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Abstract:

The purpose of this study was to investigate the perspectives of individuals on the topic of sexual education in the population of students in special education in the public school system.  Surveys were distributed both in person and via mail to educators in school districts in the Phoenix metropolitan area.  The opinions of educators, administrators, parents, and individuals with no relationship to this topic were all surveyed.  Ninety-one surveys were completed.  Questions asked in the survey included the appropriateness of sexual education within the regular and special education populations, at which grades special education should be taught, if at all, in the public school system’s regular and special education curriculum, and topics that should be included in the sexual education curriculum in both the regular and special education populations.  Demographic information on the respondents of the survey was also recorded.  Future research should be conducted regarding the exact content of sexual education programs with a larger sample of public school systems surveyed, including more in depth data collection.

“Individuals with mental retardation are entitled to a right to such education, training, rehabilitation, and guidance as will enable them to develop their ability and maximum potential” (Duh, 1999, p. 303).  Two of the most challenging human interactions to pursue are in the areas of intimate relationships and sexuality (McCabe & Cummins, 1996).  McCabe and Cummins believe that, “Sex-related behavior is among the most subtle and complex of all human behaviors.  Yet it is a central component of social interaction, so that each day in the public domain presents a veritable minefield of potential challenges” (p. 13).


HISTORICAL PERSPECTIVES OF INDIVIDUALS WITH ID


Traditionally, society has largely assumed individuals with mental retardation to be asexual or that they would weaken the gene pool and overburden society if they were to be allowed to have children.  Thus, society has tended to ignore the sexual rights of these people (Garwood & McCabe, 2000).  Mansell (2001) stated that, “Over the past few decades, there has been growing interest among professionals and family members in the sexuality issues facing people with developmental disabilities.  Similarly, there has been growing recognition of and response to the heightened vulnerability of people with developmental disabilities to sexual, physical, psychological abuse, and neglect” (p.330).  Society’s traditional assumptions have been used as justifications for gross violations of human right including isolation in institutions, random and non-consensual sterilization, and residential segregation by gender (Oliver, Anthony, Leimkuhl, & Skillman, 2002). 


THE LEGAL RIGHTS OF INDIVIDUALS WITH ID


For the last century, issues of sexuality have been controversial in regard to individuals with intellectual disabilities such as mental retardation (Whitehouse & McCabe, 1997).  In the early 1999s, many people with intellectual disabilities were not provided with education and either were confined to their homes or committed to asylums for the mentally ill, which often times led to mass sterilization (Whitehouse & McCabe).  As early as 1912, Goddard recorded negative opinions in his writings about the Kallikak family.  He felt that mentally retarded females should be made sterile and mentally retarded males should be castrated (Russel & Hardin, 1980).  Despite historical attitudes toward intellectual desexualization of individuals with mental retardation, trends beginning in the early 1970s have been leaning more toward deinstitutionalization and normalization (Russell & Hardin).  In 1971, people had their sexual rights guaranteed by law in the Declaration of Rights of the Mentally Retarded.  These abstract rights were then translated into services models in the 1980s (Whitehouse & McCabe).  The late 1980s and 1990s brought about an increase of sex ed programs regarding protective behaviors and safe sex in response to the growing number of people infected with the HIV virus within the community of people with intellectual disabilities (Whitehouse & McCabe).  

Contrary to the message historically projected by society, serious physical imperfections and/or intellectual disabilities do not condemn a person to asexuality (Duh, 1999).  A study by Monat (1982) reported that, “[A]dults with mild mental retardation are not significantly different from people without mental retardation in their exploration and control of their sexual impulses.  Yet both their right and their need to act sexually is frequently denied by others” (as cited in McCabe, 1993, p. 378).  McCabe also asserted that there are several key factors that effect the sexual rights of individuals with intellectual disabilities: the sexual knowledge and sexual needs of individuals with intellectual disabilities, attitudes of parents and caregivers toward sexuality, and the nature as well as the effectiveness of sexual education programs that have been created for this special population of individuals.  It is unfortunate that others often deny both the needs and rights of individuals with intellectual disabilities to act sexually.  “Such attitudes raise serious doubts about the normalization principle, with its emphasis on the rights of people with mental retardation to culturally normative living, culturally normative living conditions and quality of life” (McCabe, 1993, pg. 378-379).  Even more alarming is the fact that sterilization of individuals with mental handicaps, “…is legal in all 50 states and requires informed consent for those testing 65-85 IQ and considered borderline” (Olasov, 1993, pg. 6).  In order to protect the rights of individuals with intellectual disabilities, adequate sex education must be provided (McCabe).

