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CHAPTER 7:
Sexuality

Introduction

Adolescent sexuality becomes the essence of life for youths through fantasy, exploration, and identity development. The transition from childhood to adulthood takes place across developmental domains discussed in previous chapters of Adolescence, and sexuality represents an integral component of each one of them. Adolescence might be considered an extended transition, especially in the domain of sexuality. Although some cultures actively embrace sexual exploration, others advocate postponing sexual contact until marriage. Cultures with mixed messages inspire heightened curiosity, and youths become increasingly aware of their own motivation to establish an understanding of preferences and patterns of fulfillment. With both anxiety and eagerness, adoles​cents are compelled to establish a sexual identity. 


During adolescence, sexual behavior follows the sequence kissing, petting, intercourse, and oral sex. About 80 percent of adolescents have had intercourse by age 19. Eighty percent of males living in the inner city and in low SES communities report having had intercourse by age 14. Adolescent females report being in love as the main motivation for sexual behavior, but males push the progression of sexual behavior toward intercourse. Youngsters engaging in intercourse before age 16 tend to demonstrate risky behavior including poor use of contraceptives, excessive drinking, drug use, delinquency, and school-related problems. Risk factors for problems related to sexual activity include socioeconomic status, parenting strategies, and modeled sexual behavior or pregnancy by older siblings.


The adolescent experience includes the difficult topic of homosexuality. Homosexual attitudes and behavior become part of an adolescent’s tendency or preference with varying degrees of heterosexual and homosexual experiences. Although it is not clear whether biological mechanisms are genetically or environmentally affected, environmental and social influences are likely to have a combined effect as well. Three stages associated with acknowledging homosexual​ity appear: sensitization, awareness with confusion, and acceptance. Disclosure typically occurs with friends, siblings, and finally parents. 


Adolescents of either sexual orientation experience similar mechanisms of sexual arousal. Masturbation facilitates excitement and frequently serves as an outlet for adolescents. Contracep​tive use has increased, but females’ unwillingness to pressure males to use them, and the sporadic nature of sexual contact compromise effectiveness. Nonuse of contraceptives is associated with low SES, younger age, inconsistent relationships, poor future planning, and negative social attitudes and adjustment. 


Adolescent pregnancy and unwed mothers continue to be a serious dilemma in the United States even though the rate is lower than it was in the 1940s. The adolescent pregnancy rate is at least four times the rate in Western European countries. Pregnancy leading to childbirth before age 17 is characterized by:

(
health risks of pregnant teens
(
children with neurological problems

(
infants with LBW
(
children with lower intelligence scores

(
children with more behavior difficulties
(
children with more illnesses

(
mothers dropping out of school
(
mothers and infants living in poverty

(
Only 50 percent of mothers complete
(
Only 25 percent of adolescent fathers


school by age 26

remain involved


Cognitive abilities that reflect limited recognition of cause-and-effect relationships coupled with high unemployment motivate a feel-good-now perspective. Adolescent parents often do not have the support that they need to follow desirable child-rearing practices. In an attempt to demonstrate responsibility, adolescent fathers quit school to take low-paying jobs. Reducing adolescent pregnancy depends on family planning, contraceptive availability, future planning, and community consensus for adolescent success.


Adolescents are at high risk for contracting STDs; 25 percent of sexually active adolescents contract an STD every year. The most common, potentially destructive diseases include:

(
Gonorrhea—bacterium; thrives in moist membranes; treated successfully with antibi​otics;

(
Syphilis—bacterium; prefers warm, moist areas; attacks CNS; treated with antibiotics;

(
Chlamydia—bacterium; infects genitals; highly infectious; 25 percent of females become infertile; 
(
Genital Herpes—virus; many strains produce nonsexual and STDs; recurring blisters, sores;

(
AIDS—virus; destroys the immune system; death results from common illnesses.


Effective prevention strategies include discussions and outreach with trained peers and volunteers.


Forcible sexual behavior and sexual harassment are unfortunate byproducts of our sensual culture. Four issues that are recognized as highly destructive to the individual involved and to society as a whole:

(
rape—forced, nonconsenting sexual intercourse;

(
date and acquaintance rape—coercive sexual activity with a known perpetrator;

(
quid pro quo sexual harassment—forced sexual compliance in exchange for protec​tion from negative educational outcomes;

(
hostile environmental sexual harassment—forced sexual contact that negatively im​pacts work.


Adolescents tend to have a poor knowledge base about sexually related issues: 

(
About 33 percent of females aged 15 to 17 do not understand the human fertility cycle.

(
Twelve percent of students believe the birth control pill protects against AIDS.

(
About a quarter of adolescents believe looking at a person can identify AIDS.


