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This study examined sexuality education policies of school districts following the enactment of a law by the state of 

Iowa in 2007 requiring schools to include curriculum related to human growth and development education.  The 

authors compared responses from superintendents in rural and urban areas in the state of Iowa regarding their 

districts’ sexuality curriculum policies. All public school superintendents in Iowa (n=364) were mailed a survey; 

131 (36%) responded.  The sample was representative of the state both geographically and by size of district.  

Findings indicate that while rural states (or more-rural areas within rural states) may be publically perceived to be 

more conservative than urban areas, their sexuality education policies show little statistical difference.  

Additionally, Iowa’s sexuality education policies were found to be equally or more inclusive in comparison to 

previously reported national results.  Community opposition to sexuality education was not evident.  

Superintendents indicated that state directives were the most influential factor driving district policies on sexuality 

education.  

Keywords:  sexuality education, abstinence education, curriculum, rural 

Although the teen pregnancy rate in the United 

States among girls aged 15-19, has decreased from 

approximately one  in 11 females in the year 2000 

(Henshaw, 2001) to one  in 14 in 2006 (National 

Campaign to Prevent Teen Pregnancy, 2010), this 

number is still high.  According to the 2007 Youth 

Behavior Risk Survey (YRBS) (Eaton et al., 2008), 

nationwide, 47.8% of students have ever had sexual 

intercourse and 35% of students are currently 

sexually active.  Moreover, 50% of the 19 million 

new cases of sexually transmitted infections (STIs) 

are among teens (Weinstock, Berman, & Cates, 

2000).   In light of these data, all states, rural and 

urban, face the challenge of providing quality 

sexuality education to their students.  However, while 

all students need the same essential information about 

growth and development and human sexuality, 

students in rural areas often face barriers to accessing 

professional help and advice.  First, there are limited 

numbers of reproductive health care providers in 

rural areas; second, students may reside at geographic 

distance from available providers (Winstead-Fry & 

Wheeler, 2001),  and third, due to close community 

ties in rural areas, there exists a real or perceived lack 

of confidentiality when using those providers 

(Garside, Ayres, Owen, Pearson, & Roizen, 2002).  

Overlying these issues is the common public 

misperception that teen pregnancy is an urban, not 

rural, issue (Bennett, Skatrud, Guild, Loda, & 

Klerman, 1997; Levine & Coupey, 2003; Yawn & 

Yawn, 1993).  In fact, rural teens are equally as likely 

to become pregnant as urban teens, and when White 

teens are considered alone, pregnancy rates are 

slightly higher in rural counties compared to urban 

counties.  Additionally, after becoming pregnant, 

rural teens are less likely to have an abortion, 

resulting in higher birth rates for rural teens (Bennett 

et al.).   

While studies comparing sexual activity between 

rural and urban teens are not common, data that do 

exist across rural and urban areas show rural 

adolescents have similar and sometimes higher rates 

of the high risk sexual behaviors that lead to 

adolescent pregnancy, early childbearing, and STIs.  

In an analysis of 1999 Youth Risk Behavior Survey 

data, Crosby, Yarber, Ding, DiClemente, and Dodge 

(2000) found that rural adolescent males were more 

likely than their urban counterparts to report ever 
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having sexual intercourse, not using a condom at last 

sexual intercourse, and to having used alcohol or 

drugs during their last sexual intercourse.  While 

Crosby et al. found no statistical difference in sexual 

risk-taking behaviors between rural and urban 

females, in a study of rural African American teens, 

Milhausen and colleagues (2003) found that rural 

African American females were more likely than 

their urban counterparts to report having ever had 

sex, to initiate sex before age 15, to have had more 

than one sexual partner in the past three months, and 

to report having not used a condom during their last 

sexual encounter.  Rural African American males in 

the sample were more likely to report having ever 

had sex and to report having not used a condom 

during their last sexual encounter than their urban 

peers.  Levine and Coupley (2003) analyzed YRBS 

data comparing risk behaviors by metropolitan status.  

While they found no differences in risky sexual 

behavior among urban, suburban, and rural youth 

when controlled for race, they asserted that urban 

youths may actually experience an “urban advantage” 

due to the high density of health care providers, 

targeted youth services, and access to public 

transportation in urban areas.   

The purpose of this study was to determine the 

status of sexuality education in Iowa’s urban and 

rural schools after the passage of the new law related 

to human growth and development education 

requiring sexuality education materials to be 

“research-based” (State of Iowa Legislature, 2008, 

para 4).  Research questions included (a) What are 

the sexuality education policies of districts?  (b) At 

what grade levels are schools delivering sexuality 

education?  (c)  Is the current policy identified as 

“abstinence-based” or “abstinence-only”?  (d) How 

do these findings differ from an earlier national 

sample? (e)  Do these findings differ in more rural 

areas vs. more urban areas of the state?   

