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Objectives: Adolescents in the United States face crucial sexual health behavior issues, includ-
ing consequences of sexually transmitted infections and diseases, pregnancy, and sexual vio-
lence. Lesbian, gay, bisexual, and transgender youth are disproportionately affected by these
issues. State policies about sex education in K-12 schools shape what is taught to students about
sexual health. In this study, we analyzed the content of school-based sex education policies of
all 50 states and focuses on sexual behaviors, relationships, and identities. Methods: Policies
analyzed include state statutes, state board of education policies, and state department of edu-
cation or public instruction curriculum standards. Data were analyzed using content analysis.
Results: Most state policies emphasized abstinence from sexual behavior and did not require
education about contraceptive and barrier methods. Few policies required detailed informa-
tion about contraceptive and barrier methods to prevent pregnancy and sexually transmitted
infections. Around half of states addressed relationship issues (ie, healthy relationships, sexual
decision-making, and sexual violence); however, few states required content on communication
about sexual consent. Eight state policies explicitly stigmatized homosexuality. Conversely, 12
states were inclusive of diverse sexual orientations and 7 states were inclusive of diverse gender
identities. Conclusion: Sex education policies should be evidence-based and inclusive of sexual
diversity.
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exual behavior takes a prominent position
in the lives of youth and has significant im-
plications for health. Rates of sexual activity
increase significantly during adolescence. National
data from the United States (US) show that 20% of
9* grade students had sexual intercourse, whereas
57% of 12* grade students had sexual intercourse.’

Nearly 90% of young people have had sex by age

24.? Sexual behavior is intimately related to many
health issues, including unplanned pregnancy,
sexually transmitted infections or diseases (STTs/
STDs), and sexual violence and trauma. Given
the significance of these health issues, schools have
sought to educate youth about sexual health, and
state policy is a primary determinant of school-
based sex education. However, relatively little pol-
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icy research has been conducted in this area. This
study reports findings from a content analysis of
school-based sex education policies from all 50
states in the US focusing on sexual behaviors, rela-
tionships, and identities.

Sexual Health Behavior Issues among Youth

Sexual behavior during adolescence can have sig-
nificant and even lifelong implications. The unin-
tended pregnancy rate is higher among adolescents
than any other age group.” About 5% of women
become pregnant before they reach age 20.* Teen-
age pregnancy can be problematic because adoles-
cent parents are often unprepared for parenthood.
Adolescent pregnancy and childbirth are associated
with poor health and social outcomes, including
inadequate prenatal care, low birth weight, single
parenthood, poverty, welfare receipt, and child
maltreatment.”® Adolescents are also dispropor-
tionately affected by STIs/STDs. Experts have es-
timated that there are about 20 million new STI/
STD cases each year in the US, and about half of
them are among youth ages 15 to 24.

Problems in Sexual Relationships among Youth

An additional sexual health problem that arises
during youth is sexual violence. Among survivors
of sexual assault and intimate partner violence, the
most common ages of first victimization were 11 to
24, with 67% of female survivors and 45% of male
survivors being first victimized between 11 and 24
years old.® Results from the most recent Youth Risk
Behavior Survey showed that 8% of high school
students reported experiencing physical dating
violence (ie, being hit, slammed into something,
or injured with a weapon or object) by someone
they had dated and 7% experienced sexual dating
violence (ie, being forced to do sexual acts they
did not want to do) by someone they had dated.’
These traumatic sexual experiences can have ad-
verse long-term effects including psychiatric prob-
lems (eg, post-traumatic stress disorder, depression,
anxiety disorders, sleep disorders, and suicide at-
tempts),'®"" interpersonal difficulties (eg, infre-
quent contact with friends and family, and limited
emotional support from others),"? and health risk
behaviors (eg, unhealthy weight control, cigarette
smoking, binge drinking, drinking and driving,

and illicit drug use).'*¢
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Sexual Identity Disparities in Sexual Health
Outcomes

