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ABsTRACT: This study examined the attitudes and experiences of New Brunswick parents regarding
sexual health education (SHE) at school and at home. Over 4200 parents with children in grades
K-8 in 30 New Brunswick schools completed surveys. Ninety-four percent of parents agreed that
SHE should be provided in school and 95% felt that it should be a shared responsibility between
school and home. Almost all parents felt that SHE should begin in elementary (65%) or middle school
(32%), although there was not consensus on what grade level various topics should be introduced.
The majority of parents supported the inclusion of a broad range of sexual health topics at some
point in the curriculum, including topics often considered controversial such as homosexuality and
masturbation. Although parents indicated that they wish to be involved in their child’s SHE, most of
them had not discussed any of a range of SHE topics in a lot of detail with their child. Parents also
indicated that they want more information from schools about the SHE curriculum, about sexuality
in general, and about communication strategies to assist them in providing education at home.
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INTRODUCTION question is important because parental support is

strongly associated with the success of SHE programs

Adolescents rate sex education as one of their most
important educational needs (Cairns, Collins, &
Hiebert, 1994). However, sexua health education
(SHE) isoften acontroversial topic, with perhaps no
other subject sparking as much debate. School
administrators have identified fear of parental or
community opposition asmgor barriersto the provison
of SHE (Reis& Seidl, 1989; Scales & Kirby, 1983).
Similarly, teachersin New Brunswick haveidentified
anticipated reactions from parentsto the inclusion of
specific topics as the greatest barrier to their
willingness to teach SHE (Cohen, Byers, Sears, &
Weaver, 2001). Are parentsin fact opposed to school -
based SHE as often feared or do parents support the
provision of SHE at school? The answer to this

(Rienzo, 1989). Further, discussion of sexudity inthe
homeisan important component of students' overall
SHE, and school-based SHE can make it easier for
parentsto discuss sexuality with their child (Berne et
al., 2000; Parcel & Coreil, 1985). The purpose of this
study was to evaluate parents’ attitudes toward and
experienceswith SHE at school and at home, including
their ideas about the timing and content of the sexual
health curriculum and their involvement in providing
SHE to their children.

Correspondence concerning this paper should be addressed
to E. Sandra Byers, Ph.D., Department of Psychology, Uni-
versity of New Brunswick, Bag Service #45444, Fredericton,
New Brunswick E3B 6E4. E-mail: byers@unb.ca
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ATTITUDES TOWARD SEXUAL HEALTH EDUCATION
Although avocal minority can createtheimpression
that parental objections to school-based SHE are
widespread, research has consistently found that
parents support SHE at school. For example, McKay,
Pietrusiak, and Holowaty (1998) reported that 95%
of parentsin onerura school district in Ontario agreed
that SHE should be provided in school. The mgjority
of parents (82%) felt that SHE should begin in the
primary grades and continue through to high school.
Similarly, 95% of parents of high school studentsin
rural Nova Scotia supported school-based sexuality
education (Langille, Langille, Beazley, & Doncaster,
1996) and 98% of urban Ontario parents were in
favour of AIDS education in the schools (Verby &
Herold, 1992).

As no large-scale study has been undertaken to
assess New Brunswick parents' attitudes toward
SHE, it isunclear whether results of studies conducted
in other provinces can be generalized to New
Brunswick. It is important to have information
regarding the attitudes of New Brunswick parents
as parental attitudes have the potential to affect
educational policy, curriculum, and proceduresin this
province. Therefore, thefirst goal of this study was
to assess parents general attitudes toward SHE in
the schools, including which topics they believe are
important to their children’sSHE.

Although the vast majority of parents support SHE,
they do not necessarily share acommon vision of the
nature, content, and timing of anideal SHE curriculum.
Thus, they may agree that SHE should be provided
in school, but they may disagree about how important
itisto include some of themore* controversial” topics,
such as masturbation or sexual orientation, or about
the appropriate grade level for introducing specific
topics. For example, McKay et al. (1998) found that
themajority of parentsfelt that al of the sexual hedlth
topicslisted in their survey should beincluded at some
point in the SHE curriculum, although parents' views
about the appropriate grade level for introducing each
topic varied depending on the topic. However, McKay
and colleagues did not assess parents' opinions about
anumber of important topics, such as masturbation,
correct names for genitals, and wet dreams.
Therefore, a second goal of this study was to
investigate at what grade levels parentswant various

sexual health topics to be introduced using a more
comprehensivelist of sexual health topics.