Olasov recites the, “Sexual Rights of the Mentally Handicapped…The right to: 1. Receive training in social-sexual behavior that will open more doors for social contact with people in the community. 2. All the knowledge about sexuality they can comprehend. 3. Enjoy love and be loved, including sexual fulfillment. 4. The opportunity to express sexual impulses in the same forms that are socially acceptable for others. 5. Marry. 6. Have a voice in whether to have children. 7. For supportive services which involve those rights as they are needed and feasible” (1993, pg. 9).


LACK OF SEXUAL KNOWLEDGE OF IND. W/ID

Oliver et al. assert that, [S]exuality is an important component of the lives of individuals with mental retardation” (2002, p.194).  Individuals with developmental disabilities develop at the same pace physiologically and sexually as individuals who are not developmentally disabled.  They have the same anatomy, as well as emotional, physical, and sexual needs as their non-disabled peers.  Thus, sexual education is an equally essential aspect of basic mental and physical health maintenance.  However, a number of differences do exist between the two groups.  The level of knowledge regarding sexual issues is significantly less in individuals with developmental disabilities (Caper & Glidden, 2001).  

One of the biggest factors accounting for the lack of knowledge of these individuals in the area of sexual education is the limited sources they are exposed to.  Since typical students in general education tend to develop their knowledge base through the form of books, television, and conversation, students with disabilities may not receive the same exposure to such sources of knowledge (Duh, 1999).  Children with developmental disabilities such as mental retardation may not be as capable as their non-disabled peers to sort out messages in the media (Brantlinger, XXXX).  A study conducted by McCabe and Cummins indicated that the level of knowledge of people with intellectual disability was lower in all areas except body part identification and menstruation and had less experience regarding sexual intercourse and intimacy (1996).  People with mental retardation and other developmental disabilities living within the community tend to lack information pertaining to sex, sexual behaviors (such as condom use), and STD education (Gust, Wang, Grot, Ransom, & Levine, 2003).  Due to the fact that individuals with intellectual and developmental disabilities often have conceptual and language difficulties in addition to poor reading skills, they often have limited access to educational information regarding sexuality (Olasov, 1993).

Children with “visible” disabilities such as mental retardation, cerebral palsy, spina bifida, and other physical impairment fall into the group of adolescents that are often easily categorized as society’s more common perception of a disability.  However, challenges in providing proper sexual education extend into another population of students with disabilities, those with “invisible” disabilities.  The largest and most common invisible disability is a learning disorder.  The difficulty in providing these students with adequate sexual education is that they are frequently mainstreamed and aren’t being provided special education services because providers and educators aren’t always aware of the student’s special learning needs.  While their unique learning needs may prevent them from learning in traditional ways, they are still receiving information in the same manner as their non-disabled peers (Shapland, 2000).  While most children are able to interpret and utilize information about sexuality that they are surrounded by, individuals with developmental disabilities are more likely to have visual and auditory perceptual problems that may affect how they are able to receive and process information (Shapland).

IMPROPER ATTITUDES OF INDIVIDUALS WITH ID TOWARD SEXUALITY

As an educator, it is important to recognize that many students with developmental disabilities, particularly mental retardation, have preconceived views regarding sexuality.  The media, their peers, their own experiences, their interactions with caregivers, and the community at large shape these well-formed views.  It is important to understand the attitudes of these individuals in order to provide education and instill healthy attitudes toward sexuality (Lunsky & Konstantareas, 1998).  Adolescents and adults who are mentally retarded tend to hold more conservative attitudes than their non-disabled peers in regard to sexuality (Lunsky & Konstantareas).  Garwood and MacCabe assert that, “Widespread negative attitudes and discomfort toward sexual expression among people with intellectual disability leads to a very real barrier to permitting and encouraging people with intellectual disability to attend sex education programs” (2000, p.281).  Many women with mental retardation think that sexual intercourse in intended to be painful (Oliver, et al., 2002).  Lunsky and Konstantareas assert that certain factors such as, “the relative absence of information on sexuality for people with developmental disabilities and the overriding need to protect these individuals from sexual abuse” account for some of the less accepting attitudes regarding sexual behavior held by people with developmental disabilities (p. 26, 1998).  