There are also disparities in sexual health out-
comes by sexual identity. Studies show that adoles-
cent girls who identify as lesbian, gay, or bisexual
(LGB) or reported same-sex contact had higher
pregnancy rates compared to those who were ex-
clusively heterosexual.”*' In addition, bisexual
adolescent boys were more likely to be involved
in a pregnancy than their heterosexual counter-
parts.'”?*?? There are additional sexual orientation
disparities in terms of STIs/STDs. Young bisexual
and heterosexual women who had sex with women,
as well as young gay and bisexual men were more
likely to have had a STI/STD.* These disparities
may be explained by sexual minority youth more
frequently engaging in risky behaviors, including
early age of sexual debut, multiple sexual partners,
substance use before sex, and lack of condom or
contraceptive use.”*? Finally, compared to their
heterosexual peers, LGB high school students are
about 3 times more likely to experience physical
dating violence (6% vs 17%) and sexual dating vio-
lence (6% vs 16%).%

Research on sexual health outcomes among
transgender youth is scarce; however, the existing
studies in this area indicate sexual health dispari-
ties. A study of transgender youth at a health center
in Boston, MA showed high rates of STIs/STDs
(eg, HIV, chlamydia, and gonorrhea), particularly
among transgender women.”® These findings align
with results from meta-analytic and systematic re-
views of STI/STD rates among transgender adults
across the US.??% In terms of sexual violence, 2
studies showed that transgender youth were nearly
3 times more likely to experience dating violence
and intimate partner violence compared to their
cisgender peers.””* Sexual harassment at school is
also prevalent among sexual minority and transgen-
der students, with national data showing that 59%
of lesbian, gay, bisexual, and transgender (LGBT)
students reporting sexual harassment in the past
year.’! Collectively, this evidence demonstrates dis-
parities in sexual health outcomes for LGBT youth.

Sexual Health Education and School Policy

Given the sexual health risks facing adolescents,
education that advances students knowledge,
skills, and attitudes about sexual health is impera-
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tive to prevent STIs/STDs, unplanned pregnancy,
and sexual violence as well as to promote individual
well-being and healthy relationships. Schools play
a major role in educating adolescents about sexu-
al behavior and the content of the curriculum is
typically guided by policy. According to the socio-
ecological perspective on health promotion, public
policies can have significant effects on the health
of populations.’* A policy is a system of principles
created by governing bodies or public officials to
achieve specific outcomes by guiding action. Edu-
cation policy can include statutes passed by state
legislatures, policies passed by boards of education,
and regulations and standards set by departments
of education or public instruction. Sex education
policies can regulate what is taught to students
about sexual behavior with a presumed aim of pro-
moting health. Therefore, examining the content
of these policies is important because they guide
what is taught to students and may influence sexual
health outcomes.

Currently, regulatory power over US K-12 school
curriculum content involves federal, state, and local
actors; however, policymaking power lies primarily
at the state level. The federal government does not
play a direct role in curriculum content because the
Constitution demarcates education as a state and
local responsibility. Nonetheless, federal agencies
can still influence sex education through the alloca-
tion of funds, for example, distributing millions in
federal funding to schools for abstinence-only sex
education. On the other hand, state-level policy ac-
tors (ie, state legislatures, governors, state boards of
education, and state departments of education or
public instruction) can determine curriculum con-
tent taught in public schools by way of mandates
or guidelines about topics to be covered, a specific
curriculum sequence, or specific textbooks to be
used. At the local level, decisions and actions by
school boards, administrators, and teachers must
comply with state regulations.

Given the primacy of state policy over school-
based sex education, this study focused on policy
at the state level. The purpose of this study was to
examine the content of all 50 states’ policies about
sex education in schools in the United States. Pol-
icy content analyzed focused on sexual behaviors,
sexual relationships, and sexual identities because
of the health implications associated with sexual
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behaviors and relationships, as well as the sexual

health disparities facing LGBT youth.