Sexuality becomes entwined with every domain of adolescent development. Successful transitions depend on maintaining positive feelings about self, engaging in sexual experimentation without intercourse, and engaging in intercourse with commitment. Single teenage mothers and their children require diverse services from extended family, educational, and social services programs to support their continued development. Further investigations to improve success are imperative.
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Suggested Lecture Topics

Topic 7.1—Five Layers of Erotic Life

Perceptions of normal versus abnormal sexual behavior change, as do behavioral expectations across cultures and societal norms across time. Rosenhan and Seligman (1995) point out that in the past, behavior identified as “normal sexual function” was easier to define than it is currently. Factors that contribute to confusion include increased diversity in sexual practices, broader conceptualizations of sexual order, and narrower conceptualizations of sexual dysfunction than in the past. During the 1960s and 1970s, sexual behavior in general occurred with more frequency and diversity, due in part to the birth control pill, and to increased permissiveness by society. The advent of AIDS influenced an increased uneasiness, a decline in adventurousness and, thus, more conservative attitudes than those expressed during the 60s and 70s. 


Behavior practices that have become more common, or considered normal, over the last 40 years include masturbation, premarital sex, oral sex, homosexuality, and bisexuality (Rosenhan & Seligman, 1995, p. 470). Age, culture, and religion influence individual acceptance of each type of sexual behavior as well. In general, perceptions of sexual order and disorder have changed dramatically over the last century, and presumably will continue to change over the next. The five layers of erotic life, from the deepest layer, sexual identity, to the most surface layer, sexual performance, clarify normal sexual order and identify sexual disorders and dysfunction.

(
Sexual identity is the first layer, defined by chromosomal and genital identification. Women identify themselves by vaginas (and a pair of XX chromosomes); men identify themselves by penises (and by a pair of XY chromosomes). These attributes contribute to an individual’s deepest layer of normal sexual identity. Transsexuals see themselves as being trapped inside the body of the wrong sex. 

(
Sexual orientation represents the second layer. An individual who has exclusive sexual attractions to the opposite sex is exclusively heterosexual. An individual who has exclusive sexual attractions toward the same sex is exclusively homosexual. Individuals who fantasize about both male and female attractions are bisexual. Sexual orientation that is considered problematic causes distress or confusion that the individual finds unacceptable.

(
Sexual interest is identified as the third layer. Attractions toward a type of person, parts of the body, and situations in relation to sexual arousal or fantasy represent sexual interest. Women tend to focus on the male chest and shoulders, arms, buttocks, and face; men are liable to focus on the female face, breasts, buttocks, and legs. Unusual objects of arousal such as feet, belly button, panties, or animals that interfere with normal sexual arousal are classified as disordered sexual interests.

(
Sex role, the fourth level, is reflected in the public demonstration of maleness or femaleness. Most people adopt a role that they believe fits them. Women adopt female roles; men adopt male roles. There are no disorders identified at this level. 

(
Sexual performance, the behavior that the individual demonstrates with the preferred person under preferable conditions, represents the fifth level. Normal performance is associated with desire, arousal, and orgasm. Problems at this level are identified as sexual dysfunction or inability to perform.


Rosenhan and Seligman explain that the deeper the layer at which dysfunction occurs, the more difficult it becomes for the individual to change. Sexual performance is most easily changed. As the deepest layer, sexual identity is the most difficult; not accepting one’s sexual identity, transsexuality, is a problem that reasonably cannot be expected to change.

Reference

Rosenhan, D. L, & Seligman, E. P. (1995). Abnormal psychology (3rd ed.). New York: W. W. Norton & Company.

Topic 7.2—Childhood Precursors of Sexual Behavior

Treatments of adolescent sexual behavior in textbooks almost always make it seem as though sexual behavior arises for the first time early in adolescence. There is little if any discussion of relevant childhood behavior. This is a golden opportunity for a lecture on the developmental precursors of adolescent sexual behavior.


You could begin by disabusing students of the notion that children do not engage in anything like sexual behavior. Kinsey compiled data from men’s and women’s retrospective accounts about sex play during childhood, and it is clear that children both masturbate and engage in sex play with each other. You can cite and display these data and discuss their meaning. For example, there is a gradual increase in sex play for boys from ages 5 to 13, but a decline over the same period for girls. Boys’ and girls’ sex play is divided about equally between same and opposite sex peers. Pause in your lecture to let students discuss the meaning of these facts. Perhaps they will suggest that the sex difference in sex play is related to sex difference in sexual activity at adolescence. They will probably want to know more about the nature and significance of “homosexual” sex play.


Next, present your own ideas about the meaning of these data. There appears to be little discussion of typical sexual activity among children, save the usual cross-cultural comparisons in anthropological work. Ask students if childhood activity itself is in its own right truly sexual behavior independent of labels or explanations adults who become aware of it put on it. This is an opportunity for you to speculate about the combined effect of physical development, socialization, and a child’s growing knowledge of life along with an increasing awareness of sex, sexuality, and sexual behavior.
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Topic 7.3—Hormones and Sexual Behavior

It appears that people generally believe the influx of androgens that adolescents experience during pubescence causes a heady and compelling interest in sexual behavior. The face validity of this belief is so widespread that it seems foolhardy to challenge it. Nevertheless a lecture on the relationship between hormones and sexual behavior probably will be of interest to students. Consult a paper by Christopher Coe presented at the 21st Minnesota Symposium on Child Psychology.