NEGATIVE CONSEQUENCES OF SEX/ SEX ABUSE



A lack of sexual education presents problems for individuals with intellectual disabilities in more ways than one.  It is clear that many of these individuals are often lacking in judgement.  This is why it is so critical to provide them with sexual education so that they are aware of the ramifications of their actions and can make good choices in life.  Olasov explains that individuals with intellectual disabilities, “[n]eed to be taught those behaviors which are not appropriate in public and those done privately.  Of the charges lodged against mentally handicapped persons, almost one third are sexually related.  The offenses committed are usually of a fairly harmless nature, such as public masturbation or indecent exposure” (1993, pg. 8).  If these individuals are to be held accountable for hteir actions, they must be educated on matters regarding sexuality if they are to fulfill expectations of appropriate public and private behaviors.  Olasov explains that, “Human sexual behavior is more than just sexual intercourse; it also involves interpersonal relationships in a general sense, appreciation of sex in the development of the person, the ability to make informed decisions in social-sexual matters, accurate information about sexuality, and social concepts such as dating, marriage, parenthood, and responsibility for one’s behavior” (pg. 2).

Individuals with developmental disabilities were more likely to experience negative consequences of sex, despite the fact that they had fewer sexual interactions than their non-disabled peers.  A study by McCabe and Cummins indicated that people with intellectual disability had more instances of unwanted pregnancy, sexually transmitted diseases, and masturbation (1996).  Lunsky and Konstantareas assert that certain factors such as, “the relative absence of information on sexuality for people with developmental disabilities and the overriding need to protect these individuals from sexual abuse” account for some of the less accepting attitudes regarding sexual behavior held by people with developmental disabilities (p. 26, 1998).  Olasov asserts that, “There is a broad consensus that the mentally handicapped are ignorant in sexual matters, and that this ignorance contributes to exploitability and community rejection…[T]he mentally handicapped are easily and frequently exploited, more vulnerable, more gullible, more easily coerced, bribed, or blackmailed with regard to sex” (1993, pg. 3).  Olasov also reports shocking figures regarding the percentage of individuals with mental handicaps who are sexually abused at some point in their life.  Sadly, 75% of the mildly mentally handicapped and 90% of those with moderate intellectual disability are sexually abused by others.  Thus, they are significantly more likely to receive sexual abuse than children without a mental handicap.  If we are to protect these at risk individuals, we must educate them on the topic of sexuality.

TOPICS/ISSUES ADDRESSED BY PUBLIC SCHOOL SEX ED PROGRAMS

In 1995, Blackburn reported that most public sex education programs do not address the common concerns of individuals with disabilities regarding the effects of their disability on sexual functioning (Caspar & Glidden, 2001).  In 1997, sex education programs developed for individuals with disabilities were evaluated by Whitehouse and McCabe.  They concluded that the prevalence of comprehensive programs was low.  They also reported that the programs they did find were geared more toward increasing knowledge and providing factual information to developmentally disabled students while placing a minimal emphasis on the development of healthy attitudes toward sexuality (1997).  McCabe reports that, “Available sex education programs are generally concerned with providing information on a limited range of subjects, with no assessments of individuals’ needs or of reliability, validity, or effectiveness of programs” (pg. 377).  Birch and Raise (1992) discuss the importance of teaching sexual education to students with the following areas of focus included in the sexual education curriculum: health issues (which may include the importance of knowing and caring for one’s body), and protection issues (which would address the increase in the vulnerabilities of individuals with mental disabilities by educating students on how to make appropriate decisions and how to be prepared for dangerous situations).