  

Sexuality Education Policy in Iowa 

 

 In an attempt to improve sexuality 

education, and thus limit unintended pregnancy and 

reduce the STI rates among teens, the Iowa 

legislature passed a law related to human growth and 

development education requiring all public and non-

public schools to “incorporate age-appropriate and 

research-based materials into relevant curricula and 

reinforce the importance of preventive measures 

when reasonable with parents and students” (State of 

Iowa Legislature, 2008, para 4).  Research-based was 

defined as:  

 

[C]omplete information that is verified or 

supported by the weight of research conducted in 

compliance with accepted scientific methods; 

recognized as medically accurate and objective 

by leading professional organizations and 

agencies with relevant expertise in the field, such 

as the American College of Obstetricians and 

Gynecologists, the American Public Health 

Association, the American Academy of 

Pediatrics, and the National Association of 

School Nurses; and published in peer-reviewed 

journals where appropriate. (2)  Information that 

is free of racial, ethnic, sexual orientation, and 

gender biases. (State of Iowa Legislature, 2008, 

para 23) 
 

Existing Iowa Code both prior to the new law 

(passed in April 2007) and continuing forward 

requires that human growth and development 

instruction include coverage of human sexuality, self-

esteem, stress management, interpersonal 

relationships, domestic abuse, human papilloma virus 

(HPV) and the availability of the vaccine to prevent 

HPV, and Acquired Immune Deficiency Syndrome 

(AIDS) in grades one through twelve (State of Iowa 

Legislature, 2008, para 13).  The state does not 

currently require or suggest that schools follow a 

designated curriculum and does not restrict any topic 

from inclusion.  Iowa’s state policy mandates that 

schools teach health in grades K-8 and that high 

schools offer and teach one unit of credit in health 

education.  The state does not require that students 

complete the high school health credit for graduation.  

In terms of sexuality/abstinence education (heretofore 

referred to as “sexuality education”), each district 

determines the specific curriculum, resources, and 

time dedicated to instruction based on community 

and school needs.  Currently, the Iowa Department of 

Education endorses an abstinence-based approach 

and allows districts to adopt either an abstinence-

based or an abstinence-only sexuality education 

curriculum. 

 

Abstinence-Only vs. Abstinence-Based 

Approaches 

While nationally 93% of public secondary 

schools teach sexuality education and most states 

have a policy to include the topic in public school 

curriculum (Lindberg, Ku, & Sonenstein, 2000), 

there is great variability among states’ sexuality 

education policies.  Some states mandate that schools 

provide sexuality education or STI and/or HIV/AIDS 

education, some mandate both, and others simply 

make recommendations (Sexuality Information and 

Education Council of the United States [SIECUS], 

2008a).  Among the states with mandated sexuality 

education, some include specific requirements or 
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restrictions in terms of content and others leave these 

decisions up to local communities.  Even in states 

that do not mandate sexuality education, some have 

requirements and restrictions for the schools that 

choose to provide sexuality education (SIECUS, 

2008a).  It is generally accepted that sexuality 

education falls into one of two categories, abstinence-

only or abstinence-based.  Abstinence-only programs 

encourage teens “to wait until marriage to have sex.  

If birth control is mentioned, the message says that 

no birth control is 100% effective at preventing 

pregnancy and avoiding sexually transmitted 

diseases” (Barnett & Hurst, 2003, p. 264).  

Abstinence-based programs “emphasize the benefits 

of abstinence [and] include information about sexual 

behavior other than intercourse as well as 

contraception and disease-prevention methods” 

(SEICUS, 2008b, para 4). 

Sexuality education delivered to the nation’s 

adolescents is at the forefront of efforts to prevent 

unintended pregnancies and STIs.  School-based 

instruction is the primary mode of this education and 

has been shown to reduce sexual risk behaviors by 

delaying age of first intercourse, reducing levels of 

sexual activity, and increasing contraceptive or 

condom use (Kirby, Short, Collins, Rugg, Kolbe, 

Howard, et al., 1994).  In response to the ongoing 

debate about the most effective approach to sexuality 

education, there have been numerous studies 

comparing abstinence-based and abstinence-only 

approaches.  In order to shed light on the 

effectiveness of each, Kirby (2001) performed a 

meta-analysis of articles reviewing both abstinence-

based and abstinence-only programs.  Of twenty-

eight abstinence-based programs, nine were found to 

delay initiation of sexual intercourse, eighteen 

showed no impact, and one appeared to hasten the 

initiation of sex.  In the evaluation of three studies 

reviewing the impact of five abstinence-only 

programs, no scientific evidence of effectiveness was 

found in delaying the initiation of sexual intercourse.  