METHODS
Data Sources

The Sexuality Information and Education Coun-
cil of the United States (SIECUS) is a national,
nonprofit organization that provides education and
information about sexuality and sexual and repro-
ductive health. SIECUS hosts a website that pro-
vides an overview of the sex education policies of
every state, which fall under several names (eg, HIV
education, sex education, and health education)
and types (ie, statutes, board of education policies,
and department of education or public instruction
curriculum standards).” The state-by-state over-
view consists of a summary of each state’s extant
policies and the titles of the policy sources (eg,
Alabama State Code § 16-40A-2, and New Hamp-
shire Health Education Curriculum Guidelines).
To compile the profiles of state policies each year,
a team of SIECUS staff examined state statutes en-
acted, state board of education policies passed, and
curriculum standards posted on state department
of education or public instruction websites. The
policy profiles used for this study were based on
those assessed by SIECUS between October 2014
and September 2015. However, policy updates
were posted on the website in March 2016 based
on new developments in the prior 6 months. We
accessed the policy profiles website in June 2016.
To locate the source documents for all of the state
sex education policies, the first author performed
searches in June 2016 based on the policy titles
noted for each state by SIECUS (eg, Alabama State
Code § 16-40A-2). All of the source documents
for the policies were found, typically on state leg-
islature websites or state department of education
or public instruction websites. The text of the state
policies was then compiled into 50 documents to
facilitate a state-level analysis.

Data Analysis

Policy document data were analyzed using quali-
tative content analysis with an inductive approach,
which allows themes to emerge from the data and
aims at description.* The authors approached the
data using a social-behavioral science perspective
and focused on content related to sexual behaviors,



relationships, and identities. Using a social-behav-
joral science perspective in the analysis stemmed
from the authors disciplinary backgrounds in psy-
chology, social work, education, and public health.
Using this perspective allowed the authors to focus
on individual human behavior, behavioral inter-
actions between individuals, interpersonal com-
munication, interpersonal relationships, personal
and social identities (eg, LGBT), and social issues
related to discrimination and health equity within
the policy data content.

The data analysis involved several steps. First, the
authors independently read, wrote memos for, and
open-coded a pilot sample of 5 policy documents.
Second, the group met and compared notes, dis-
cussed codes, and derived a coding scheme that
consisted of 22 codes falling under 3 overarching
categories and 2 subcategories. Third, each state’s
policy document was independently read and
coded by 2 coders using the established coding
scheme. The initial coding results for each pair of
coders were compared by the first author to assess
inter-coder reliability, and coding pair agreement
was found 85% of the time. Cohen’s kappa statis-
tics were calculated with SPSS (version 24), which
showed substantial agreement: kappa = 0.69, p <
.001. Next, to resolve disagreements, the coding
pairs met together to examine the source docu-
ments, resulting in 100% inter-coder agreement.

Several strategies for rigor were used to help en-
sure that the findings were valid and trustworthy:
triangulation, peer debriefing and support, and use
of an audit trail.* First, we used investigator trian-
gulation because all 5 authors coded and analyzed
the data, which provides cross-checking of data by
multiple investigators. Second, we used interdis-
ciplinary triangulation because the investigators
represented the disciplines of psychology, social
work, education, and public health, broadening
the understanding and interpretation of policy
content. Third, we used peer debriefing and sup-
port where members of the research team met to
discuss challenges related to the data and coding,
provide feedback, and offer new ideas or alterna-
tive perspectives. Finally, we created an audit trail
that included the raw data, memos from the open-
coding process, notes from discussions about codes
and categories, the final coding scheme and in-
structions, and notes from discussions about cod-
ing issues and questions.
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RESULTS

Thematic results involved 3 overarching catego-
ries (ie, sexual behavior, sexual relationships, and
approach to sexual identity diversity), 2 subcatego-
ries for the sexual behavior category (ie, abstinence
and contraceptive or barrier methods), and 22
codes falling within these categories. Table 1 shows
the categories and codes that emerged from the
data, as well as illustrative examples of policy state-
ments for each code. Table 2 shows which states
included or excluded the sexual education policy
content themes.

Sexual Behavior

Results show that 74% of states recommended
that abstinence or abstinence-until-marriage be
stressed to students. Over half of states (54%) did
not require that contraceptive and barrier methods
be taught. Of the 23 state policies that did include
content on contraceptive and barrier methods, al-
most all (N = 19) included multiple strategies to
prevent pregnancy and STIs/STDs. However, less
than one-fourth of states required students to learn
about the effectiveness of preventive methods, their
pros and cons, and how to use contraceptive and
barrier methods.

