 
B. No 

 

16. Do you think sexual health education should be taught in school? 

A. Abstinence-only  
B. Safer Sex education  

 

17. What topics do you think should be included in sexual health education classes?  

(Check all that apply.) (Adapted from Byers et al., 2003) 

 

� Pregnancy prevention and contraceptive use 
� Consent 
� LGBTQ health 
� Sexual transmitted infections and diseases 
� Local services and resources 
� Sexual assault/abuse/violence 
� Abortion 
� Sex and technology 
� Abstinence 
� Puberty 
� Partner sexual communication 
� Condom use 
� Relationship management 
� Other___________ 

18. Why do you think sexual health should be taught in school? (Check all that apply).  
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� I get reliable, credible information 
� I would not learn this information anywhere else 
� My parents wouldn't teach me 
� This information is important because people my age are having sex 
� My friends do not give me the best information 
� The Internet/social media does not give me the best information 
� I am sexually active 
� Other__________ 

 

19. Why do you think sexual health should not be taught in school? (Check all that apply.) 

 

� I am too young 
� My parents should teach me 
� I don't need the information 
� Information goes against my religious beliefs 
� Other__________ 
� I think it should be taught in school 

 

20. When you have a question about sex or sexual health where do you go for 

information? (Check all that apply).  

� Parents 
� Siblings 
� Friends 
� Teachers 
� Doctor 
� Social media 
� Internet 

21. How knowledgeable are you about how to prevent pregnancy?   

A. Extremely knowledgeable 
B. Very knowledgeable  
C. Moderately knowledgeable  
D. Slightly knowledgeable  
E. Not knowledgeable at all 

22. How knowledgeable are you about how to prevent the transmission of HIV?   

A. Extremely knowledgeable 
B. Very knowledgeable  
C. Moderately knowledgeable 
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D. Slightly knowledgeable  
E. Not knowledgeable at all 

23. How knowledgeable are you about how to prevent the transmission of STIs such as 

gonorrhea and chlamydia?   

A. Extremely knowledgeable 
B. Very knowledgeable 
C. Moderately knowledgeable 
D. Slightly knowledgeable  
E. Not knowledgeable at all 

24. If a health educator wanted to use social media to provide sexual health 

information to teens your age, what platforms would you tell them to use?  (Check all 

that apply).  

� Facebook 
� Instagram 
� Snapchat 
� Twitter 
� Vine 
� Other 

 

25. To capture your attention, a social media post about sexual health information 

should come from: (Check all that apply.) 

� A friend 
� A celebrity 
� A health organization 
� A church 
� A school 
� A local health department 

 

26. What would get you to pay attention to a social media post about sexual health 

information? (Check all that apply). 

� The words/message 
� The messenger 
� The photo 
� If someone @ me 
� Other people who have liked it 
� Other______ 
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27. If I liked a social media post about pregnancy prevention I am likely to? (Check all 

that apply).   

� Share/retweet it 
� Like it 
� Take a screenshot 
� Tag/mention someone 
� Comment 
� Message someone privately 

28. If I liked a social media post about STD and AIDS prevention I am likely to? 

(Check all that apply).   

� Share/retweet it 
� Like it 
� Take a screenshot 
� Tag/mention someone 
� Comment 
� Message someone privately 

29. What are some barriers that would keep you from liking a social media post about 

sexual health information? 

� Liking it publicly might make me look bad 
� It's not important enough to like 
� Not a lot of people liked it 
� I would share it privately because of the subject matter 
� The picture is too graphic 
� Other 

The last few questions are about your sexual behavior. Remember no one can trace 

your answers to your identity. It is very important your answer these questions 

honestly.  

 

30. Have you ever had sexual intercourse? 

A. Yes 

B. No 

 

31. How old were you when you had sexual intercourse for the first time? 

A. I have never had sexual intercourse 

B. 11 years old or younger 

C. 12 years old 
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D. 13 years old 

E. 14 years old 

F. 15 years old 

G. 16 years old 

H. 17 years old or older 

 

32. During your life, with how many people have you had sexual intercourse? 

A. I have never had sexual intercourse 

B. 1 person 

C. 2 people 

D. 3 people 

E. 4 people 

F. 5 people 

G. 6 or more people 

 

33. During the past 3 months, with how many people did you have sexual intercourse? 

A. I have never had sexual intercourse 

B. I have had sexual intercourse, but not during the past 3 months 

C. 1 person 

D. 2 people 

E. 3 people 

F. 4 people 

G. 5 people 

H. 6 or more people 

 

34. Did you drink alcohol or use drugs before you had sexual intercourse the last time? 

A. I have never had sexual intercourse 

B. Yes 

C. No 

 

36. The last time you had sexual intercourse, did you or your partner use a condom? 
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A. I have never had sexual intercourse 

B. Yes 

C. No 

 

37. The last time you had sexual intercourse, what method(s) did you or your partner use to 

prevent pregnancy?  