Conclusions similar to Kirby’s were reached by 

Manlove, Romano-Papillo, and Ikramullah (2004) 

who evaluated different types of sexuality education 

programs. Compared to control groups they found 

that while six of the nine comprehensive sexuality 

education programs, five of seven HIV/STI 

prevention programs, and four of four youth 

development programs delayed the onset of sexual 

activity, none of the abstinence-only programs 

delayed onset of sexual activity.  An exception to this 

pattern of findings is a study by Jemmot, Jemmot, 

and Fong (2010) comparing four curriculums 

(abstinence-only, safer sex-only, comprehensive, and 

a control curriculum) delivered to 12-year-olds.  Two 

years later, at age 14, fewer participants from the 

abstinence-only group were sexually active.  The 

authors, however, noted that that the abstinence-only 

curriculum used did not: Stress waiting until marriage 

for sex, contain medically inaccurate information, 

portray sex in a negative light, or use a moralistic 

tone, which sets it apart from most abstinence-only 

curriculums. 

While the majority of sexuality education 

programs in the U.S. take an abstinence-based 

approach, many school sexuality education policies 

do not reflect the preponderance of current research 

(Landry, Kaeser, & Richards, 1999).  A Kaiser 

Family Foundation study (2000) reported that 58% of 

principals said that their school took a comprehensive 

(abstinence-based) approach to sex education, 

teaching that while young people should wait to have 

sex, they should use birth control and practice safer 

sex if they do not.  An additional 34% of principals 

reported the main message of their sexuality 

education program was abstinence-only.  

 

Federal Policy 

 

Federal financial support for abstinence-only 

education began in 1982 with the Adolescent Family 

Life Act.  In 1996, Congress authorized Section 

501(b) of Title V of the Social Security Act which 

established an eight-point definition for abstinence 

education and provided $50 million a year in funding 

for state initiatives with the exclusive purpose of 

“teaching the social, psychological, and health gains 

to be realized by abstaining from sexual activity” 

(Howell, 2007, para 6).  The more restrictive 

Community-Based Abstinence Education funds, 

authorized in 2000, provided increased funding for 

abstinence-only education, while at the same time 

requiring that programs equally teach all components 

of the eight-point definition of abstinence-only 

education (Howell).  Not surprisingly, as annual 

funding for abstinence-only programs increased, so 

did their delivery.  For example, between 1995 and 

2002, as annual funding increased from $80 million 

to $204 million, there was a corresponding increase 

in students receiving abstinence-only education from 

9.3% to 23.8% (Lindberg, Santelli, & Singhas cited 

in Kohler, Manhart, & Lafferty, 2008).   

At the time of writing, Title V funding has been 

renewed for another five years, until 2014, as part of 

the health care reform law.  Annually, $50 million 

will be provided to states to promote abstinence from 

sex outside of marriage.  However, programs will no 

longer be required to meaningfully represent each 

component of the eight-point definition of 

abstinence-only education, which allows for much 
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more flexibility in the type of programming delivered 

(Boonstra, 2010a).  In addition to Title V funding, 

$114 million has been allocated in 2010 for the Teen 

Pregnancy Prevention Program, $75 million of which 

will go to programs proven through rigorous 

evaluation to reduce teen pregnancy.  An additional 

pool of federal money, the Personal Responsibility 

Education Program, allocated by the Administration 

on Children, Youth and Families, will provide $55 

million for proven programs to educate adolescents 

on both abstinence and contraception and prepare 

them for adulthood by teaching subjects such as 

healthy relationships, financial literacy, and parent-

child relationships (Boonstra, 2010b).  Thus, under 

the current presidential administration approximately 

$190 million is available in annual federal funding 

for abstinence-based sexuality education and $50 

million is available for abstinence-only education via 

Title V funds.   

Community Pressure 

 

Although national opinion polls show 90% of 

adult Americans believe it is very or somewhat 

important to teach sex education in schools (Dailard, 

2001), adverse pressure from the community is still 

of concern to schools (Kirby, 2007).  Worry about 

unfavorable community reaction has been associated 

with reduced odds of teaching multiple skills and 

topics related to pregnancy prevention (Landry, 

Darroch, Singh, & Higgins, 2003) and pressure or 

fear of pressure from parents, the community, or the 

school administration has been found to influence the 

inclusion of topics in sexuality education (Forrest & 

Silverman, 1989; Yarber & Torabi, 1997).  Sexuality 

education teachers’ personal views also influence the 

amount and depth of sexuality education that youth 

receives (Darroch, Landry, & Singh, 2000). 

There has been pressure to standardize sexuality 

education curriculum through national, state, and 

district policies (Darroch, Landry, & Singh, 2000; 

Lindberg, Ku, & Sonenstein, 2000).  These calls for a 

more standardized curriculum may be justified as 

great variability is seen in the depth and breadth of 

sexuality education programs within districts, and 

among districts, states, and the nation.  Landry, 

Kaeser, and Richards
 
(1999)

 
found evidence of this 

disparity in a nationally representative sample of 825 

public school district superintendents.  They found 

that although more than two-thirds of school districts 

had adopted a district-wide sexuality education 

policy, the remainder left decisions up to the school 

principal or to teachers.  Among school districts with 

a sexuality education policy, all required that 

abstinence be taught and 86% required that 

abstinence be promoted over other options.  