SeExuaL HEALTH EpucaTtioN ar HoOME

Most parents believe that parents and school s should
share responsibility for SHE. For example, McKay
and colleagues (1998) found that most parents
identified parents (88%), health professional s (88%),
and teachers (77%) as appropriate peopleto provide
SHE intheschool and community. Smilarly, inastudy
of 406 studentsin grades 7-12 inrural Ontario, students
identified family and school as their two preferred
sources of sexual health information (McKay &
Holowaty, 1997).

However, the extent to which parents are actually
providing quality SHE to their children is unclear.

Respondentsrarely identify their parentsasaprimary
source of sexual healthinformation (Ansuini, Fiddler-
Woite, & Woite, 1996). Further, in one study, only
61% of students felt that their parents had done a
good job providing them with SHE (McKay &
Holowaty, 1997). Smilarly, McKay et al. (1998) found
that 70% of the parents they surveyed felt that most
parents do not give children the SHE they need.

Although 73% of the parents surveyed by McKay et
al. (1998) felt that they had provided adequate SHE

for their children, Wel shimer and Harris (1994) found
that only 52% of parentshad confidencein their own
effortsto provide SHE, and only 15% had confidence
in other parents.

Unfortunately, these studies did not ask parents to
provide further information on the nature of the SHE
they had provided. Thus, their results provide aglobal
assessment of SHE inthe home, yet tell uslittle about
what specific subjects parents are discussing with
their children or how comprehensivetheir discussions
are. For example, there may be topics that parents
feel more comfortable with and subsequently cover
in more detail. Conversely, there may be topics that
parents typically do not discuss with their children.
Therefore, a third goal of the study was to assess
what topics parents are discussing with their child at
home and inwhat level of detail.

If parentsare not providing quality SHE at home, itis
important to know how they can be encouraged to
providealevel of educationthat will promote positive
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sexual health outcomesfor their children. There are
anumber of factors that may prevent parents from
providing adequate SHE in the home. Many parents
are concerned that they do not possess sufficient
sexual health knowledge to educate their children
(Croft & Asmussen, 1992). Further, they report that
they do not know how much information is
appropriatefor various age levels (Geadler, Dannison,
& Edlund, 1995). Thefinal goal of the study, then,
was to ask parents what could be done to support
their effortsto provide SHE at home.

METHOD

P ARTICIPANTS

Intotal, 9,533 surveyswere distributed to parents of
childrenin gradesK-8in 30 New Brunswick schools;
4,206 completed surveyswere returned. Parentswho
received multiple copies because they had more than
onechild enrolledin grades K-8 in the selected schools
were asked to complete only one copy and return the
extraindicating that they had already completed the
survey. Unfortunately, few parents did so. Because
it cannot be determined how many parents received
multiple copies but did not return the extras, it isnot
possible to calculate an accurate response rate.
However, the minimum estimate of the responserate
is46% and it islikely that the precise response rate
was significantly higher. Thetypical respondent was
femae (89%), lived inacity (45%) or rural community
(38%), wasin her 30s (54%) or 40s (34%), and had
completed high school (37%) or acollege, trade, or
technical school education (35%). Sixty-eight percent
of respondentshad achild in gradesK-5, 54% had a
child in grades 6-8, 24% had a child in grades 9-12,
and 12% had a child older than grade 12.

MEASURE

Parents compl eted asurvey entitled “ New Brunswick
Parents' Ideas About Sexual Health Education”
which was divided into six parts. Part A elicited
parents general opinions, rated on 5-point Likert
scales, about SHE in the schools, such as whether
SHE should be provided in the schools, whether the
school and parents should share responsibility for the
provision of SHE, and parents’ perceptions of the
quality of the SHE that their children have received
inschool. They alsoindicated thegradelevel at which
they thought SHE should begin (K-3, 4-5, 6-8, 9-12,

or “There should be no sexual health education in
schools’). Part B asked parents to indicate, on a 5-
point scaleranging from 1 (not at all important) to 5
(extremely important), how important itisto include
each of 10 topics in a sexual health curriculum.
Parentswere asked this question generally, and were
not asked to respond with regard to a specific child.
In Part C, parentsindicated the grade level at which
schools should begin covering each of 26 sexual
hedlthtopics(K-3, 4-5, 6-8,9-12, or “Thistopic should
not beincluded”). Next, in Part D, parentswere asked
to evaluate the SHE they had provided to their
children. Parentswere provided with the samelist of
10 general sexua health topicsasin Part B and were
askedtoindicateonascalefrom 1 (notatall)to4 (in
a lot of detail) how thoroughly they felt they had
discussed each topic. They responded to thisquestion
with respect to their oldest child who wasin grades
K-8. In Part E, parents provided demographic
information (gender, age, education level, and
community type).