Sexual Relationships

Less than half of states (42%) included policy
content related to healthy sexual or romantic re-
lationships. Just over half (54%) of state policies
required content related to sexual violence, and
about one-third (36%) of states required content
related specifically to sexual consent.

Approach to Sexual Identity Diversity

Eight states had policies that explicitly stigma-
tized homosexuality by describing it as a lifestyle
choice, socially or morally unacceptable, unhealthy,
and/or criminal. In addition, 5 states indicated that
sex education should be conducted separately for
boys and girls, based on sex or gender. Conversely,
12 states had policy statements that sex education
should be inclusive of diverse sexual orientations
and 7 state policies were inclusive of gender identi-
ties and expressions. Two state policies were inclu-
sive of diverse sexual activities (ie, penile-vaginal,
penile-anal, and oral sex).
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Table 1
Sex Education Policy Codes, Illustrative Examples, and State Percentages
. Percent
Category or Code Illustrative Example of States
1. Sexual Behavior
A. Abstinence
“The program of AIDS prevention education shall stress the life-threatening
1. Stresses abstinence dangers of contracting AIDS and shall stress that abstinence from sexual activity is 30%
: the only certain means for the prevention of the spread or contraction of the AIDS ’
virus through sexual contact.” (Revised Code of Washington § 28A.230.070)
2. Stresses abstinence until ~ “Abstinence from sexual intercourse outside of lawful marriage is the expected so- 449,
marriage cial standard for unmarried school-age persons” (Alabama State Code § 16-40A-2) ’
“Sexuality health education programs funded by the State shall provide medically
3. Covers abstinence accurate and factual information that is age appropriate and includes education on ~ 14%
abstinence” (Hawaii Revised Statute § 321-11.1)
4. Abstinence not «__» (Idaho Statute § 33-1608) 12%
mentioned
B. Contraceptive or Barrier
Methods to Prevent Preg-
nancy and STIs/STDs
q q “Abstinence may not be taught to the exclusion of other materials and instruc-
1. Contraceptive or barrier . . ; s . £ Washi 0
methods included tion on contraceptives and disease prevention.” (Revised Code of Washington § 46%
28A.300.475)
“All comprehensive human sexuality education must stress the importance of the
2. Using multiple methods correct and consistent use of sexual abstinence, birth control, and condoms to pre-  38%
vent pregnancy and sexually transmitted infections” (Colorado Statute § 22-1-128)
“Methods of contraception are analyzed in terms of their effectiveness in prevent-
ing pregnancy and the spread of disease.” (Virginia Department of Education .
3. Effectiveness of methods  Family Life Education: Board of Education Guidelines and Standards of Learning ~ 24%
for Virginia Public Schools. Richmond, VA: Virginia Department of Education;
2014)
“Students shall be provided with statistics based on the latest medical information
4. Pros and cons of methods regardlpg bqth the.health benefits and thf: possible side effects. of all forms of C(’)’n- 12%
traceptives, including the success and failure rates for prevention of pregnancy.
(Oregon Revised Statute § 336.455)
“The abstinence-based education program shall ... provide youth with information
on and skill development in the use of protective devices and methods for the pur- o
5. How to use methods . . . " - : 8%
pose of preventing sexually transmitted diseases and pregnancy.” (Hawaii Revised
Statute § 321-11.1)
11. Sexual Relationships
“‘Comprehensive health education’ .... includes the study of .... how to recognize
1. Healthy sexual and prevent sexual abuse and sexual violence, including developmentally appro- o
. . o . : . . 42%
relationships priate instruction about promoting healthy and respectful relationships” (Vermont
Statute Annotated, Title 16 § 131)
“Sexual behavior. Student work must be personalized and show progression
through a decision-making process: identify the decision to be made, consider
2. Empowered sexual options and consequences, take action or make decision, and evaluate or reflect on 529
0

decision-making

the decision” (New Hampshire State Department of Education . New Hampshire
Health Education Curriculum Guidelines. Concord, NH: New Hampshire State
Department of Education; 2003)