Approximately 35% of those with a district-wide 

policy (23% of all school districts) required that 

abstinence be taught as the only option for unmarried 

people, while either prohibiting the discussion of 

contraceptives or allowing discussion only of their 

ineffectiveness; 51% required that abstinence be 

taught as the preferred option for young people, but 

also permitted discussion of contraception as an 

effective means of protecting against unintended 

pregnancy and the use of condoms in preventing 

STIs.  An additional 14% presented abstinence as one 

option as part of a broad sexuality education program 

(see Table 1).   

In light of this great differentiation both locally 

and nationally, we collected data to determine the 

status of sexuality education policies in Iowa which 

allowed for analysis to determine if the policies differ 

between the more rural and more urban areas of the 

state. 

 

Methods 

 

Following approval from the Institutional Review 

Board, all superintendents in public schools (N = 

364) in the state of Iowa were sent a letter of 

invitation and a self-administered questionnaire 

(SAM) and asked to complete the questionnaire or 

ask a designee to do so.  Because of the relatively 

small number of districts in the state, all 

superintendents were included in the sample frame.  

A four-page paper questionnaire addressed to 

“Superintendent” was mailed to the school district.  

To improve response, a postcard reminder and 

second questionnaire were also mailed to non-

respondents.  Data were collected August-October 

2007.  

 

Participants 

 

A total of 131 school superintendents returned 

usable questionnaires for a response rate of 36%.  

The responding superintendents represented districts 

in 70% of the state’s 99 counties.  Respondents were 

geographically well-distributed throughout the state 

with 47 (35.9%) identified as being from the western 

third of the state, 40 (30.5%) from the central third of 

the state, and 41 (31.3%) from the eastern third.   The 

sample was also representative by size of district.  

The Iowa Department of Education reported 480,609 

students enrolled in 364 districts in 2007-2008 (Iowa 

Department of Education, 2008).
  
When divided into 

tertiles based on district enrollment, ‘small’ districts 

were those with enrollments of 1-494 students; 

‘medium’ districts were those with enrollments of 

495-899 students; and ‘large’ districts enrolled 900 or 

more students.  Of the respondents, 44 (34.4%) 
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represented small districts; 40 (31.2%) represented 

medium sized districts, and 44 (34.4%) represented 

large districts.  The total enrollment of school 

districts responding to this survey was 183,785 

students (M = 1,435.8, SD = 2,072.29), representing 

38.2% of all students in the state of Iowa.  The 

maximum value for district enrollment among survey 

respondents was 17,746 students and the minimum 

was 78.  Although Iowa itself is a rural state, within 

Iowa, size of district enrollment can essentially be 

used as a proxy for more rural versus more urban 

locations.  Larger school districts are more urban; 

while smaller districts are more rural.   

 

Instrument 

 

The instrument was based on a questionnaire 

included in an Alan Guttmacher Institute study 

conducted by Landry, Kaiser, and Richards in 1999.  

Two questions were added to the Guttmacher 

questionnaire to assess district policy and curricular 

changes in response to a new state law requiring 

research-based and medically accurate information be 

included in sexuality education.  The questionnaire 

included 18 questions regarding the presence, type, 

and scope of policies related to sexuality education, 

factors influencing the establishment of current 

policy, the grades in which specific topics are 

covered, curriculum used, and community support.  

The question format required respondents to indicate 

the response that best described their school district’s 

policy, either in a yes/no format or by choosing one 

sentence from a set of sentences (see example in 

Table 3).  No scales were developed for the 

questionnaire.  The items were designed to address 

dynamic policies and procedures and hence, no 

psychometric measures such as validity or reliability 

are applicable. 

The questionnaire stated that the term, 

sexuality/abstinence education, incorporates any and 

all health education related to human sexuality, 

including family life, abstinence until marriage, 

postponing sexual involvement, and avoidance of 

sexually transmitted diseases (STDs)/HIV and 

unintended pregnancy, and the term, policy, includes 

any guidance that applies, district-wide, to such 

education in the schools in your district.

Analysis  

 

Owing to the descriptive nature of the items, 

frequencies/percentages of responses were 

summarized to characterize responses and Chi-square 

statistics were used to assess group differences.  Data 

analysis was performed using SPSS 15.0 for 

Windows. 

 

Results 

The results section is divided into two parts.  The 

first part compares data with regard to sexuality 

education policies to data from the national survey 

conducted by Landry, Kaeser, and Richards
 
(1999). 

The second part examines the data collected from this 

study more closely. 