A. I have never had sexual intercourse 

B. No method was used to prevent pregnancy 

C. Birth control pills 

D. Condoms 

E. An IUD (such as Mirena or ParaGard) or implant (such as Implanon or 

Nexplanon) 

F. A shot (such as Depo-Provera), patch (such as Ortho Evra), or birth control ring 

(such as NuvaRing) 

G. Withdrawal or some other method 

H. Not sure 

 

38. During your life, with whom have you had sexual contact? 

A. I have never had sexual contact 

B. Females 

C. Males 

D. Females and males 

 

 

39. Which of the following best describes you? 

A. Heterosexual (straight) 

B. Gay or lesbian 

C. Bisexual 

D. Not sure 

 

Thank you for completing this survey!  
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Focus Group Screening Questionnaire   

1.How old are you? 

A.12 years old or younger 

B.13 years old 

C.14 years old 

D.15 years old 

E.16 years old 

F.17 years old 

G.18 years old or older 

 

2.What is your sex? 

A.Female 

B.Male 

C. Transgender 

D. Prefer not to answer 

 

3.What is your race? (Select one or more responses.) 

A.American Indian or Alaska Native 

B.Asian 

C.Black or African American 

D.Native Hawaiian or Other Pacific Islander 

E.White 

F.Bi-racial (two races)  

F. Other_________ 

 

4. Which online sexual health course have you taken?  

A. I have not taken a sexual health course yet 

B. In-class instruction 

C. Online 
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Focus Group Interview Instrument   

The health problem  

1. Do you believe sexual health among your peers is a problem in your community? 
(Aquilino & Bragadottir, 2000) 

2. Why do you think people of your age have sex? (Aquilino & Bragadottir, 2000) 
 

Research Aim 1-Opinions about current sexual health curriculum.  

1. What are your general thoughts about sexual education in schools?  
2. What do you like or dislike about your current curriculum?  (Eisenberg et al., 1997)  

 

Research Aim 2- Recommendations for sexual health curricula.  

3. What topics do you think you should be covered?  
4. How do you think sexual health education should be taught?  
5. Who should teach sexual health education courses? Why? 
6. Should it be abstinence-only or safer sex?   

 

Moderator: Now we want to change focus a bit and talk more about other ways teens learn 

about sexual health?   

Research Aim 3-Adolescents’ current attitudes and behaviors regarding receiving and 

seeking sexual health information on popular SMS. 

1. Do you use social media for sexual health information? How? 
2. What encourages you to receive information from SMS?  
3. What deters you from receiving information from SMS?  

Moderator: Let’s say your local health department wants to develop a SMS platform to present 

sexual health information to teens like you.    

Research Aim 4-Adolescents’ current attitudes and behaviors regarding receiving and 

seeking sexual health information on popular SMS. 

1. What would motivate teens to follow health organizations that post sexual health 
information on SMSs?  

2. What advice would you give your local health department so they can partner with 
schools to provide sexual health information?   

Moderator: Lastly, let’s talk about how teens interact with others about sexual health information 

on SMS.  

Research Aim 5-explore how adolescents prefer to engage with others about sexual health 

information on SMS.  

1. How do you currently interact with others on SMS about sexual health information?  
a. If you saw a post about sexual health on SMS would you like it? Tag it, share it? 
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2. How do you prefer to engage with others on SMS about sexual health information?  
3. How do you currently engage with sexual health information on SMS? 
4. How do you prefer to engage with sexual health information on SMS?  
5. What features would you prefer to use when engaging with sexual health information on 

SMS?  
6. What motivates/deters you from engaging with sexual health information on SMS? 

Moderator: Does anyone have any final thoughts? Thank you for your time! 

Question Matrix  

Research Aim 1 & 2-Perception and Recommendations for Sexual Health Education  

Topic of 

Inquiry  

Corresponding Focus Group 

Questions 

Corresponding Survey Questions 

Demographic 

Questions  

1.How old are you? 

2.What is your sex? 

3.What is your race? 

 

 

1.How old are you? 

2.What is your sex? 

3.In what grade are you? 

4.Are you Hispanic or Latino?  

5.What is your race? 

 

Eligibility  4. Which online sexual health 

course have you taken 

6. Have you taken a sexual health education class while in 

high school?  

 

Views on 

Sexual 

Education  

 

1. What are your general 

thoughts about sexual 

education in schools?  

 

2. What do you like or dislike 

about your current 

curriculum?  (Eisenberg et al., 

1997)  

 

9. How would you rate the quality of your sexual health 

education course? (Adapted from Byers et al., 2003) 

 

10. How did your sexual health education course influence 

your sexual behaviors? (Adapted from Eisenberg et al., 1997)  

 

11. How did your sexual health education course influence 

your sexual decision making? (Adapted from Eisenberg et al., 

1997)  

 

12. How valuable would you rate your sexual health 

education course? (Adapted from Byers et al., 2003) 

13. Do you think the sexual health education you received 

should be improved?  
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14. If you could improve your sexual education class, what 

would you do differently?  

15. Do you think sexual health education should be taught in 

school? (Byers et al., 2003) 

16. Which curriculum below do you think should be taught in 

sexual health education? 

18. Why do you think sexual health should be taught in 

school? 

19. Why do you think sexual health should not be taught in 

school? (Check all that apply.) 