First, point out that the research we have on the topic is mainly correlational or clinical, which renders it inconclusive concerning causal mechanisms. Then suggest that social mechanisms could easily be just as powerful a basis for the association of hormone levels and sex. For example, you should be able to cite media representations of adolescents as sex-crazed people, as well as less intense representations of sex as being an important concern to teenagers.


You may be able to locate clinical evidence about the relationship between treatments with androgens for renal gland dysfunction and sex life, for example, of the women who receive them. The research suggests that the influence is variable. Consult also Herant Katchadourian’s book, The Biology of Adolescence for additional information. Hyde and Delamater’s book, Understanding Human Sexuality has some interesting information on children that may be relevant and helpful.


Use sources such as these to develop your own position. Hormones both provide a necessary biological mechanism that supports the biological aspects of sexual behavior and intensifies the rewarding consequences of sexual behavior (pleasure, orgasm), but not necessarily a hydraulic need for sex. This is a useful position to develop if you later want to talk about the possibility of making teenagers, especially males, more responsible for their sexual activity.
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Classroom Discussions and Activities

Discussion Topics

Discussion 7.1—Sexual Attitudes and Behavior

As a way of introducing the chapter sections dealing with sexual attitudes and behavior, conduct an anonymous sexual attitude survey like the following one in class:

1.
Do you approve of premarital sex?

2.
Do you feel you must be in love with someone before having sex with that person?

3.
Is homosexuality between consenting adults morally acceptable?

4.
Do you think young people are more sexually promiscuous than they were a generation ago?

5.
Does sexual experimentation before marriage contribute to later marital satisfaction and happiness?

6.
Is masturbation morally wrong?

7.
Does sex education lead to promiscuity?

8.
Is there any sexual behavior that you consider completely taboo? 


This exercise is a good prelude to putting the often-emotional issues of adolescent sexuality in proper perspective. The varieties of motivation for engaging in adolescent sexual activity can also be mentioned to or solicited from students (e.g., sex as a means to an end, sex as a form of negative identity and acting out, sex for locker-room credibility, romanticizing maternity).

Reference
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Discussion 7.2—Teenage Pregnancy Rates

Encourage students to think about the serious social problems created by the high rate of adolescent pregnancy. The National Center for Education in Maternal and Child Health explains that over 900,000 American adolescents become pregnant annually. The rate of pregnancy in the United States has declined by 22 percent, yet continues at a rate that is four times as high as France, Germany, and Japan. The effects for teenage mothers and their children are late school completion, health risks for mothers and infants, and poverty. The consequences for society are serious and enduring. Teenage pregnancy currently costs the United States more than $7 billion per year. Statistics published in 1990 showed that half of all teenage mothers, and 75 percent of unmarried teenage moms, received welfare within five years of giving birth to their first child. Families with a single parent have the greatest impact on poverty experienced by children. The long-term effects are likely to be more devastating. Currently, 45 percent of firstborn children and 33 percent of all children in the United States have mothers who are unmarried, teenagers, or mothers without a high school degree. The consequences for these children are increased disabilities, poor educational preparation, and continued poverty.


The number of girls who become pregnant between the ages of 15 and 19 years will increase by 2.2 million between 1995 and 2010. How will we respond to this growing crisis? Show students examples of media materials that have been developed to prevent and deal with the problems of teen pregnancy. The Children’s Defense Fund, for example, has posters of adolescent mothers and their babies. These posters make statements such as, “The one on the left will finish high school before the one on the right,’’ and “It’s like being grounded for eighteen years.” You can then lead a discussion concerning the effectiveness of such materials. How can the adolescent’s personal fable be penetrated? How can future planning and mature contraceptive behavior in sexually active adolescents and the postponement of sexual involvement be encour​aged?

References 

National Center for Education in Maternal and Child Health, 2115 Wisconsin Avenue, N.W., Suite 601, Washington, DC 20007-2292, 

http://www.mchlibrary.info/KnowledgePaths/kp_adolpreg.html
Trad, P. V. (1999). Assessing the patterns that prevent teenage pregnancy. Adolescence, 34, 221–240.

Discussion 7.3—Sexually Transmitted Diseases

The text does not discuss some common sexually transmitted diseases that may present less immediate danger, but are annoying and can have long-term damaging effects if untreated. 