CAREGIVERS/PARENTS ATTITUDES TOWARD SEX ED

Individuals with intellectual disabilities are often mistunderstood or even ignored, and are often perceived as a problem.  Many people have given up on educating people with mental retardation (Birch & Raise, 1992).  Lunsky and Konstantareas believe that, “An organized effort made on the part of caregivers and educators is required on how to teach individuals with developmental disabilities the pleasures and gratifications of sexuality, as well as the practice of non-abusive and safe sex” (1998, p. 31).  It can be very difficult for parents of individuals with developmental disabilities to know what and how to teach their children about sexuality and can be equally challenging for them to accept the attitudes of professionals regarding sex education.  This may be caused in part by concern about their children’s vulnerability and can result in ambivalence toward sex education (Lunsky & Konstantareas).  Parents tend to harbor negative feelings or apprehension regarding sex education for their intellectually delayed children, which contributes to the low level of demand for such programs.  Parental apprehension often stems from concern about the risk of sexual exploitation and abuse as well as negative attitudes toward masturbation.  When exposed to such negative attitudes, people with intellectual disabilities are likely to be confused, anxious, and fearful of their sexuality (Garwood & McCabe, 2000).  Garwood and McCabe assert that, “The discussion of sexual issues and the so called ‘risk’ that sexual knowledge will transfer to sexual behavior seems to be the central areas of concern to parents.  Thus it is important that parents are educated concerning their child’s sexuality and be informed of the purpose, need, content and outcome of sex education for their child” (p. 281).  In addition to parents, peers can have a significant influence on the formation of attitudes for young adults and children with developmental and intellectual disabilities.  Since they are often not properly informed in regard to sexuality, individuals who have a developmental disability such as mental retardation (Lunsky & Konstantareas).

Parents and educators alike often have a lack of awareness of, and even sometimes do not even acknowledge, the sexuality that children with developmental disabilities posess.  Consequently, a failure to provide these individuals with adequate sexual education programs often ensues (Shapland, 2000).  Parents of children with developmental disabilities generally deny that their special needs children are sexual beings.  Parents and caregivers also tend to be extremely overprotective of their children with special needs.  Unfortunately, these negative attitudes result in little to no sexual education by parents.  This, in turn, results in all of the sexual education for these youths to be taught to them in their schools (Olasov, 1993).  Caregivers of individuals with mental retardation have been shown in studies by McCabe (1993) to hold very conservative attitudes regarding the expression of the sexuality of their intellectually disabled children.  McCabe explains that, “Not only do caregivers feel uncomfortable with physical expression of sexuality, but this discomfort extends to the precursors of sex-tenderness, affection, and warmth expressed through touch” (pg. 379).

INTIMATE RELATIONSHIPS/MARRIAGE

McCabe asserts that, “[C]oncern regarding sexual matters often centers on the expression of physical activity but extends to the prohibition of the entire range of affectional and sensual experience” (1993, pg. 379).  Whitehouse and McCabe assert that, “Although there are now more sex education programs available than ever before there is still a great reluctance on the part of service providers to actually support people with intellectual disability to lead sexual lives” (1997, p. 230).  If sex education programs are to be effective, it is important that they demonstrate the relevance of materials being presented to students and that they be given an opportunity to express their increased knowledge (Garwood & McCabe, 2000).  In addition to providing knowledge on sexual issues, sex education programs have been created which incorporate relationship programs and social skills to educate people with intellectual disabilities on the types of relationships they can experience, appropriate types of behaviors within these relationships, and the development of communication skills (Garwood & McCabe).  Many individuals with intellectual disability have goals to have intimate relationships and get married but do not know how to accomplish them (Brantlinger, 1988).


TEACHING POSITIVE VALUES, ATTITUDES, AND FEELINGS TOWARD SEXUALITY IN INDIVIDUALS WITH ID

Sex education involves the teaching of values, attitudes, and feelings.  Attitudes toward sexuality, one of the essential components of sex ed, need to be taught rather than left to be acquired haphazardly by individuals with intellectual and developmental disabilities (Lunsky & Konstantareas, 1998).  Garwood and McCabe believe that, “The primary aim of many sex education programs is to educate people about the various skills and strategies they can adopt in order to reduce the risk of sexual abuse and assault” (2000, p.271).  A general goal of education is to be preparing students for success in their citizenship, vocational, and familial roles in adult life.  Thus, sexuality education for children is essential if they are to be successful in these roles (Brantlinger, 1988).