Hall et al

Table 1 (continued)
Sex Education Policy Codes, Illustrative Examples, and State Percentages
Category or Code Illustrative Example Percent
of States
“Student will demonstrate the ability to use communication skills for dealing with
sexual pressure from peers and from one’s girlfriend/boyfriend (pressure to date
3. Communicating sexual and/or be sexually active; saying no and communicating limits, etc.)” (Rhode 34%
consent or refusal Island Department of Education. Rhode Island Department of Education Compre- ’
hensive Health Instructional Outcomes. Providence, RI: Rhode Island Department
of Education; 2015)
“Teach students that no form of sexual expression is acceptable when the expres-
sion physically or emotionally harms oneself or others and teach students not to
4. Seeking sexual consent make unwanted physical and verbal sexual advances” (Oregon Revised Statute 20%
§ 336.455) “...consent is an essential component of healthy sexual behavior.”
(Oregon Administrative Rule § 581-022-1440)
“The instruction and materials shall: (1) Focus on healthy relationships. (2) Teach
students what constitutes sexual assault and sexual abuse, the causes of those
5. Sexual violence behaviors, and risk reduction. (3) Inform students about resources and reporting
. X . 54%
addressed procedures if they experience sexual assault or sexual abuse. (4) Examine common
misconceptions and stereotypes about sexual assault and sexual abuse.” (North
Carolina General Statute § 115C-81)
111. Approach to Sexual
Identity Diversity
- “No district shall include in its course of study instruction which: (1) Promotes a
1. Homosexuality as a 5 . . RPY o
lifestyle or preference homosexua}l 11fe-styl§. (2) Portrays homosexuality as a positive alternative life- 6%
style.” (Arizona Revised Statute § 15-716)
2. Homosexuality is sociall “Course materials and instruction relating to sexual education or sexually transmit-
0;. morally unacceptable Y ted diseases should include ... that homosexuality is not a lifestyle acceptable to 12%
y P the general public” (Texas Health and Safety Code § 163.002)
“AIDS prevention education shall specifically teach students that engaging in ho-
3. Homosexuality is mosexual activity, promiscuous sexual activity, and intravenous drug use or contact 10%
unhealthy with contaminated blood products is now known to be primarily responsible for ’
contact with the AIDS virus” (Oklahoma Statute § 70-11-103.3)
4. Homosexuality as “Course materials and instruction that relate to sexual education or sexually trans-
c;‘iminal mitted diseases should include .... that homosexual conduct is a criminal offense 4%
under the laws of the state” (Alabama State Code § 16-40A-2)
5. Different forms of ““‘Sexual intercourse’ means a type of sexual contact or activity involving one of
séxual intercourse the following: (A) Vaginal sex; (B) Oral sex; or (C) Anal sex.” (Oregon Adminis- 4%
trative Rule § 581-022-1440)
“Instruction and materials shall affirmatively recognize that people have different
6. Inclusive of diverse sexual orientations and, when discussing or providing examples of relationships 24%
sexual orientations and couples, shall be inclusive of same-sex relationships.” (California Education ’
Code § 51933)
. . “The comprehensive plan of instruction shall include information that ... uses
7. Inclusive of diverse g . . . . . . .
- e inclusive materials, language, and strategies that recognizes different sexual orien- a
ender identities or expres- . . i ., .. . 14%
sions tations, gender identities and gender expression.” (Oregon Administrative Rule §
581-022-1440)
8. Separate instruction “Instruction in pregnancy prevention education must be presented separately to 10%
based on sex or gender male and female students.” (South Carolina Code Annotated § 59-32-30) ’
Am ] Health Bebav.™ 2019;43(3):506-519 DOI: https://doi.org/10.5993/AJHB.43.3.6 511
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DISCUSSION

Almost all US adolescents (97%) receive formal
sex education before they reach 18 years of age;
however, there is variability in the content of in-
struction.” This variability is due, in part, to differ-
ences in sex education policy content across states.
This study examined policy content in all 50 states
focusing on sexual behaviors, relationships, and
identities. The results and their implications will be
discussed according to these 3 thematic categories.