Genital warts are caused by a virus that is transmitted sexually called the human papillomavirus (HPV). The warts are small, often barely visible, and may be flat or resemble cauliflower. They grow on the penis, vagina, or cervix, as well as in and around the rectum and throat. Some strains of the HPV virus have warts that can cause cell changes that lead to genital cancers such as cervical cancer. The warts may bleed during delivery and the virus can be passed to babies during childbirth. The warts can be removed, but the virus may continue in the body indefinitely. Incubation periods and recurrence can occur within 18 months of treatment.


Vaginitis is a general term used to describe three types of diseases: trichomoniassis, yeast infection, and bacterial vaginosis. Women generally are aware of the symptoms and seek treatment, but men can also carry and spread the disease without symptoms. Even if partners are exclusive, treating one without the other results in passing the disease to each other. Some types of vaginitis can occur without being sexually active. 


Trichomoniasis is noticeable as a result of yellow or green discharge. The discharge causes irritation such as burning or itching and also has an odor. Although trichomoniasis is easy to treat with a full course of antibiotics, it is important to treat both sexual partners to prevent reinfections. Bubble baths, hot tubs, and douches may trigger relapses. 


Yeast infections are noticeable when the discharge looks like cottage cheese, and is accompanied by irritation and itching. Treatment includes antifungal pills, vaginal creams, or suppositories.


Bacterial vaginosis causes a grayish-white, watery, strong-smelling discharge. It is treated with antibiotic pills.


Other STDs that are fairly common include hepatitis (results in liver cancer and liver damage), crabs, and scabies. Contact the local health department, a family practice physician, or a gynecologist to find out which ones are common in your community or state. Remind students that adolescents and young adults are prime candidates for these and all too often go without treatment due to embarrassment or inadequate health care resources. Ask students if they think regular reminders to adolescents about current “epidemics” of STDs might help adolescents remember to use condoms and know the history of their sexual partner.

Reference 
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Discussion 7.4—Homosexuality

A consciousness raising activity uses the following questionnaire. After reading questions to students, they should answer true or false to each statement:

1.
A conservative estimate of the number of homosexuals in America is at least 10 million people.

2.
Most homosexuals identify themselves as members of the opposite sex.

3.
Homosexuality has been in existence since biblical times, and numerous societies approve of homosexual practices.

4.
All homosexuals are biologically abnormal.

5.
All male homosexuals are effeminate in dress and mannerisms.

6.
Male homosexuals identify with seductive mothers, and consequently they hate their fathers.

7.
Homosexuals are more likely than heterosexuals to be child molesters.

8.
Homosexuals are proven job risks in delicate positions.

9.
Men who fear homosexuals are likely to feel negative and anxious about their own sexual impulses.

10.
Homosexuals practice only sodomy.

Answers
1.
T
2.
F
3.
T
4.
F
5.
F

6.
F
7.
F
8.
F
9.
T
10.
F

In-Class Activities

Activity 7.1—A Sex Education Program for Adolescents

This chapter documents the changing sexual attitudes and behaviors of today’s adolescents. Many of these changes are not in a desirable direction. For example, the rates among adolescents of premarital pregnancy and of sexually transmitted diseases are unacceptably high. See if students can use the knowledge they gained in reading this chapter and information from class lectures and/or discussions to develop a sex education program for adolescents. 


Divide students into small groups to complete an outline. Ask them to consider the follow​ing questions before putting their thoughts down on paper.

1.
What should be the goals of your program (e.g., accurate factual understanding, instilling of values)?

2.
Should students and/or parents be surveyed concerning the desired content of the program?

3.
What grade should the program start?

4.
How will you respond to parental concerns about sex education leading to promiscuity?

5.
What criterion will be used to measure the success of the program?

6.
What methods should be used to present the program content (e.g., The Postponing Sexual Involvement Approach)?


Ask each group to present a component of the program. Give them some feedback concerning the reasonableness of their approach by considering the following facts:

1.
Developed countries with liberal sexual attitudes, accessible contraceptive services for teens, and formal sex education programs have lower teenage pregnancy rates.

2.
Teens are usually sexually active for a number of months before seeking information about contraceptive methods.

3.
Three-fourths of sexually transmitted diseases occur in people 19 years old and younger.

4.
Babies born to adolescent mothers have twice the mortality rate of babies born to mothers in any other age group.

5.
About 55 percent of births among teenagers are out of wedlock.

6.
One-tenth of all teenage females become pregnant each year.

7.
About 15 percent of all live births in this country are to teenage mothers.

8.
One-third of all pregnancies among adolescents are aborted.

9.
Only half of sexually active teens use contraception regularly.

10.
Eighty-five percent of pregnancies among 15- to 19-year-old girls were unintentional.

11.
Sexually active girls who use drugs are more likely to get pregnant.

12.
One-half of all first-time premarital pregnancies occur in the first six months of sexual activity.

13.
Large percentages of adolescents do not realize that venereal diseases come from sexual activity.

14.
Many adolescents feel that if you do not want to get pregnant, you will not.


After discussing all of this information, ask students to go back and look at their answers to the six questions that were posed. Would they change any of them? Would they discuss contraception in their program? Would they start the program earlier? What were the most innovative ideas they presented?