BENEFITS OF A SEXUAL EDUCATION PROGRAM

For students with intellectual disabilities, unique challenges exist when educators attempt to provide appropriate sexual education programs to meet their needs (Shapland, 2000).  “Difficulties have been encountered in the development and implementation of sex education programs for people with mental retardation” (McCabe, 1993, pg. 377).

It is a common misconception that exposing individuals with mental handicaps to sexual education will lead to an increase in sexual experimentation, due to a rise in curiosity and stimulation as a result of arousal from sexual education.  However, quite the opposite is true.  Olasov reports that, “Research indicates that sexuality education helps postpone sexual activity and engenders more responsible behavior like using contraceptives when sexual activity is initiated (1993, pg. 9).  Despite popular beliefs, research has shown that following sexual education courses, individuals with developmental disabilities haven’t had problems with acting out behavior as a result of exposure to the courses (Olasov, 1993).

In regard to the potential benefits of a sexuality education program, Caspar and Glidden believe that, “If individuals improve both knowledge of attitudes, this larger and more repertoire of information, tools, and resources may enable them to engage more fully and satisfactorily in sexual relationships, preserve their sexual safety, and maintain healthful sexual practices” (2001, p. 173).  Additional potential benefits of providing sex education to individuals with intellectual disability include aiding in the prevention of sexual abuse, reducing the risk of STDs, including HIV, and reducing behavioral risks through training activities such as correct condom use (Gust et al., 2003).  The prevention of exploitation and abuse is one of the most obvious potential benefits of providing sex education to individuals with mental retardation (Caspar & Glidden).  One of the most normal sexual expressions in individuals with and without disabilities is masturbation, no matter what age it occurs at or how frequently it occurs.  Students must receive sexual education that will help them to understand where and when these types of sexual behaviors are appropriate.  They must be aware that ‘in private’ is the only place where any sexual behaviors involving the genitals should occur (Olasov, 1993).  

Bratlinger asserts that, “There is a need for special educators to develop and systematically evaluate practical and efficacious family life and sexuality education curriculum…Thus, sexuality education should not be narrowly defined as an overview of anatomy and reproduction, rather it should include practice in evaluative thinking and decision-making, assertive training, social interaction simulations, and an introduction to community resources available to help with family life difficulties (1988, p. 37).  Garwood and McCabe (2000) list possible sex education topics that include body language, feelings, the human life cycle, social skills, body awareness, ‘private’ and ‘public’ behavior, puberty, conception, childbirth and pregnancy, menstruation, protective behaviors, contraception (including STDs and safe sex), AIDS, protective behavior and sexual relationships.  In 1992, Lindsay, Bellshaw, Culross, Staines, and Michie attempted to cover a broad range of topics related to sexuality by providing sex education programs to individuals with developmental disabilities.  They found that, “[F]ollowing a sex education program, respondents with mild and moderate intellectual disability had significantly higher levels of sexual knowledge, compared to the control group, and these gains were retained at three months follow-up.  The knowledge retention was likely due to the fact that the program was long term (i.e., 9 months), providing a strong educational foundation for participants” (as cited in Garwood & McCabe, p. 270).

SURVEY INFO GOES HERE

Methods: All participants were given a survey, either in person or via mail.  The surveys were administered to eight different school districts within the Phoenix metropolitan area, including districts in Tempe, Chandler, Mesa, Scottsdale, and Phoenix.  This study presented unique challenges, as it was completely optional.  Many of the surveys were mailed to the special education departments in numerous schools in different districts.  The surveys that were mailed out were sent in large envelopes marked “ATTN: SPECIAL EDUCATION DEPARTMENT” and contained four surveys with a self-addressed, self-stamped envelope to make completing and returning the survey as easy as possible.  Surveys were also distributed by hand to schools by one teacher in that school’s special education department.  The response rate varied greatly based upon each school’s willingness to participate.  Most respondents were very agreeable in participating in the survey and the response rate was high.  