 

Comparing Iowa and National Data 

 

Compared to the most recent national data, this 

rural state is equally or less conservative regarding 

sexuality education (see Table 1).  For example, 

compared to national data, Iowa school districts were 

more likely to have policies that portray 

contraception as effective in preventing pregnancy 

and STIs.  Approximately 85% of Iowa districts 

reported presenting contraception in this context, 

compared to 65% nationally.  Additionally, fewer 

Iowa districts seem to be highlighting contraception’s 

ineffectiveness (14% compared to 35% nationally) 

(Landry et al., 1999).  Nationally, the prevalence of 

district policy with regard to sexuality education is 

higher than in Iowa districts (68.8%: 51.2), 

suggesting that Iowa districts may give schools more 

autonomy. Neither the national data nor the data from 

this study indicate community opposition to sexuality 

curriculum in schools. However nationally there is 

more community support, whereas in Iowa the 

community is more silent. While the impact of state 

directives in influencing sexuality education is very 

similar nationally and in Iowa at just under 50%, 

school boards have more influence in Iowa.  
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Table 1 

Comparison of Results from Landry et al.’s (1999) National Sample and Iowa Sample 

 National Sample 

(n= 825) 

Iowa Sample 

(n=131) 

Source of Policy   

District-wide policy 68.8% 51.2% 

Policy decisions made by schools or teachers 31.2% 48.8% 

Presentation of abstinence in curriculum    

Abstinence is one option in a broader educational program      

to prepare adolescents to become sexually healthy adults. 

 

14.4% 42.8% 

 Abstinence is the preferred option for adolescents; when     

 contraception is discussed, it is presented as an effective   

 means of providing protection against unintended  

 pregnancy and STIs/HIV for sexually active individuals. 

 

50.9% 42.8% 

 Abstinence is the only positive option outside of marriage;    

 when contraception is discussed, its ineffectiveness in  

 preventing pregnancy and STIs/HIV is highlighted.  

     OR 

 Abstinence is only option outside of marriage and all     

 discussion of contraception is prohibited. 

34.7% combined 14.3% combined 

Community support for district’s policy   

Strongly support 41.0% 25.0% 

Generally silent 53.0% 73.4% 

Divided 5.0% 1.6% 

Generally opposed <1% 0% 

Most influential factors on the establishment of current policy    

State directives 48.2% 49.1% 

Special advisory committee/Task Force 17.8% 9.4% 

School board action  17.0% 28.3 

Note. Comparisons were not made for all items in manuscript as results for all items were not reported for the 

national sample. 

 

Sexuality Education Policies  

 

 Although the researchers anticipated that 

sexuality education policies might differ substantially 

between the more urban and more rural districts, few 

differences in policy were found in responses based 

on size of district.  Thus, we discuss these results 

from the perspective of a rural state and do not 

differentiate between more and less rural areas within 

the state.  In the two instances that a significant 

difference was found, differences will be indicated. 

Slightly more than half of school superintendents 

(51.2%, n = 66) reported the presence of a district-

wide sexuality education policy, while 48.8% (n = 

63) reported leaving sexuality education policies up 

to individual schools or teachers.  None of the school 

districts reported a policy that prohibited teaching 

sexuality education.  Significantly more large/urban 

school districts reported the presence of a district-

wide sexuality education policy, while more 

small/rural districts reported leaving sexuality 

education policies up to individual schools or 

teachers (X
2
 = 6.15, p = .046).  Thirty-one percent (n 

= 41) of school districts reported teaching sexuality 

education in either 5
th

 or 6
th

 grades, 48.9% (n = 64) of 

school districts reported teaching sexuality education 

in 7
th

 or 8
th

 grades, and 49.6% (n = 65) school 

districts reported teaching sexuality education in high 

school (see Table 2).  Of these, 24.4% (n = 34) of 

school districts reported teaching sexuality education 
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at all three levels and an additional 15.3% (n = 20) of 

school districts reported teaching sexuality education 

in both middle school and high school, but not the 

elementary level. Eight districts reported delivering 

sexuality education in only one grade (5
th

 grade = 2, 

7
th

grade = 2, 8
th

 grade = 2, 9
th  

grade = 2).  

Table 2 

 

Number (and Percent) of Iowa Districts Teaching 

Sexuality Education at Each Grade Level 

Grade N (%) 

5
th

 30 (22.9%) 

6
th

 35 (26.7%) 

7
th

 48 (36.6%) 

8
th

 59 (45.0%) 

9
th

 57 (43.5%) 

10
th
 48 (36.6%) 

11
th
 41 (31.3%) 

12
th
 33 (25.2%) 

 

Respondents were also asked to identify how 

abstinence is presented in the curriculum they 

deliver.  The five options were: 

1. Abstinence is one option in a broader 

educational program to prepare adolescents to 

become sexually healthy adults.  

2. Abstinence is the preferred option for 

adolescents. 

3. When contraception is discussed, it is presented 

as an effective means of providing protection 

against unintended pregnancy and STIs/HIV for 

sexually active individuals.  

4. Abstinence is the only positive option outside of 

marriage; when contraception is discussed, its 

ineffectiveness in preventing pregnancy and 

STIs/HIV is highlighted. 

5. Abstinence is only option outside of marriage 

and all discussion of contraception is prohibited.  

 

Based on these descriptions, 85.6% of districts 

reported portraying contraception as effective in 

preventing pregnancy and the use of condoms in 

preventing STIs, while 14.3% highlighted 

contraception’s ineffectiveness or did not discuss 

contraception (see Table 3). 