Activity 7.2—Testing Your Knowledge about Adolescent Pregnancy

Have your students answer the following questions and discuss the answers together:

1.
How much did out-of-wedlock childbearing increase from 1980 to 1987?


A.
0 percent
B.
0 percent
C.
0 percent
D.
10 percent


E.
50 percent

2.
How much did adolescent pregnancy decrease during the 1990s?


A.
40 percent
B.
22 percent
C.
17 percent
D.
12 percent


E.
8 percent

3.
Bearing a child while in high school significantly increases the likelihood of dropping out of school before graduation.


A.
True
B.
False

4.
The peak year (up until 1987) for teenage childbearing was


A.
1957.
B.
1967.
C.
1977.
D.
1987.
E.
1991.
5.
About _______ percent of girls get pregnant between the ages of 13 and 20.


A.
5
B.
10
C.
25
D.
40
E.
55

6.
Adolescent births in 1997 made up ______ percent of the total number of births in the United States.


A.
2
B.
13
C.
22
D.
32
E.
42

7.
During the 1920s, the adolescent childbearing rate was __________ the rate in 1990.


A. higher than
B. lower than
C. equal to

8.
____________________ pregnant Black teenagers end the pregnancy with an abortion compared to pregnant White teenagers.


A.
A higher percentage of
B.
About the same percentage of


C.
A lower percentage of

9.
In 1970, 50 percent of babies born out-of-wedlock were relinquished for adoption; currently, the percentage is __________.


A.
70 percent
B.
50 percent
C.
25 percent
D.
10 percent


E.
3 percent

10.
What percentage of unmarried teenage mothers receive welfare within five years of giving birth to their first child?


A.
100 percent
B.
75 percent
C.
60 percent
D.
50 percent


E.
25 percent

11.
According to a 1986 study, after 10 years, __________ of teenage marriages intending to legitimate babies were intact.


A.
1/16
B.
1/4
C.
1/2
D.
3/4
E.
8/9

12.
Teenage mothers who relinquish their babies for adoption have higher self-esteem than teenage mothers who keep their babies.


A.
True
B.
False

Answers
1.
B. Still, half of the teenagers who give birth were married.

2.
B. The decrease was due to the increased use of contraceptives by older adolescents and by declines in birthrates for younger teens 15 to 17 years old.

3.
B. Dropout rates are not influenced by pregnancy. However, dropouts who have babies are less likely to return to school.

4.
A. In 1957 the fertility rate was 97.3 births, per 1,000 females; by 1977, it had dropped to 52.8 births per 1,000; by 1987, it was 51.1 births per 1,000; in 1991 it was 62.1 births per 1,000. In 2000, the birth rate was 48.5 births per 1,000, a 22 percent decline since 1991.

5.
D. Fifty-six percent give birth, 30 percent choose abortion, and 14 percent miscarry.

6.
B. In 1973, 20 percent of all births were to teen mothers; currently adolescent births make up 31 percent of all nonmarital births.

7.
C. More of the teenage moms today stay single than not.

8.
C. Forty-four percent of nonwhites compared with 64 percent of whites, according to a 1989 Alan Guttmacher Institute report.

9.
E. In fact, this may be the one major reason why teenage childbearing is now seen as an epidemic compared with previous decades.

10.
B. About 25 percent of teenage mothers have a second child within two years of their first.

11.
D. Although it is somewhat lower for Blacks.

12.
B. The two groups have about equal levels of self-esteem.
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Critical Thinking Exercises

Exercise 7.1—Sexual Experiences of Adolescence

Chapter 7 includes a number of tables and figures that describe the sexual experience of adolescents. Listed below are statements paired with figures containing information pertinent to them. Which statement accurately represents the information presented in the figure paired with it? Circle the letter of the best answer, explain why it is the best answer, and why each of the other answers is not as appropriate.
A.
Figure 7.1: Girls lag behind boys an average of about one year in terms of their age at first experience of various sexual behaviors.

B.
Figure 7.2: The percentage of adolescents who say they have had sexual intercourse increases steadily between 15 and 19 years of age.

C.
Figure 7.3: The sexual timetable of White, African-American, Latino, and Asian-American adolescents between 13 and 18 years of age is strikingly different between ethnic groups.

D.
Figure 7.4: The occurrence of exclusive heterosexuality and exclusive homosexuality is about equal. 

E.
Figure 7.5: The chance of contracting AIDS increases with repeated incidents of risky behavior.

Exercise 7.2—Homosexual Attitudes and Behavior

In the section of Chapter 7 called “Homosexual Attitudes and Behavior,” Santrock discusses the changing societal acceptance and expression of diverse sexual orientation. In his explanation, Santrock presents an assumption about contemporary issues and bypasses discussion of the point. Which of the following statements represents this assumption, rather than an inference or an observation? Circle the letter of the best answer, explain why it is the best answer, and why each of the other answers is not as appropriate.
A.
Preference for a sexual partner of the same or opposite sex is not always a fixed decision, made once in life and adhered to forever.