In Part F of the survey, parents were asked three
open-ended questions. The first question invited

parents to comment on SHE in the schools. They
werethen asked to indicate how the New Brunswick
Department of Education or their child’ sschool could
support their effortsto provide SHE at home. Finally,

they were asked whether they would beinterested in
attending aworkshop on SHE if their child’s school

was to offer one and what topics they would like to
see included in this type of workshop. To evaluate
parents’ responsesto the open-ended questions, 1137
surveys (37%) were randomly selected from the 4206
completed questionnaires. In total, 547 of the 1137
guestionnaires (48%) contained aresponseto one or
more of these open-ended questions. Content analysis,
commonly used in survey research to evaluate
responses to open-ended questions (Weber, 1990),
was used to evaluate parents’ responses to these
items. One of the authors reviewed all responses to
each of these items and then read and reread the
responsesuntil patternsemerged. These patternswere
labelled asthemes. Because similar themes emerged
for the first two open-ended questions, responsesto
these items were analyzed together.

PROCEDURE
This study was conducted in the spring of 2000 as
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part of a larger project that also assessed teacher
and student attitudes toward SHE. Thirty-three
elementary and/or middle schools were selected
geographically from around the province so that an
approximately equal number of parents would have
children attending rural and urban schools. Thirty of
the 33 targeted schools agreed to participate.

Parents were informed about the survey by means
of a notice in the school newsdletter and/or a voice
mail message system. Classroom teachersdistributed
the surveys, sealed in privacy envelopes, to students
in their class, with the request that they take them
hometo be filled out by their parents. Surveyswere
returned to the school with the child, and then returned
to the researchers by the school.

RESULTS

ATTITUDES TOWARD SEXUAL HEALTH EDUCATION
Thevast mgjority of parentswerein support of school-
based SHE, with 94% of parents either agreeing
(40%) or strongly agreeing (54%) that SHE should
be provided in school (see Figure 1). Almost all
parents (95%) felt that both the school and parents
have arole to play in SHE, with 33% agreeing and
62% strongly agreeing that the school and parents
should sharethisresponsibility (see Figure 2).

Approximately equal numbersof parentsreported that
SHE should begin in grades K-3, 4-5, and 6-8 (33%,
32%, and 32% respectively). Thus, 65% of parents
felt that SHE should begin in elementary school and
97% felt that it should beginin elementary or middle
school. Only 1% of parentsreported that SHE should
not be provided in school (see Figure 3). In order to
determine whether parental characteristics were
associated with attitudes towards SHE, parents' age,
level of education, community type (rural versus
urban), and age of their oldest child were correlated
with these three items. Because of the large sample
size, only correlations accounting for more than 4%
of the variance were interpreted. None of these
characteristics significantly predicted parental
attitudes towards SHE.

The median of parents' responses showsthat parents
rated each of the 10 listed topics as important to
include in a sexual health curriculum (see Table 1).
Parents rated personal safety, abstinence, puberty,
sexua decison-making, and reproduction asextremely
important. They rated sexually transmitted diseases,
sexual coercion/assault, birth control methods and
safer sex practices, and correct names for genitals
asvery important to the curriculum. Although parents
felt that sexual pleasure/enjoyment was|essimportant
than the other ninetopics, they till rated it asimportant
overall.

Figure 1
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Figure 2

Percentage of parents agreeing with the statement, “The school and parents should share responsibility

for providing children with sexual health education”.
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Figure 3

Percentage of parents reporting that sexual health education should begin at specific grade levels.
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PREFERRED GRADE LEVEL FOR INTRODUCING
SeeciFic SExuAL HEALTH Topics

Parents were asked to indicate the grade level at
which they thought school s should begin teaching each
of 26 sexual hedlth topics. Theresultsare summarized
in Table 2. Therewas strong support for theinclusion
of al 26 topicsin the curriculum; between 73% and
99% of parents wanted each topic included at some

grade level. Further, parents wanted most topics
introduced by grades 6-8, and there were several
topicsthat many parentsthought should beintroduced
in elementary school.