Table 3 

Number (and Percent) of Iowa Districts Identifying How Abstinence is Presented in the District’s Curriculum 

Abstinence is one option in a broader educational program to prepare 

adolescents to become sexually healthy adults. 

33 (42.8%) 

Abstinence is the preferred option for adolescents; when contraception is 

discussed, it is presented as an effective means of providing protection 

against unintended pregnancy and STIs/HIV for sexually active 

individuals.  

33 (42.8%) 

Abstinence is the only positive option outside of marriage; when 

contraception is discussed, its ineffectiveness in preventing pregnancy 

and STIs/HIV is highlighted. 

10 (13.0%) 

Abstinence is only option outside of marriage and all discussion of 

contraception is prohibited. 

1 (1.3%) 

 

 

 

Respondents were also asked to identify the most 

influential factor impacting the establishment of the 

current district policy.  Nearly half of superintendents 

who responded to this item indicated state directives 

were the most important factor (49.1%, n = 26), 

28.3% (n = 15) indicated school board action, 9.4% 

(n = 5) indicated a special school board advisory 

committee/task force recommendation, 9.4% (n = 5) 

indicated teachers’ or other school officials’ support 

for a broader sexuality education, and 3.8% (n = 2) 

indicated teachers’ or other school officials’ support 

for a stricter abstinence education.  None reported a 

formal complaint to the school board, litigation 

challenging the policy, organized community efforts 

in support of either stricter or broader sexuality 

education, federal abstinence-only funds, or CDC 

HIV prevention education funds as the most 

influential factor on policy change. 

Twelve respondents (9.2%) indicated that their 

curriculum was currently under review due to 
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changes needed to comply with new state 

requirements to provide “research-based and 

medically accurate information”.  One quarter of the 

respondents (25.2%, n = 33) reported their districts’ 

most recent policy had been adopted since 2000.  

However, 6.1% (n = 8) responded that their most 

recent policy was adopted in the 1990s.  Three 

percent (n = 4) reported that their most recent policy 

adoption was in the 1980s and nearly a quarter did 

not know when their most recent sexuality education 

policy was adopted (23.7%, n = 31). 

 

Opt-Out Policy   

 

Of 107 respondents, 84.1% (n = 90) reported 

giving parents the option of removing their child 

from a sexuality education course or class; 2.8% (n = 

3) reported requiring parents to give specific 

permission for their child to attend a sexuality course 

or class, and 10.3% (n = 11) reported not having a 

policy on this issue.  For those students whose 

parents opt their children out of, or do not opt them 

into, the offered sexuality education course or class, 

7.5% (n = 8) districts reported the students must 

attend an alternative course/class that is offered by 

the school that is directly related to sexuality 

education; 45.6% (n = 41) of districts reported 

students must complete coursework or a project 

related to health; 30.8% (n = 33) of districts reported 

students are not required to complete any health-

related coursework or project, and 7.5% (n = 8) of 

districts reported ‘other’ requirements must be met. 

 

Curriculum   

 

Forty-eight (38.4%) school districts reported 

adopting a standardized curriculum on sexuality 

education and 77 (61.6%) districts reported not using 

a standard curriculum.  Of those districts who 

reported adopted a standardized curriculum, 45 

reported use of an internally developed curriculum.  

However, many identified the use of standardized 

curricula within their internally developed 

curriculum.  The most common standardized 

curriculums were Reducing the Risk, Sex Respect, 

and Postponing Sexual Involvement.  Significantly 

more large/urban school districts reported the use of a 

standardized curriculum, (X
2
 = 16.50, p <.0001).   

Respondents were asked a series of questions 

specific to curriculum delivery including any topics 

prohibited from inclusion, use of outside experts for 

delivery, and whether or not students were divided by 

gender for delivery of curriculum.  Respondents were 

first asked to identify whether or not teachers were 

prohibited from teaching or discussing certain topics.  

Most districts did not prohibit either teaching about 

or the discussion of condoms to prevent STIs/HIV, 

contraceptives, masturbation, homosexuality, or 

abortion.  Some schools prohibited the teaching of 

these topics, but allowed the discussion of them, 

while others prohibited both teaching and discussion 

(see Table 4).  Although there was a significant 

difference in the use of a standardized curriculum, 

there were no differences between urban and rural 

districts regarding inclusion or prohibition of 

teaching on specific topics.  More than half of all 

districts (55.7%) allowed outside experts/educators to 

deliver their sexuality education curriculum.  

Although division of students by gender was more 

common at lower grade levels, one district still 

separated students by gender up to 11
th
 grade (5

th
 

grade = 24, 6
th

 grade = 14, 7
th  = 

5, 8
th 

= 3, and 11
th

 

grade = 1).  