B.
Today, it is more acceptable to view sexual orientation as a continuum from exclusive heterosexuality to exclusive homosexuality. 

C.
Parents are seldom the people an adolescent tells about his or her same-sex attractions.

D.
Homosexual and heterosexual males and females have similar physiological responses during sexual arousal and seem to be aroused by the same types of tactile stimulation.

E.
A very early critical period might influence sexual orientation.

Exercise 7.3—Developmental Theories and Transitions

Chapter 2 in Adolescence provides an overview of developmental theories that you might want to review for this exercise. A developmental theory is paired with issues discussed in the section of Chapter 7 entitled, “Sexual Well-Being and Developmental Transitions.” Which theory is correctly paired with the issues of adolescent sexuality? Circle the letter of the best answer, explain why it is the best answer, and why each of the other answers is not as appropriate.
A.
Psychoanalytic theory: hanging with older friends, being pursued by older males, parent autonomy

B.
Cognitive theory: early maturation, motivation for sexual contact, older friends, smoking and drinking 

C.
Behavioral and social cognitive theory: timing of first sexual intercourse and emotional intensity

D.
Ecological theory: poverty, neighborhood quality, school characteristics

E.
Eclectic theoretical orientation: gender roles and sexual scripts dominate experiences

Answer Key for Critical Thinking Exercises

Exercise 7.1

A.
This is the best answer. The average year of onset for all seven behaviors is 15.4 for boys and 16.4 for girls, indicating an average difference of about one year.

B.
This is not the best answer. The percentage of youth that report having had sexual intercourse shows the greatest increase between 15 and 16 years (about a 61 percent increase) with each subsequent year showing fewer youth who engage in the behavior for the first time. The smallest percentage increase occurs between 18 and 19 years (about 27 percent increase).

C.
This is not the best answer. The similarity between White and Latino adolescents averages out to be almost identical. African Americans average a year earlier and Asian American average one and one-third years later than Whites and Latinos. 

D.
This is not the best answer. The figure does not reflect the percentage of people in each group. It reflects a continuum of sexual orientation by males and females with varying levels of attraction to same- or other-sex individuals.

E.
This is not the best answer. It is not clear whether one is as likely to contract AIDS with one exposure or with multiple exposures. One might assume that, as with any risky behavior, the chance of experiencing negative consequences increases as the opportunities for a mishap increase.

Exercise 7.2

A.
This is an inference. Evidence of homosexual patterns that deviate from earlier or later patterns of sexuality suggest that change does occur for a percentage of the adult population.

B.
This is an assumption. Although Kinsey’s sexual orientation continuum has been discussed for almost 50 years in academic circles, to assume that it is accepted more readily today than at the time of its inception may be optimistic. 

C.
This is an observation. This statement is based on research information.

D.
This is an observation. This statement is also based on research information described in Adolescence.

E.
This is an inference. The conclusion that hormonal influence changes sexual preference is not clear. Notice the word “might” appears in the explanation.

Exercise 7.3

A.
This is not the best answer. Psychoanalytic theory is concerned with the intense sexual desire associated with the libido. Timing of behaviors and subsequent events represent a combined influence of biological, social, and cognitive processes.

B.
This is not the best answer. The focus and concern of cognitive theory is the understanding of sexuality’s complex meaning for adolescents as they become increasingly aware of the feelings and perspective of self and significant others. The co-occurrence of health-related behaviors has the influence of biological and social factors as well.

C.
This is not the best answer. The behavior and social cognitive theories look at behavior learned from others, the influence of peers in initiating sexual activity, or smoking and drinking with older friends. Timing of first sexual intercourse and emotional intensity has to do with cognitive processes.

D.
This is the best answer. The ecological perspective assesses the relative impact of immediate home and family influence, neighbor conditions, and economic circumstances that influence current decisions and future plans described as the contexts of sexual behavior.

E.
This is not the best answer. An eclectic approach uses a variety of theories to explain the combined influence of early maturation, i.e., biological; motivation for autonomy from parents and interest in dating, i.e., cognitive; and the influence of older friends, i.e., behavioral and social cognitive. Gender and sexuality are dominated by behavioral and social cognitive theory.

Short Scenarios

Scenario 7.1

Bob and Caroline have been dating for two and one half years. They both were 15 when they met and their dating and sexual behavior followed the normal sequence. They pretty much learned about sex together. They have been enjoying intercourse almost every week for the last year. Fortunately, Caroline started taking the pill a couple of months after beginning to have intercourse, and they have promised each other not to have other sexual partners to guard against STDs. Caroline has noticed, however, that Bob has become less talkative, calls less often, and they have had sex less often. Their friends at school think everything is great between them, and of course she is always available for school dances or parties with them. Nobody else seems to have noticed that Bob has started spending more time with some guys she and their mutual friends hardly know. Bob never introduces her to them when they run into each other by chance. He even seems a little embarrassed about her. Caroline is very concerned about their relationship becoming less solid and wonders about the importance of the relationship with these guys. 