Sexual Behavior

Our results show that about three-fourths of
states recommended that abstinence or abstinence-
until-marriage be emphasized in the classroom.
Most states did not require that contraceptive and
barrier methods be taught. This is problematic
because a strong body of evidence demonstrates
that abstinence-only sex education is ineffective
at preventing unwanted pregnancy and the spread
of STIs/STDs.”** In addition, policies that em-
phasize abstinence until marriage are unrealistic
because there is a 10-year difference between the
median age at first sexual intercourse (17) and me-
dian age at first marriage (27)."* Conversely, re-
search on comprehensive sex education programs
that cover abstinence as well as contraceptive and
barriers methods shows a 31% reduction in STIs/
STDs and an 11% decrease in pregnancy rates.”’

Comprehensive, accurate, and specific informa-
tion about strategies to prevent pregnancy and
STIs/STDs are needed. Among sexually active
high school students, at their last sexual inter-
course, 43% did not use a condom and 73% did
not use birth control pills, an intrauterine device
(IUD) or implant, or other hormonal methods
(ie, shot, patch, or vaginal ring).” Around 60% of
adolescents used the withdrawal method to prevent
pregnancy at last sexual intercourse and 15% used
fertility-awareness,* which are among the least ef-
fective methods to prevent pregnancy.® Another is-
sue is condom use errors and failures, which occur
too frequently among youth.** Condom use er-
rors and problems were significantly higher among
youth who had not received instruction on correct
condom use.*® Providing youth with information
and skills related to the array of options to prevent
pregnancy and STIs/STDs will empower them to
make informed decisions if and when they choose
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to become sexually active.

The tendency in policy to place a greater empha-
sis on abstinence than a comprehensive approach
to prevent pregnancy and STIs/STDs leaves youth
poorly equipped to manage and protect their
health. Policies that fail to include information
about contraceptive and barrier methods bring
into question whether rights to accurate and com-
plete health information are being violated within
public schools.” This is especially concerning given
the serious sexual health issues that are dispropor-
tionately affecting adolescents. There are also broad
economic costs of adolescent pregnancy and STIs/
STDs. In 2010, teen pregnancy and childbirth
accounted for at least $9.4 billion in costs to US
taxpayers.”® The direct medical costs of STIs/STDs
in the US in 2008 was even greater at about $16
billion.”!

Based on this evidence, we recommend that
state policymakers revise current policies to require
that comprehensive information related to sexual
health behavior be taught to students. Postponing
or refraining from sexual activity is an important
strategy to prevent adolescent pregnancy and STTs/
STDs; however, it should not be the principal fo-
cus of school-based sex education. The National
Sexuality Education Standards is a comprehensive
framework for K-12 sex education curriculum con-
tent, which addresses these issues.’> This framework
outlines basic core content for K-12 sexuality edu-
cation and was developed through a consortium
of health education organizations (eg, the Ameri-
can Association for Health Education, American
School Health Association, National Education
Association Health Information Network, and So-
ciety of State Leaders of Health and Physical Edu-
cation) based on research and professional expertise
from 40 sexual health researchers and practitioners
from multiple disciplines.

Sexual Relationships

Most states did not include policy content re-
lated to healthy sexual or romantic relationships.
Information about healthy relationships is espe-
cially important for youth because adolescence is
when most people begin to enter romantic and sex-
ual relationships, which have health implications.>
Nearly three-fourths (73%) of 18-year-olds report-
ed a romantic relationship in the past 18 months.*



Important relationship topics identified for youth
in the National Sexuality Education Standards in-
clude the similarities and differences in friendships
and romantic relationships, different ways of ex-
pressing affection, effective communication skills
about personal boundaries, respecting the bound-
aries of others, characteristics of healthy and un-
healthy relationships, and the potential influence
of power differentials in relationships.’> Research
shows that youth want more sexual health educa-
tion about relationship issues, such as beginning a
relationship (28%), developing mature relation-
ships (70%), and dealing with breakups (46%).”