The median responses of parentswho felt that topics
should be included in the curriculum indicated that
they wanted persona safety to beintroducedingrades
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Table 1 Importance Parents Assigned to Possible Topics in the Sexual Health Curriculum

Topic Median Mode Mean Standard Deviation
Personal safety 5 5 4.6 0.7
Abstinence 5 5 4.2 1.0
Puberty 5 5 4.1 0.9
Sexua decision-making in dating relationships 5 5 4.1 11
Reproduction 5 5 4.0 0.9
Sexually transmitted diseases 4 5 4.6 0.7
Sexual coercion & sexual assault 4 5 45 0.8
Birth control methods & safer sex practices 4 5 4.3 1.0
Correct names for genitals 4 3 3.7 1.0
Sexua pleasure & enjoyment 3 3 2.7 13

Note: Response options: 1 = not at all important, 2 = somewhat important, 3 = important, 4 = very important,
5 = extremely important. N= 3,941 to 4,027.

Table 2 Grade Level at which Parents Thought Specific Topics Should be Introduced

Percent indicating each grade level”

Should not be

Topic Median® K-3 4-5 6-8 9.1z Included
Personal safety K-3 58.8 23.3 155 24 0.6
Correct names for genitals 4-5 42.1 30.9 24.6 25 11
Body image 4-5 37.9 345 25.2 23 18
Sexual coercion and sexual assault 4-5 251 26.0 38.7 10.2 0.9
Puberty 6-8 26 43.2 50.9 33 05
Menstruation 6-8 14 42.3 52.0 4.3 13
Reproduction and birth 6-8 4.2 20.6 60.8 145 1.0
Being comfortable with the other sex 6-8 9.9 18.7 49.7 21.7 5.7
Abstinence 6-8 23 12.7 67.5 17.6 19
Sexually transmitted diseases/AIDS 6-8 2.3 14.7 67.8 151 0.5
Dedling with peer pressure to be sexudly active 6-8 14 13.8 67.7 171 20
Teenage pregnancy/parenting 6-8 14 8.3 67.9 224 13
Communicating about sex 6-8 6.6 16.5 48.8 28.2 5.6
Wet dreams 6-8 17 19.9 62.5 15.8 111
Birth control methods and safer sex practices 6-8 0.5 6.8 64.1 28.6 3.0
Sexudity in the media 6-8 21 125 48.3 37.1 134
Masturbation 6-8 23 119 59.8 26.0 194
Sex as part of aloving relationship 6-8 21 75 46.6 43.8 10.6
Attraction, love, intimacy 6-8 2.3 8.3 47.9 41.5 9.8
Homosexuality 6-8 35 111 50.4 35.0 16.7
Sexual behaviour (e.g., French kissing) 6-8 0.9 8.4 59.3 314 14.8
Teenage progtitution 6-8 5.4 13.0 40.4 41.4 16.8
Building equal romantic relationships 6-8 14 5.2 44.2 49.3 9.8
Sexual problemsand concerns 6-8 13 6.0 44.3 48.3 11.6
Pornography 6-8 11 7.6 49.8 41.4 25.1
Sexual pleasure and orgasm 9-12 0.4 2.8 37.8 59.0 274

Note: N=4,010 to 4,111 (all parents indicating preferences related to all grades)

2 The grade level by which 50% or more of parents wanted the topic introduced.

b«percent indicating each grade” is based on those who reported that they wanted the topic included.
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K-3. Parents were divided with respect to correct
namesfor genitals, body image, and sexual coercion
and sexual assault. The median response suggests
that parentswanted thesetopicsintroduced in grades
4-5, yet a substantial percentage of parents wanted
them introduced earlier (25%-42%).

Parents' median responses for most of the other
topicsindicated that they felt these topics should be
introduced in grades 6-8, with aminority of parents
(7% to 46%) wanting them introduced earlier. These
topicsincluded: puberty, menstruation, reproduction
and birth, being comfortable with the other sex,
abstinence, sexually transmitted diseases/AIDS,
dealing with peer pressure to be sexually active,
teenage pregnancy/parenting, communicating about
sex, wet dreams, birth control methods and safer sex
practices, sexuality in the media, masturbation, sex
as part of aloving relationship, attraction, love, and
intimacy, homosexuality, sexual behaviour, teenage
prostitution, building equal romantic relationships,
sexual problems and concerns, and pornography.
However, parentswere divided with respect to severa
of these topics. Although approximately half of
parents reported wanting puberty and menstruation
to be introduced in grades 6-8, an almost equal
percentage of parentswanted them introduced earlier
(46% and 44%, respectively). Similarly, median
responses suggest that parents want sex as part of a

loving relationship as well as attraction, love, and
intimacy introduced in grades 6-8, yet a similar
percentage wanted these topicsintroduced in grades
9-12 (44% and 42%, respectively). Sexual pleasure
and orgasm wasthe only topic with amedian response
indicating that parentswanted it coveredin grades 9-
12; yet, 41% of parentswanted even thiscontroversial
topicintroduced earlier in the curriculum.