(
The relationship has been founded on typical heterosexual attitudes and behavior.

(
If Bob and/or Caroline are African American, Latino, or White, they have engaged in the following sequence of sexual behavior: French kiss, touch breast, touch penis, touch vagina, sexual intercourse, and oral sex.

(
They are avoiding several risky behaviors because Caroline takes the birth control pill and both promise to be exclusive with each other sexually.

(
Bob appears to be experiencing some changes in his perspective about their relationship, possibly with Caroline in particular, or with the heterosexual relationship.

(
Bob may be experiencing some difficulties deciding about his sexual orientation or trying to establish some distance from Caroline and their mutual friends due to the intensity of the relationship. 

Scenario 7.2

Heather made it through the prenatal exam without throwing up or crying, as she feared she might. Dr. Robinson was a little critical, but also asked how her plans were shaping up with this dramatic change in her life. If only her parents hadn’t been so controlling and conservative she could have gotten started with the pill and avoided all this. Now they are trying to force her and Ted to get married. Get real! She didn’t even like him that much, and he hasn’t called since her father brought up the subject. And as far as Heather is concerned, she is going to be back to a normal life as soon as the baby is born. Her mom will be able to take care of everything—she always has before. In the mean time, Heather has decided to do everything possible to keep her weight down so she will be back into her jeans after the baby is born. She definitely is not worried about the baby being small. It will be easier to deliver if it is. The only things she is really worried about are the parties and senior class trip that she will miss over the spring semester.

(
Heather is pregnant, but appears to blame her parents for her not using contraceptives.

(
Cognitively, Heather appears to have low acceptance of self and her sexuality.

(
Heather’s emotional and cognitive maturity are troublesome.

(
The fact that she is having a prenatal exam decreases the likelihood for poor health of Heather and the baby.

(
Heather is concerned with her weight, not the nutrition or weight necessary for a healthy baby. This could compromise the health of the child.

(
Her age and behavior increase the chance that Heather will have a child with low birthweight and neurological problems.

(
Heather already resents the infant. The baby will require continued support by outside caregivers to have the physical and cognitive stimulation necessary for normal development.

Scenario 7.3

The adolescent support group meeting is the last place Rachelle thought she would be over the holiday. She should be swimming to get ready for an upcoming meet. Not this year! She can hardly stand to go to school after being harassed by a pair of young male teachers for a year. They said that her younger sister wouldn’t make it through high school if Rachelle told anybody about the grotesque sexual acts these teachers enjoyed at her expense. But she isn’t alone. One girl’s brother prostituted her to his friends. Another became seriously ill after being raped by a stranger one night on her way home from the library. Everyone here has a story and none of them are pleasant. Rachelle worries constantly about an immune system disease suddenly appearing in her blood work. Everywhere she goes, she sees naked women and macho men. Does anyone else see this? Does anyone care?

(
Rachelle experienced a variation of quid pro quo sexual harassment; her sister was not harassed as long as Rachelle did not reveal the sexual harassment toward her.

(
Rachelle is concerned that she may have contracted a sexually transmitted disease such as AIDS.

(
The cultural issues that are invading Rachelle’s consciousness are the advertisements and the American cultural focus on sexuality.

(
Rachelle is probably wondering if others recognize the negative consequences of the emphasis on sex in our culture.

(
Rachelle may be asking herself many different questions. For example, does the lack of social policy, limited and late sex education in the schools, and high rate of teenage pregnancy in the United States suggest that nobody cares enough to affect change?

Current Research Articles

Article 7.1—Development of Sexual Orientation 

Models of sexual orientation by young heterosexual or nonheterosexual adults have not distinguished between the developmental processes experienced by homosexual females versus males, nor of bisexuals versus homosexuals. Research shows that women often form sexual orientation preferences later and more abruptly than male counterparts. For example, Laumann et al. (1994) identified that about 9 percent of males 19–29 year olds and 7 percent of males 30–39 year olds reported same-sex attractions; less than 7 percent of females 19–29 year olds and 9 percent of females 30–39 year olds reported same-sex attractions. 


The current project investigated questions of consistency in young women’s reports of behavior, fantasy, and attractions in childhood, stability in sexual attractions, and onset of the self-questioning process. Investigation was predicted to help distinguish between primary lesbians, experiences being more early developing and exclusive, than elective lesbians, whose same-sex orientation may be subject to external influences. A second issue concerned the process of confirming lesbian or bisexual orientations. Researchers agree that early awareness is followed by exploration with the nonheterosexual identity through sexual contact with same-sex individuals or media resources. The process includes these components: childhood feelings of being different; gender-atypical behavior; intense interest in the same sex; lost regard for the opposite sex; recognition of predetermined attraction toward the same sex; and active pursuit of an investigation of personal sexual identity. Defining characteristics of lesbians also include continuity over time, consistency between the domains of early behavior, and consistency with later attractions. Previous research suggested that bisexual behavior was less strongly tied to pre-adult sexual feelings than experienced by lesbians, and was influenced by social and sexual learning. 