 

Table 4 

Number of Iowa Districts that Allow/Prohibit Teaching and Discussion of Specific Topics in Sexuality Education 

Topic Allow # Prohibit # Prohibit in Grade level # 

   K-4 5 6 7 8 9 10 11 12 

Condoms to prevent STIs/HIV 77 15          

     Teaching   9 10 7 4 6 3 3 3 3 

     Discussing   3 3 2  1     

Contraceptives 77 14          

     Teaching   9 11 7 5 8 3 3 3 3 

     Discussing   3 4 2 2 2     

Masturbation 71 16          

     Teaching   9 10 9 6 9 5 6 6 5 

     Discussing   3 3   2  2 2 1 

Homosexuality 74 16          
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     Teaching   9 11 10 7 10 6 6 5 5 

     Discussing   2 3   2 1 1 1 1 

Abortion 77 13          

     Teaching   8 9 9 6 8 5 5 5 5 

     Discussing   2 2 2 2 1     

Community Support   

 

Out of 128 responses to this item, 97.7% 

reported sexuality education was not raised as a 

major issue during recent school board elections (n = 

123) and 2.3% reported they did not know (n = 3) if 

sexuality education was a major issue during recent 

elections.  No districts reported that sexuality 

education was raised as a major issue during recent 

school board elections.  Regarding the attitude of the 

community at large about the districts’ policies, 25% 

reported the community strongly supports the 

district’s policy on sexuality education (n = 31), 1.6% 

reported the community is divided regarding the 

current policy (n = 2), and 73.4% reported the 

community is generally silent on this issue (n = 91) 

(see Figure 1).  No districts reported that the 

community is generally opposed to the current 

policy. 
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Discussion 

 

While rural states may be characterized as more 

conservative than their urban counterparts, compared 

to the most recent national data, this rural state is 

equally or less conservative regarding sexuality 

education (see Table 1).  For example, compared to 

national data, Iowa school districts were more likely 

to have policies that portray contraception as 

effective in preventing pregnancy and STIs.  

Approximately 85% of districts reported presenting 

contraception in this context, compared to 65% 

nationally.  Additionally, fewer Iowa schools seem to 

be highlighting contraception’s ineffectiveness (14% 

compared to 35% nationally) (Landry et al., 1999).  

Additionally, within our rural state, while the 

population centers are often characterized as having 

more liberal views; we found no statistical difference 

in the polices, curriculum, or opposition encountered 

by the districts based on metropolitan status.  The 

 

 

Area of Iowa   

Western Iowa (n = 47 ) Community is generally silent on this issue 78.7%  (37/47) 

 Community strongly supports current policy 21.3%  (10/47) 

 Community is divided regarding current policy 0%  (0/47) 

Central Iowa (n = 39) Community is generally silent on this issue 61.5%  (24/39) 

 Community strongly supports current policy 33.3%  (13/39) 

 Community is divided regarding current policy 5.1%  (2/39) 

Eastern Iowa (n = 38) Community is generally silent on this issue 78.9%  (30/38) 

 Community strongly supports current policy 21.1%  (8/38) 

 Community is divided regarding current policy 0%  (0/38) 

Figure 1.  Location of respondents by county and perception of community attitude toward sexuality education 
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differences found indicate a greater likelihood of the 

presence of a district wide policy regarding the 

teaching of sexuality education in large/urban 

districts as opposed to leaving the decisions to 

individual schools and teachers.  Additionally, and 

most likely a reflection of the presence of a district 

wide policy, large/urban districts were more likely to 

adopt a specific curriculum for sexuality education.  

However, it is important to note that these two 

differences are not a reflection on the type of 

curriculum, but merely standardization, which would 

be necessary in larger districts to ensure a more 

uniform delivery across multiple school buildings 

and teachers as opposed to smaller rural districts with 

singular buildings and possibly singular teachers. 

While there is often a public perception of a 

vocal and active opposition to sexuality education, 

this was not found to be true.  No districts reported 

sexuality education being a major issue in the last 

school board election and no districts reported that 

the community was generally opposed to the current 

policy.  In fact, teachers and other school officials 

were cited as influential factors in the establishment 

of current policy, but parents were never mentioned 

as the most influential factor.  “Largely silent on this 

issue” is how most administrators described their 

community.  This is consistent with the national 

finding that most parents want schools to be involved 

in sexuality education (Dailard, 2001).  Interestingly, 

Orr
 (
1982) reported that when parents were involved 

in the development of the sexuality education 

curriculum, a greater number of topics were included 

in the curriculum, especially the most controversial 

topics.  This reinforces the notion that parents are 

more likely to be allies than enemies when it comes 

to the delivery of sexuality education in schools.  

However, the perception of opposition is quite 

powerful and affects what information is delivered in 

the classroom.   Landry, Darroch, Singh, and Higgins 

(2003) reported
 
that teachers who were concerned 

about the potential of adverse community reaction 

were almost twice as likely as other teachers to 

emphasize ineffectiveness of contraceptive methods 

or not to discuss preventive methods.   

One point of concern raised by the findings is the 

number of districts (10.3%) with no policy regarding 

the notification of parents of sexuality education.  

Iowa has long had a parental notification law and opt-

out policy.  This type of notification is both 

appropriate and important to build trust with parents 

and to continue the lack of opposition sexuality 

education reportedly faces in this state. 