Topics that more than 10% of parents wanted
excluded from the curriculum included wet dreams,
sexuality in the media, masturbation, sex as part of a
loving relationship, homosexuality, sexua behaviour,
teenage prostitution, sexual problemsand concerns,
pornography, and sexual pleasure and orgasm. It is
important to remember that these potentially
controversial topics still had the support of thelarge
majority of parents. For example, pornography and
sexual pleasure and orgasm drew the highest
percentage of parentswho felt that these topics should
be excluded. Yet, even for these two topics, 73%
and 75% of parents, respectively, supported their
inclusioninthe curriculum.

SeExuaL HEALTH EpucatioN ar HoME

Only about one-third of parentsfelt that the SHE they
or their partner had provided to their children at home
was excellent (9%) or very good (29%) (see Figure
4). An additional 38% felt that they had done agood

Figure 4  “In your opinion, how good a job do you think you and/or your spouse or partner have done in providing sexual

health education for your child/children?”
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job. Almost one-quarter of parentsfelt that they had
done only afair (19%) or poor (5%) job providing
SHE to their children. However, when asked about
thelevel of detail they had provided their oldest child
in K-8 on 10 sexual health topics, overall parents
indicated they had not discussed any of these topics
inalot of detail (see Table 3). According to the median
responses, parents reported discussing only persona
safety and correct names for genitalsin some detail.
In contrast, they reported discussing puberty,
reproduction, sexual coercion and assault, sexually
transmitted diseases, and abstinencein general terms
only. Overall, they had not discussed birth control
methods and safer sex practices, sexual decision-
making in dating relationships, and sexual pleasure
and enjoyment at all.

Becauseit islikely that parents provide more detailed
SHE to their children as they get older, depth of
coverage was examined for each of the 10 topics by
the child's grade level (see Table 3). Chi square
analysisrevealed significant differencesin the depth
of coverage of all topics based on the grade level of
the child. In general, parents with a child in older
grades reported discussing sexua health topics in
more detail than parentswhose child wasin younger
grades. Nonetheless, according to the median
responses, even parentswith childrenin middle school
had not discussed any of the topicsin alot of detail
with their child.

Examination of the median responses yielded two
patterns. First, there are some topics that parents
appear to discuss in greater detail as the child gets
older. For example, parentswith achild in gradesK-
3 had not discussed puberty at all, whereasthose with
achild in 4-5 had discussed it in general terms, and
those with a child in 6-8 had discussed it in some
detail. For reproduction and sexual coercion and
sexual assault, amore detailed discussion appearsto
comewith middle school (somedetail) as both parents
of early and late elementary students had discussed
thistopicin genera termsonly. Similarly, parentswith
children in elementary school tended not to discuss
birth control and safer sex practices, sexually
transmitted diseases, abstinence, or sexual decision-
making withtheir children at all, whereas parentswith
children in middle school had discussed thesetopics
in general terms. Some detail about the correct name

for genitals was given to children in grades 4-5 and
middle school; early elementary school children had
only beentold the correct namefor genitalsin general
terms. Second, some topics appear not to be
discussed in greater depth asthe child gets older—at
least until the end of middle school. For example, on
average, parentswith childrenin elementary or middle
school reported discussing personal safety “in some
detail”, and sexual pleasure and enjoyment “not at
al”.

SupPORTING PARENTS’ EFrorTs TO PROVIDE SHE
AT HOME

Three primary themes emerged from the content
analysis of parents responses to the open-ended
guestionsrepresenting their general comments about
SHE in school and suggestions for how their efforts
to provide SHE at home could be supported.

Theme #1: Evaluation of current curriculum. Many
parents made evaluative comments, positive and
negative, about the current sexual health curriculum.
Some parentstook the opportunity to indicate strong
support for SHE in school.

Parent 1: It is extremely important that
children learn correct information early.
If well-rounded information is provided,
sexual education doesn’t promote sexual
activity. I feel it is gaps in accurate
information that leads to experimentation
and unwanted consequences. Some kids
will experiment with or without knowledge
so it is best to prepare them.