A total of 91 survey responses were collected.  A total of 88% of participants in this study work in the field of education.  The roles of these participants are as follows: certified special education teachers (n = 29%), special education paraprofessionals (n = 21%), certified regular education teachers (n = 16%), administrators (school principals; n = 4%), school psychologists (n = 4%), speech and language pathologists (n = 3%), school secretaries (n = 2%), school nurses (n = 2%), administrative assistants (vice principals; n = 1%), special education volunteers (n = 1%), occupational therapists (n = 1%), habilitative care providers (n = 1%), librarians (n = 1%), special education technology technicians (n = 1%), occupational therapists (n = 1%).  A total of 12% of participants do not work in the field of education.  Their roles are as follows: parents of special education students (n = 4%), parents of regular education students (n = 4%), and individuals with no direct relation to this topic (n = 4%).  For the 87% of study participants who work in the field of education, the question was asked if the school they were affiliated with had sexual education program currently being implemented.  A total of 44% of participants said yes, 14% said no, and 4% of participants responded that they were unsure if there was a sexual education program being implemented at their school.  When asked if a sexual education program is being implemented at their school, what grade it was being presented at, the responses were as follows K = 0%, 1st = 1%, 2nd = 1%, 3rd = 2%, 4th = 5%, 5th = 26%, 6th = 53%, 7th = 2%, 8th = 2%, 9th = 3%, 10th = 0%, 11th = 0%, 12th = 0%, Unsure = 5%.  Thus, the majority of the schools were presenting sexual education programs at the 6th grade.  When asked the question, “If a sexual education program is in place at your school, is the special education population included in the sexual education program taught in the regular education classroom?” 45% of participants said yes, 20% said no, and 22% of participants responded unsure.  An additional 13% of participants responded that although the special education students do participate in sexual education with the population of regular education students, not all self-contained students participate and decisions to do so are made on a case-by-case basis.

When asked the question, “Do you feel that it is appropriate to include sexual education in the regular education curriculum within the public school system?” 89% of participants said yes, 9% said no, and 2% of participants responded undecided.  When asked the question, “Do you feel that it is appropriate to include sexual education in the special education curriculum within the public school system?” 79% of participants said yes, 10% said no, and 11% of participants responded undecided.  When asked the question, “Do you feel that the appropriateness of sexual education for students in special education should be dependent upon the type and severity of the student’s disability (i.e. LD, MIMR, MOMR, Autism, EBD, etc.)?” 74% of participants said yes, 15% said no, and 11% of participants responded undecided.   These figures show that a larger number of participants feel that regular education students should receive sexual education than special education students.  A majority number of participants also feel that the disability level of the special education students should be considered when deciding if these students with special needs should receive sexual education.

Study participants were also asked their opinion on what grade(s) they felt that sex education should be introduced in the public school system’s regular and special education curriculum?  When asked the question, “At what grade(s) do you feel that sex education should be introduced in the public school system’s regular education curriculum?” responses were as follows: Never = 6%, K = 5%, 1st = 1%, 2nd = 3%, 3rd = 4%, 4th = 15%, 5th = 23%, 6th = 19%, 7th = 8%, 8th = 1%, 9th = 6%, 10th = 1%, 11th = 3%, 12th = 1%, Undecided = 4%.  When asked the question, “At what grade(s) do you feel that sex education should be introduced in the public school system’s special education curriculum?” responses were as follows: Never = 5%, K = 3%, 1st = 2%, 2nd = 3%, 3rd = 4%, 4th = 13%, 5th = 10%, 6th = 18%, 7th = 8%, 8th = 6%, 9th = 3%, 10th = 5%, 11th = 4%, 12th = 3%, Undecided = 13%.  These results show that participants overall feel that sexual education should be taught to special education students at a higher grade than regular education students.  