The new state law’s requirement for medically 

accurate and research-based materials may push more 

districts toward the adoption of standardized or 

nationally-recognized curriculum.  Most schools 

reported internally developed curriculum which may 

or may not reach this standard.  However, the use of 

curriculum known to meet the standard would allow 

for easy identification and evaluation by the state 

Department of Education.  In addition to standardized 

curriculum, it is possible that the new law may affect 

the current censorship on some topics.  A medically 

accurate education would likely include discussion of 

contraception, condoms to prevent HIV and other 

STIs, masturbation, homosexuality, and abortion.  

While all of these topics must be approached in an 

age-appropriate manner, it is difficult to imagine a 

research-based medically accurate curriculum 

without the discussion of contraception or use of 

condoms to prevent HIV and other STIs.   

In the near future, the new law may also alter 

districts’ approaches to how curriculum is chosen.  In 

almost half of all cases (48.8%), the policy regarding 

sexuality education is made at school or teacher 

levels, rather than at district level.  This is lower than 

national data which estimates two-thirds of districts 

have district-wide policies (Landry, Kaeser, & 

Richards, 1999).   This discrepancy may be due to the 

long history in Iowa of local control, even to the 

point of school-specific policy as opposed to a 

district-wide policy.  However, state directives do 

seem to be important in the district decisions, as they 

were found to be the most influential factor in the 

district policies.  Time will reveal if movement 

toward research-based means more decisions at the 

district-level and fewer at the school and teacher 

level.  Additionally, as these data were collected soon 

after the passage of the law, they form a baseline for 

future comparison of how school districts may alter 

their policies in reaction to the law. 

  While this law is certainly a step in the right 

direction, an additional legal step that is needed is 

comment on the depth of coverage of specific health 

topics.  There is currently no language within the 

Iowa Code identifying how this information should 

be covered, for how many minutes, or how many 

times.  In fact, the law can be read to indicate that as 

long as human growth and development is addressed 

in one lesson plan, one time, between first and fifth 

grades, the state requirement is met.  The authors also 

wonder, given the strong case against the 

effectiveness of abstinence-only education, how 

much longer it will be allowed to be delivered in a 

state requiring research-based sexuality education.  A 

decade ago, the Consensus Panel on AIDS of the 

National Institutes of Health stated that the 

abstinence-only approach “places policy in direct 

conflict with science because it ignores 

overwhelming evidences that other programs are 
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effective” (National Institutes of Health, 2008, p. 15) 

in delaying initiation of intercourse among 

adolescents, in reducing the number of partners, and 

in increasing the use of condoms among those 

already sexually active.
 
 Perhaps clarification on how 

abstinence-only sexuality education fits within the 

research-based framework and recommendations for 

time allotted to sexuality education will be included 

in future legislation.  However, the refusal of federal 

funding for abstinence-only education by Iowa’s 

Governor in 2008, soon after the adoption of the 

research-based and medically accurate sexuality 

education law (Waddington, 2008), is perhaps a 

signal of the State’s recognition of the 

incompatibility of abstinence-only education with the 

requirement that sexuality education be research-

based and medically accurate.  Furthermore, the 

appropriation of federal funding for abstinence-based 

education under President Obama’s Administration 

(Boonstra, 2010a) may lead to further movement 

away from abstinence-only education in states 

previously accepting Title V funds. 

Conclusion 

 

While the data reveal the status of sexuality 

education in Iowa schools, some limitations should 

be noted.  First, the response rate was typical, but low 

enough to generate possible concerns about non-

response bias.  While the sample was representative 

geographically and by district size, results may not 

reflect the population as well as a larger sample may 

have.  Second, as this study was a replication of a 

previous national survey, few changes were made to 

allow comparison to the original survey.  This 

restricted the ability of the research team to ask more 

specific questions about classroom practice.  Also, 

these data reflect sexuality education policies as 

reported by the district superintendent (or designee), 

rather than what classroom teachers responsible for 

sexuality education report happening in the 

classroom.  Thus these results pertain to district 

policy on sexuality education delivery rather than to 

actual classroom practice. 

The status of sexuality education policies in 

Iowa is positive overall.  It is encouraging that, 

compared to national data, school districts in this 

rural state are more likely to have policies that 

portray contraception as effective in preventing 

pregnancy and the role of condoms in helping protect 

against STIs.  The lack of community opposition to 

sexuality education is also a cause for optimism.  The 

new law continues to move Iowa in the right 

direction, protecting our youth and improving their 

opportunities for a healthy future.  However, future 

legislation addressing time allotted, content, and 

depth of coverage would greatly improve the status 

of this state’s and all states’ sexuality education 

status.  In the meantime, it is important for school 

leaders and those involved in sexuality education to 

recognize that the need for sexuality education is no 

less dire in rural areas than it is in urban areas and the 

curriculum and policy related to sexuality education 

need not be more conservative in rural areas than in 

urban counterparts.
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