Other parents made negative comments about the
sexual health curriculum, such as suggesting that SHE
should not be provided in schoal.

Parent 2: [ feel sex education should not
be taught in schools, because many of the
topics would necessarily promote a moral
agenda which may not be in keeping with
that of the home. I do not believe birth
control should be promoted in school, and
issues such as homosexuality and
relationships have no place in an
academic institution. Issues such as
avoiding sexual abuse and awareness of
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Table 3 Depth of Parents’ Coverage of 10 Sexual Health Topics with Children in Various Grade Levels

Depth of Coverage
In general In some In a lot of

Topic Median Grade Not at all terms only detail detail
Personal safety 3 K-3 11% 27% 4% 28%
3 4-5 10% 21% 38% 31%
3 6-8 % 21% 3% 35%
Abstinence 1 K-3 83% % 5% 3%
1 4-5 60% 21% 13% %
1 6-8 28% 27% 24% 21%
Puberty 1 K-3 58% 27% 13% 2%
2 4-5 23% 2% 36% 12%
3 6-8 8% 23% 44% 25%
Sexud decison-making 1 K-3 88% 8% 3% 2%
in dating relationships 1 4-5 73% 19% 6% 2%
2 6-8 41% 30% 18% 11%
Reproduction 2 K-3 31% 42% 23% 4%
2 4-5 22% 36% 3% %
3 6-8 11% 30% 40% 19%
Sexudly transmitted 1 K-3 83% 11% 4% 2%
diseases 1 4-5 54% 25% 15% 6%
2 6-8 22% 32% 2% 17%
Sexua coercion and 2 K-3 4% 25% 17% 10%
sexua assault 2 4-5 2% 30% 28% 13%
3 6-8 17% 2% 3% 22%
Birth control methods 1 K-3 87% % 3% 2%
and safer sex practises 1 4-5 66% 20% 11% 4%
2 6-8 36% 31% 21% 12%
Correct names for genitals 2 K-3 14% 41% 32% 14%
3 4-5 10% 3% 41% 15%
3 6-8 % 35% 38% 19%
Sexua pleasure and 1 K-3 88% 8% 3% 1%
enjoyment 1 4-5 78% 18% 4% 0%
1 6-8 60% 27% 10% 3%

Note: Percentages are within grade levels.
Chi Square analysis of variance variance (p < 0.001, df = 6) showed significant differences in depth of coverage
of each topic according to grade level.
Response options: 1 = not at all, 2 = in general terms only, 3 = in some detail, 4 = in a lot of detail.
N=3,946. Responses applied to one child in one grade: K-3 = 1,120 (28%); 4-5 =742 (19%); 6-8 = 2,084 (53%).

sexual coercion are issues of safety, and parents suggested ways in which it should be
appropriate to a school health curriculum. restricted.
Some parents suggested ways in which the current Parent 3: There should be more updated

S"lE CufflCU|um ShOU|d beeXpaI’]dedWhereaSOther lnfO {Sic} And at a younger age, not
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outdated general videos. It should be a
course once or twice a week for several
weeks.

Parent 4: The present program places too
much emphasis on knowing all of the parts
of the male and female anatomy. The
amount of and level of vocabulary is
excessive for middle school.

Theme #2: Quality of teaching. Some parents
mentioned the teaching methods used for SHE and
the importance of the quality of teaching. They
indicated that they want their children to have a
comfortable and qualified teacher and are concerned
that an uncomfortabl e teacher would impart negative
messages. Some parents provided suggestions
regarding who should beinvolved in providing SHE
(e.g., apublic health nurse) and what training would
beimportant (e.g., in-servicetraining).

Parent 5: Make sure the educators are
completely comfortable with the topic.
When they are uncomfortable the children
recognize this and it becomes a giggle
session. Not every teacher can teach this,
perhaps a special health education
teacher is needed.

Theme #3: Need for support for parents. Some
parents suggested ways in which they could be
supported in their efforts to provide SHE to their
children. Many expressed interest in attending a SHE
workshop and wanted general information on awide
variety of sexual health topics. Some parents
indicated that they would like to learn strategies for
approaching and discussing sexual health topicswith
their children at home.

Parent 6: Respecting your body. How to
help girls not succumb to pressures from
boys. How to make sex something normal
not hush hush or dirty.

Parent 7: All of the topics, especially how
to keep the communication open to our

kids so we can discuss these with them.