 

Instructional 

Preferences 

 

4. How do you think sexual 

health education should be 

taught?  

5. Who should teach sexual 

health education courses? 

Why? 

 

8. How would you rate your sexual health educator instructor? 

 

Content 

Preferences 

3. What topics do you think 

you should be covered?  

6. Should it be abstinence-only 

or safer sex?   

 

17. What topics do you think should be included in sexual 

health education classes? (Check all that apply.) (Adapted 

from Byers et al., 2003) 
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Research Aim 3-Recommendations for Health Departments to Disseminate Information to teens 

Topic of 

Inquiry  

Corresponding Focus Group Questions  Corresponding Survey Questions 

Create a 

following 

3. What would motivate teens to 
follow health organizations that 
post sexual health information 
on SMSs?  

4. What advice would you give 
your local health department, so 
they can partner with schools to 
provide sexual health 
information?   

 

24. If a health educator wanted to use social media 

to provide sexual health information to teens your 

age, what platforms would you tell them to use? 

(Check all that apply).  

 

25. To capture your attention, a social media post 

about sexual health information should come from: 

(Check all that apply.) 

 

26. What would get you to pay attention to a social 

media post about sexual health information? (Check 

all that apply). 

 

 

  



 

135 

APPENDIX B. FORMS 

Sample Recruitment Script   

   

Script:  

   

Hello, my name is __________ and I am a graduate student at Purdue University. By show of hands 

how many of you have taken a sexual education class? Well, we are conducting an experiment that 

will give you an opportunity to tell us what you thought about your experiences and just your overall 

thoughts about health and wellness education. We need high school students to take a survey and 

participate in a focus group to give us some insight about how to improve your health and wellness 

education.   

   

If you decide to participate you will be paid for your time. If you participate in the focus you will be 

given a $5-dollar gift card, and we will also provide light refreshments. If you take the survey, you 

will be entered into a drawing to win a $25-dollar gift card.   

   

In order to participate you will need to get your parents to sign the attached permission forms and also 

you will need to sign a consent form as well. We must have these forms the day of the focus group in 

order for you to be eligible to participate. Although we are getting your parents’ permission, 

everything you report in the experiment will be anonymous. Your identity will be coded, and only 

researchers have access your information. Within our reports we will not match your answers to your 

identity.  

   

Your participation is completely voluntary, and you can end your participation at any time.  

   

You will have to contact us in order to find out where and when the focus group sessions will be held. 

There will be fliers around the school to remind you of the experiment.   
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We look forward to working with you, as this research is very important to health communication. If 

you have any questions, feel free to contact me at harri490@purdue.edu or by phone at 305-766-7436. 

If you are interested in participating, please raise your hand and I will give you the forms you need to 

get signed.  

  

  

  

  

Thank you for your time.  

 

 

 

Recruitment Flyer  

Are you a student a Crawfordsville High School?   

Want an opportunity to receive a $25 gift card by telling us what you think?  

We want to hear from you!  

   

  

Purdue University researchers are looking for   

teenagers, ages 13 to 19 to participate in a   

study about sexual health education.  

mailto:harri490@purdue.edu
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We need students to take a brief survey. If you take the survey you will be entered in a drawing 

to win one of two $25-dollar gift cards. We also need students to participate in a 75-minute focus 

group discussion. Simply share your ideas about sexual health education and health and wellness 

education. Lunch will be provided. If you decide to participate and complete the focus group, 

you will receive a $5 gift card and if you complete the survey you will be entered in the drawing 

as well!   

  

YOU can get INVOLVED…Don’t miss your chance to participate.   

  

If you would like to be considered for the focus group, please contact Tanisha Watkins at 

harri490@purdue.edu or 305-766-7436. You can text or e-mail your name and phone number 

and we will schedule your spot in the focus group. Once you have reserved your spot, we will 

give you a consent form for your parents to sign.  

  

We look forward to hearing from you!  

If you have any questions, please contact us.  

mailto:harri490@purdue.edu
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Parent Letter 

 

Dear Parent:  

 

I am a Purdue University student and I have partnered with your child’s school to conduct a 

research project about what high school students think about their current health and wellness 

education with focus on sexual education. The purpose of this study is to hear directly about 

what students would like to have included or excluded in their health and wellness curriculum. 

To learn more about what students think, we would like for your child to participate in a brief 

one-time survey during their study hall as well as a focus group session.  

 

Your child does not have to participate. If s/he does participate, his/her information will be kept 

completely confidential, or private. If a child participating in this study is in foster care, the 

foster parent should contact the child’s caseworker to determine who can give consent. Please 

take a few moments to carefully read the enclosed parental consent form. If you give your child 

permission to participate in the surveys and/or the focus group, please complete and sign the 

parental consent form. Your child will need to return this form signed in order to participate in 

the survey and focus group. If you have any questions about this research, please refer to the 

parental consent form to contact researchers or the Human Research Protection Program at 

Purdue University. I hope you will be as excited about this project as other parents have been.  

 

Sincerely,  

 

 

Tanisha Watkins, Ph.D. Candidate  

Consumer Science Academic Instructor  

Purdue University 
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