Weissbourd et al*® argue that sex education is too
focused on “disaster prevention” regarding adoles-
cent pregnancy and STIs/STDs, and has neglected
healthy relationships. They also argue that schools
represent the appropriate context to provide this
information because many parents struggle with
teaching their children about romantic and sexual
relationships, and many adolescents might feel un-
comfortable and resist talking with parents about
these issues. Young people are increasingly learn-
ing about sexual and romantic relationships from
peers, the Internet, and the media, which may con-
tain incorrect or harmful information.>

Unfortunately, sexual violence often occurs in the
context of relationships. Youth and adolescence is
also a time when dating violence and intimate part-
ner violence arise; however, only about half of state
policies required content related to sexual violence,
and few states required content related specifical-
ly to sexual consent. This is problematic because
some adolescents do not understand the numerous
actions that constitute sexual violence. Research
shows that certain instances of sexual assault can be
construed by youth as normal sexual activities, like
seduction,’® and some young men indicated coerc-
ing someone to intercourse by holding them down
but did not acknowledge such behavior as rape.””*®
It is likely that many youth lack an understanding
of consent and how to talk with partners about sex-
ual consent or refusal. The National Sexuality Edu-
cation Standards curriculum framework includes
healthy relationships and personal safety as 2 of the
7 topic areas.’” Teaching individuals how to clearly
communicate their boundaries and to respect the
boundaries of others are important topics that
should be included in school-based sex education.
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Approach to Sexual Identity Diversity

Though in the minority, a concerning number
of states had policies that explicitly stigmatized
homosexuality. Moreover, 5 states indicated that
sex education should be separate based on sex or
gender, which reinforces a strict gender binary and
stigmatizes transgender students. These policies are
part of a history of legalized discrimination against
LGBT people in the US. For example, at points
in US history, 27 states had sodomy laws targeting
sexual activity between same-sex couples,” and 45
states had statutory or constitutional bans on same-
sex marriage.®” Ultimately, the US Supreme Court
struck down sodomy laws in 2003 via Lawrence
v Texas and bans on same-sex unions in 2015 via
Obergefell v Hodges. Nonetheless, many states have
not repealed or revised their sodomy laws since
the Lawrence v Texas decision.”® Recently, state
legislation was introduced and enacted to require
transgender students to use the bathroom that cor-
responds to the sex on their birth certificate.”!

There also may be negative spillover effects of sex
education policies that stigmatize LGBT people.
For example, a teacher in Arizona may witness stu-
dents bullying another student for having same-sex
parents or perhaps for being perceived to be LGB.
The teacher may not intervene because stopping
anti-LGB bullying could be interpreted as promot-
ing homosexuality as an acceptable alternative life-
style, which is prohibited by Arizona law.** There
is considerable evidence that many LGBT students
face hostile school climates, including verbal harass-
ment (85%) and physical assault (16%).%! Despite
high rates of verbal harassment, 42% of LGBT
students reported that school personnel did not
intervene when anti-LGBT comments were made
in their presence. Anti-LGBT sex education poli-
cies are one of several elements that contribute to a
hostile school climate for LGBT students. Hostility
at school can negatively impact psychological and
educational outcomes for LGBT adolescents. For
example, LGBT students who reported experienc-
ing discriminatory policies or practices in school
had lower levels of self-esteem and higher levels of
depression than students who did not report expe-
riencing this discrimination.’’ In addition, among
LGBT students who indicated that they did not
plan to finish high school, the leading reason for
not finishing was a hostile or unsupportive school
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environment.’' In conjunction with negative health
effects, it has been estimated that each high school
student who drops out costs the US economy ap-
proximately $250,000 over the person’s lifetime
due to lower tax contributions and higher rates of
Medicaid and Medicare use, criminality, and reli-
ance on social welfare programs.®*