Some parentsindicated that they would likeincreased

communication with the school s about the SHE their
children would be receiving. Parents felt that
information on sexuality and suggestions on how to
discuss topics with their children could help them
respond to questions at home, and they suggested
various ways the school could provide such
information.

Parent 8: [ think that it would be very
beneficial for parents to know the topics
that would be discussed before the children
are actually exposed to it so that when they
come home and start asking questions, we
would be prepared for it and can respond
to them openly and honestly, without being
embarrassed or at a loss for words.

Parents were asked to indicate whether they would
beinterested in attending a SHE workshop for parents
if it was offered at their child's school. Fifty percent
of parentsindicated that they would be interested in
attending the workshop, 20% were not interested, and
30% were not sure. Parents who indicated that they
would be interested in attending a SHE workshop
were asked to list the topics that would especially
interest them. Of the 569 parents who indicated an
interest, 362 parents (64%) commented. Nineteen
percent of those parents indicated that they would
like general information on a/! topics. Specific topics
that parents frequently mentioned include sexually
transmitted diseasesand AIDS, puberty, menstruation,
correct names for genitals, contraception, teen
pregnancy, teen relationships, teen sexuality, dating,
peer pressure, sexual decision-making, sexual
coercion, sexua assault, sexual harassment, and
personal safety issues. Almost one-half of parents
(45%) expressed a desire to learn strategies for
approaching and discussing specific sexual health
topics with their children at home, including peer
pressure to have sex, how to answer children’s
guestions in away that is appropriate for their age,
and how to communicate about sexual health
information in a way that makes their child feel
comfortable.

DISCUSSION

The vast majority of parents in New Brunswick
support school-based SHE. Ninety-four percent
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agreed that SHE should be provided in school. This
result isconsistent with findings of 95% of parentsin
support of SHE inrural Ontario (McKay et al., 1998)
and 95% in rural Nova Scotia (Langilleet a., 1996),
and suggests that the fears teachers and
administrators have of parental and community
opposition may reflect the opinions of asmall, vocal
minority and not the opinions of most parents. Studies
likethisone can help reduce the fears administrators
and teachers have about parental opposition to SHE
at school. Themesthat emerged from the open-ended
guestions suggest that some parentswould liketo see
the current SHE curriculum begin earlier and be more
comprehensive, while other parents are concerned
about children receiving too much information at a

young age.

Clearly, most parents want SHE to begin by middle
school and many fedl that at |east sometopics should
be introduced earlier. In response to the question
about the grade level in which age-appropriate SHE
should begin, 65% of parentswanted age-appropriate
SHE to begin by grades 4-5, and 33% by grades K-
3. Thus, it appears that many parents want children
equipped with knowledge and skills to keep
themselves sexually healthy before they begin
engaging in sexual relationships. Giventhat thissurvey
did not provide details about what topics and what
depth of coverage would be considered “age-
appropriate” SHE at each of theselevels, itispossible
that some additional parents would support SHE in
the younger grades if they knew more about the
specific curriculum. Thus, it appears that there is
substantial support for introducing SHE in the early
elementary grades that, at a minimum, includes
personal safety, correct names for genitals, body
image, and sexual coercion and sexual assault.
However, as there is no consensus as to when in
elementary school various topics should be
introduced, parents need to be kept informed of the
content and rationalefor the sexual health curriculum.

Further, parents rated each of 10 sexuality topics as
important to the curriculum. Thissuggeststhat parents
want acomprehensive SHE program that includes a
full range of topics that go beyond biology, such as
sexual decision-making and sexual pleasure and
enjoyment. There was also support for including a
broad range of sexual health topicsin middle school,

including somethat may be considered controversial,
such as masturbation, homosexuality, and sexual
pleasure and orgasm. It appearsthat parentsrecognize
and support their children’ sneed for information about
abroad range of sexual healthissues. They a so appear
to support adevelopmenta approach to SHE inwhich
children learn the foundations of sexual health (e.g.,
correct namesfor genitals) in elementary school and,
asthey develop, new knowledgeisintroduced which
buildson thisbase.

Parents showed support for a comprehensive SHE
curriculum that startsin elementary school and thus
identified a wide range of topics as important. This
endorsement may reflect an awareness that parents
alone areunlikely to provide comprehensive SHE at
home. Almost all parents (95%) reported that the
school and parents shouldshare respongbility for SHE
provision. However, very few parents felt that they
had done an excellent job of providing SHE and few
parents had discussed sexual health topics in detail
with their children. While parents tended to discuss
many sexua health topicswith their childrenin greater
depth asthey grow up, even parentswith childrenin
middle school had not discussed any of thelisted topics
inalot of detail, and sometopics(e.g., sexual decision-
making, sexual pleasure and enjoyment, sexual
transmitted diseases) had been discussed in general
termsonly or not at al.