Participants were presented with a list of topics and were asked which of them they thought should be taught in the sexual education of regular education students as well as for special education students.  The follow are the topics and the percentage of respondents who felt they should be taught in the regular education curriculum: 85% menstruation, 87% development and physical changes the body goes through during puberty, 76% identification of the parts of both the male and female body and their purpose, 63% sexual intercourse, 56% proper methods of birth control, 66% pregnancy/ childbirth, 79% the increasing spread of AIDS and other STD’s and how to prevent transmittion, 69% inappropriate sexual behaviors (to know what to say no to), 37% masturbation, 48% erections/ejaculation, 66% when it is and is not appropriate to act upon sexual desires (i.e. abstinence before marriage, promote safe sex by using condoms to engage in safe sex, etc.), and other (please specify).  The following topics were added in the space provided as “other”: 1% abstinence, 1% basic vocabulary and concepts, and 2% homosexuality.  The same topics were presented and respondents were asked to report which they felt should be taught at some point in the special education curriculum.  The results are as follows: 80% menstruation, 81% development and physical changes the body goes through during puberty, 67% identification of the parts of both the male and female body and their purpose, 53% sexual intercourse, 45% proper methods of birth control, 56% pregnancy/ childbirth, 62% the increasing spread of AIDS and other STD’s and how to prevent transmittion, 64% inappropriate sexual behaviors (to know what to say no to), 40% masturbation, 42% erections/ejaculation, 59% when it is and is not appropriate to act upon sexual desires (i.e. abstinence before marriage, promote safe sex by using condoms to engage in safe sex, etc.), and other (please specify).  The same topics were added in the space provided as “other”: 1% abstinence, 1% basic vocabulary and concepts, and 2% homosexuality.   These results reflect that on every topic except masturbation, more respondents felt that a greater number of topics should be taught in the sexual education curriculum to regular education students than to special education students.  These finding reiterate the research regarding the prevalence of negative attitudes of others towards the sexuality of individuals with intellectual disabilities.

IMPLICATIONS

Lunbsky and Konstantareas (1998) believe that, “Sexuality plays a significant role in the lives of people with developmental disabilities.  It has direct implications for the mental, physical as well as social aspects of their lives.  It is important for them to be comfortable with their own sexuality, to practice safe sex, and to enjoy positive sexual interactions that conform to the legal and moral codes of their community.  [Thus], providing sex education to people with developmental disabilities is a vital route to enhancing their sexual well being” (p. 24).  If people with developmental and intellectual disabilities are to be successful members of the community, they need to be prepared with knowledge about sexuality.  They must be taught the competencies necessary for marriage and parenthood, which creates the need for sexual education in the special education curriculum (Brantlinger, 1985).  Lunsky & Konstantareas assert that by providing adequate sexual education, individuals with developmental disabilities will be enabled to enhance their overall quality of life by possessing better, more responsible, decision-making skills.  Thus, with the increasing number of individuals with intellectual and developmental disabilities living within the community, the opportunities for them to develop intimate relationships are much higher.  In order to prepare these children with such cognitive impairments for a life with the freedom to make choices, balanced with protection from harm, the difficult topic of sexual education must be addresses (kennedy & Niederbuhl, 2001).

Students with disabilities possess unique needs that can impact their ability to learn and their choices for their future.  Few sexual education programs provide the accommodations these students need, and some don’t even recognize that the students they’re educating have disabilities at all (Shapland, 2000).  Unfortunately, many educators do not know the full potential that their developmentally delayed students possess, and thus these individuals often are not given access to adequate materials are not provided and proper sexual education programs are not developed (Birch & Raise, 1992).  It is crucial for educators to design sexual education programs for these students with special needs that will maximize information, comprehension, generalization, and retention for students (Birch & Raise).
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Appendix

Survey Questions:

Hello, my name is Amy Barry.  I am currently finishing my Masters in Special Education at Arizona State University and I am working on my comprehensive Master’s paper in which I am seeking information on the topic of:

SEXUAL EDUCATION IN SPECIAL EDUCATION

I would like to hear from teachers, parents, and others, about their opinions on this topic.  If you wouldn’t mind taking a few minutes to fill out this survey and return it to me in the self-stamped, self-addressed envelope included with this survey, I would greatly appreciate it! 

Survey Questions:

1. Do you feel that it is appropriate to include sexual education in the regular education curriculum within the public school system?

YES
NO
    UNDECIDED

2. Do you feel that it is appropriate to include sexual education in the special education curriculum within the public school system?

YES
NO
    UNDECIDED

3. Do you feel that the appropriateness of sexual education for students in special education should be dependent upon the type and severity of the student’s disability (i.e. LD, MIMR, MOMR, Autism, EBD, etc.)?

YES
NO
    UNDECIDED

4. At what grade(s) do you feel that sex education should be introduced in the public school system’s regular education curriculum?