In contrast to policies that stigmatize LGBT
people, a distinct minority of states included state-
ments that sex education should be inclusive of
diverse sexual orientations and gender identities/
expressions. Only 2 states were inclusive of diverse
sexual activities (ie, penile-vaginal, penile-anal, and
oral sex). Inclusive policies address concerns that
LGBT issues are excluded from and silenced in the
sex education curriculum, which relies on a hetero-
centric or heteronormative perspective.®*” When
LGBT people and issues are not mentioned at all
in the classroom, LGBT youth reported feeling
like “freaks” or “aliens,”® and in this study, LGBT
youth also reported that outside of penile-vaginal
intercourse, no other forms of sexual activity were
discussed. When asked about themselves and the
curriculum, LGBT youth stated: “I didn’t feel thata
lot of it had to do with me” and “This doesn’t apply
to us.”” Requiring content that acknowledges di-
versity in sexual orientation and gender identity not
only may be beneficial for LGBT students who face
sexual health disparities and need specific sex edu-
cation related to the issues they face, but also may
benefit heterosexual youth because exposure to in-
formation about sexual and gender diversity could
counter historical narratives of LGBT people as
“undesirable others” and promote a sense of under-
standing and respect for people despite differences.

The National Sexuality Education Standards cur-
riculum framework is inclusive of sexual diversity
because it includes topics such as differentiating
between biological sex, gender identity, gender ex-
pression, gender roles, and sexual orientation; com-
municating respectfully with all people, regardless
of sexual orientation or gender identity; and ac-
cessing accurate information about sexual orienta-
tion and gender.>* These topics can be addressed in
developmentally appropriate ways across the K-12
curriculum.

Limitations
This study has several limitations. First, the study
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was descriptive and examined policy content as op-
posed to the relationship between policy and what
students actually learn in school-based sex educa-
tion. It was beyond the purview of this study to ex-
amine what content is actually taught to students in
the classroom. Although policymakers are typically
considered to be elected and appointed officials,
educators also can be considered policymakers be-
cause they are responsible for putting policies into
practice on a regular basis on the ground level,
relatively autonomous from high-level bureaucrats.
Another limitation is that this study did not con-
sider federal policy regarding sex education, which
has focused on funding abstinence until marriage
programs. State policy is undoubtedly influenced
by federal policy and funding priorities. A final
limitation relates to the ongoing and changing na-
ture of policy; this study presents policy content
captured at one point in time.

Future Research

Researchers should collect data from sexual health
educators and students to ascertain what is being
taught and learned in classrooms across the coun-
try, which can be considered within the context of
the sex education policy landscape. Future policy
content analyses also are needed given the changing
nature of policy over time. Additional topics should
also be incorporated into future content analyses,
such as investigating whether content about the
disadvantages of risky sexual behavior (eg, starting
to have sex at an early age, having unprotected sex,
not using contraceptive or barrier methods, having
multiple sexual partners, changing sexual partners
frequently, and using alcohol or drugs before sex)
is required to be taught, as well as state policy re-
garding how students and/or their parents can opt
in or out of different sex education programs (eg,
abstinence only vs comprehensive sex education).
Researchers also might examine if policy content
is related to adolescent sexual health behaviors and
outcomes. For example, whether students in states
with policies that require instruction on how to use
contraceptive and barrier methods are more likely
to use condoms correctly, and thereby, have lower
rates of STIs/STDs and teenage pregnancy. In ad-
dition, research also might map the evolution of
sex education policy over time and compare pat-
terns of stability and change with adolescent sexual



health outcomes.

Beyond sexual risk prevention, research needs to
focus on sexual and romantic relationships, as well
as LGBT diversity. Although researchers have ex-
amined the effectiveness of sex education on the
outcomes of pregnancy and STIs/STDs, little re-
search has examined if sex education that includes
information about healthy relationships might lead
to more supportive and stable relationships among
young couples, as well as lower rates of dating vio-
lence and intimate partner violence. Researchers
also should investigate potential benefits for LGBT
youth of having sex education that is inclusive of
sexual orientation and gender diversity. Such edu-
cation may reduce sexual health disparities and fos-
ter a more inclusive school climate.

State policies should be revised to include de-
velopmentally appropriate and evidence-based in-
formation about the broad set of topics related to
sexuality. Adolescent pregnancy and STIs/STDs
place undue burdens on young people and entail
high financial, social, and health costs. Sex educa-
tion policy that relies on social, political, and reli-
gious ideology in the face of scientific evidence or
ideology that stigmatizes certain population groups
(eg, LGBT people) is problematic and threatens
the health of youth. All youth deserve inclusive and
complete information in school-based sex educa-
tion to promote their health.
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