Giventhevariability intheimplementation of SHE in
schools (Barrett, 1994), and our finding that parents
seldom provided detailed information on SHE topics,
it seems likely that many students are not receiving
the kind of comprehensive and diverse education
about sexuality that their parents endorse. It is
probable that “safer” topics receive more coverage
at home and at school, exposing studentsto alimited
range of sexua health information. For example,
parents in this survey reported that they discussed
personal safety and correct namesfor genitalsin more
detail than birth control methods and safer sex
practices. Even parents of studentsin middle school
were more likely to have discussed the biological
aspects of reproduction than birth control methods,
safer sex, or sexua decison-making. Similarly, New
Brunswick teachers reported being more willing to
teach topics related to anatomy and physical
development and less willing to teach about topics
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such asmasturbation or sexual problemsand concerns
(Cohen et al., 2001). These are topics that,
traditionally, classroom teachers have not covered,
opting instead to stick to the safe biological aspects
of sexuality because they fedl they have knowledge
about, and are comfortablewith, these topics (Cohen
et al., 2001). Parents appear to be aware of many
teachers low levels of comfort with some sexual
health topics. Although not afocus of thissurvey, in
response to the open-ended questions, a number of
parents commented on the importance of teachers
being both qudlified to teach SHE (i.e., knowledgesble)
and comfortablewith discussing sexuality if children
areto befully educated about important sexual health
issues.

Despite their stated desire to do so, many parents
indicated that they are providing little or no SHE to
their children. Thisiscons stent with research showing
that many studentsreport that their parents have not
done a good job providing SHE (Byers et al., 2001,
McKay & Holowaty, 1997). It is important to look
closely at the reasons why parents are not engaging
in such discussions. For example, barriers, such as
inadequate knowledge or personal discomfort or
anxiety, may be keeping parents from having open
discussions about sexual health with their children.
Parents indicated two main ways that the schools
could support their effortsto provide SHE in thehome.
Firdt, they would liketo haveinformation from schools
concerning sexuality in general. Second, they would
like to be informed about the education their child
will bereceiving beforethey receiveit so they will be
prepared for questionsthat may arise at home. Taking
steps to address these concerns would help provide
parents with the tools they need to initiate sexua
health discussionswith their children. Many parents
indicated an interest in attending a SHE workshop, if
their child’ s school was to offer one. Schools might
consider offering workshopsfor parentsthat cover a
range of sexual health topics. Suchworkshopsshould
also provideinformation about how to talk toachild
in away that is age-appropriate and makes the child
comfortable.

Theresults of this study must be considered in light
of its limitations. First, although there was a good
response rate to the survey, with at least 46% of
parents returning completed questionnaires, it may

bethat parentswho did and did not return the survey
differ in important ways. As a result, the extent to
which thefindings of thisstudy can be generalized to
all New Brunswick parents or to parents in other
regions of Canadaisnot known. Second, the survey
was completed primarily by mothers, soitisnot clear
how well these results reflect the attitudes and
experiences of fathers regarding SHE at school and
at home. Third, thisstudy used only the survey method
to assess parents’ attitudes and experiences.
Interviews or focus groups with parents might well
have highlighted other salient issues. Finally, the cross-
sectional nature of this study limits our understanding
of parents ideas about SHE to one point in time.
Longitudinal studies that collect information from
parents as their children progress from elementary
to middle school may devel op amore accurate picture
of parents attitudes and experiences with SHE at
school and at home.

CONCLUSION

This study adds to a growing body of literature
documenting Canadian parents’ strong support for
comprehensive SHE in school starting in elementary
school with all topicsintroduced by middle school.
Although most parents would like to have arole in
their child’s SHE, few are actively discussing sexual
health topicsin great detail with them. Schoolshave
arole in supporting parental involvement in their
children’s SHE. Based on parents' own suggestions,
there are a number of ways in which this can be
accomplished, such as providing parentswith sexual
health information before it is disseminated to their
child and providing information on how to discuss
sexual hedlth topicswith their child. Involving parents
in the school -based SHE their children receive could
promote more discussion in the home and help
encourage healthy and safe sexual development.
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