Never     K     1st     2nd     3rd     4th     5th     6th     7th   8th   9th   10th   11th   12th   Undecided

5. At what grade(s) do you feel that sex education should be introduced in the public school system’s special education curriculum?

Never     K     1st     2nd     3rd     4th     5th     6th     7th   8th   9th   10th   11th   12th   Undecided

6. Which of the following topics do you think should be presented and/or discussed at some point in the sexual education curriculum taught to regular education students?  (Please check all that apply.)

_____ menstruation

_____ development and physical changes the body goes through during puberty 

_____ identification of the parts of both the male and female body and their purpose

_____ sexual intercourse

_____ proper methods of birth control

_____ pregnancy/ childbirth

_____ the increasing spread of AIDS and other STD’s and how to prevent transmittion

_____ inappropriate sexual behaviors (to know what to say no to)

_____ masturbation

_____ erections/ejaculation

_____ when it is and is not appropriate to act upon sexual desires (i.e. abstinence 

before marriage, promote safe sex by using condoms to engage in safe sex, etc.)


_____ Other (please specify)________________________________________________

7. Which of the following topics do you think should be presented and/or discussed at some point in the sexual education of special education students?  (Please check all that apply.)

_____ menstruation

_____ development and physical changes the body goes through during puberty 

_____ identification of the parts of both the male and female body and their purpose

_____ sexual intercourse

_____ proper methods of birth control

_____ pregnancy/ childbirth

_____ the increasing spread of STD’s and how to prevent transmittion

_____ inappropriate sexual behaviors (to know what to say no to)

_____ masturbation

_____ erections/ejaculation

_____ when it is and is not appropriate to act upon sexual desires (i.e. abstinence 

before marriage, promote safe sex by using condoms to engage in safe sex, etc.)

_____ Other (please specify)________________________________________________

Comments:____________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Demographic Information about the respondents to this survey:

Please explain the relevance of this topic to you professionally, personally, or if not at all:

____________________________________________________________________________________________________________________________________________________________If you are in the field of education, please answer the following questions:

YES      NO     I am a regular education teacher (please specify grade level 

 taught__________).

YES      NO     I am a special education teacher (please specify grade level 

 taught__________, as well as categories of disabilities of taught in    

 your class____________________________________) and if you teach a 

 LRC Special Education Class, Self-Contained Education Class, 

 mainstreaming program, etc.).

Please list all of the types of disabilities of students you have in your class: ____________________________________________________________________________________________________________________________________________________________________________________

How many years of teaching experience do you have? _______________.

YES
  NO
I am not a teacher, but work in the field of education in the following 

position_____________________________________________________.

YES      NO
Does the school that you are affiliated with have a sexual education 

program that is currently being implemented?  

Is yes, at which of the following grade level(s) is the program presented at: 

None     K     1st     2nd     3rd     4th     5th     6th     7th   8th   9th   10th   11th   12th   Unsure

YES      NO 
If a sexual education program is in place at your school, is the special 

education population included in the sexual education program taught in 

the regular education classroom?    



What school district do you work in?_____________________________.

YES
NO
Are decisions regarding this topic made at a school-wide, district-wide, or 

 UNSURE
state-wide level in the state in which you work?

If you are a parent, please answer the following questions:

YES 
 NO
 I am the parent of a child who is receiving special education services.  My

child is in grade_____________ and has been receiving special education services for 0-3 years,     4-7 years,     8-12 years,  beyond 12 years.

YES
 NO
 Please list the disability category that your child falls into in order to 

 receive special education services (SLD, MR, TBI, ED, VI, OHI, etc.) ____________________________________________________________ ________________________________________________________________________________________________________________________

What school district does your child attend?________________________.


Other:

YES     NO
 I have no direct relation to this topic.  I am not in the field of education, 

 nor do I have a child, family member, or close friend with a disability that 

 merits or has at one point merited special education services.

Please add any other comments or helpful information that could provide further enlightenment on this  topic.___________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This survey was designed so that subjects need not identify themselves to ensure the most honest responses possible.  However, if you would like to provide your contact information below, you may do so:

(Optional)

   
  Name _______________________________________


 School _______________________________________

Thank you so much for your time and candid reply.  I appreciate it very much, as it will be of a great help to me as I compile research on this topic!