The current research was initiated to distinguish between women who experienced same-sex attractions before questioning their relevance to identity, and those not experiencing attractions until after the questioning process. The predictions for this study were that young women would not report all factors associated with the nonheterosexual identity, and the incidence of these features would overlap between homosexual and bisexual women, and not significantly associated with sexual identity labels.


Participants included 89 women, 16 to 23 years of age (mean 20 years) that did not identify themselves as heterosexual or who declined to label their sexual orientation. They were identified through lesbian, gay, and bisexual community events in Ithaca, Finger Lakes region, Syracuse and Rochester, New York; classes on gender and sexuality at Cornell University, or groups at Cornell University, the State University of New York at Binghamton, and Wells College in central New York. Women attending community events had a 95 percent participation rate; participation by class members was not calculable.


The participants completed face-to-face interviews lasting between 1 and 1.5 hours. Interviews were conducted at a university office whenever possible; alternative interview locations included outdoor parks, coffeehouses, and restaurants. Subjects were told that the interview was about prior and current same-sex and other-sex attractions and the sexual questioning process. Participants were given the opportunity to revise their answers at the end of the interview. Interviews were not recorded due to the sensitivity of the information. Subjects were informed that they could withdraw at any time. Many participants had not revealed their sexual orientation to relatives or friends, and several had not told anyone about same-sex attractions prior to the interview. Measures included the following:


Sexual identity questioning and development. Participants were asked to explain the processes they experienced during sexual questioning including first conscious evaluation of their sexual identity and time as which they reassessed childhood experiences. Interviewers identified participant’s age of first conscious evaluation, the type of antecedent event, and age at first same-sex attraction. Raters coded presence or absence of childhood indicators, precipitation of same-sex questioning by attractions versus homosexual or bisexual ideas and individuals, and whether these attractions occurred before questioning.


Proportion of current sexual and emotional attractions for women. Participants reported separately the proportion of sexual and emotional attractions they experienced toward women versus men.


Stability in sexual attractions over time. Participants were asked to report the level of change in attractions over time and whether levels of awareness influenced the attractions. Attraction shifts that were not explained as shifts in awareness were recorded as actual changes. 


Attraction histories. Each participant was asked to describe three individuals to whom she was most greatly attracted sexually and/or emotionally during her lifetime.


The results indicated that 46 percent of unlabeled women had not ever engaged in same-sex sexual contact and were excluded from the study. The results did not show a significant association between sexual identity and age of first same-sex sexual attractions. Significant differences were noted between lesbians’ attractions and those of bisexual and unlabeled women. Overall, 32 percent of lesbians reported exclusive sexual attractions for women, with about 60 percent reporting 75 percent or more attractions were for women. The majority (88 percent) of bisexual or unlabeled women reported 75 percent or less of their attractions were toward women. About 50 percent of women questioned their sexual orientation following contact with lesbian, gay, or bisexual ideas or individuals. Lesbians were least likely to indicate that they had experienced romantic sexual relationships to males; bisexual women had prior same- and other-sex sexual contact.


Childhood indicators of sexual orientation were reported by 60 percent of women; same-sex attractions prior to questioning were reported by 71 percent; stability across time in sexual attraction was reported by 61 percent of women. Overall, 78 percent failed to indicate at least one of these three factors in personal lists of indicators, with no significant differences identified between the three groups. A major conclusion of the research is that multiple models of sexual orientation may be necessary to successfully describe the developmental and experiential processes of young men and women with sexual diversity.
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Article 7.2—Contraceptive Practices 

Laganá provides a thorough literature review summarizing the correlates of effective and ineffec​tive birth control practices. The review was intended to support effective programs for safe and responsible sex. The two main categories of influence include societal influences and psychological correlates. Societal influences refer to societal acceptance or rejection of contraceptive use. Psychological and other correlates of contraceptive practices include factors such as demographic characteristics, sex roles, guilt or embarrassment, communication skills, locus of control, and self-esteem.


Societal influences appear to effect adolescents’ underlying perceptions of condom use. Condoms may be viewed as the means for safe pleasure and responsible sexual behavior or symbols of promiscuity and disease. An objective perspective would promote a healthy association between condom use and sexual behavior and contraception. The question that remains is whether contraception is an acceptable alternative to unmarried youth. Negative attitudes toward contraception are not specific to an age group. Societal acceptance of contraception seems to be influenced by community and culture. 


Availability of contraception to young people evidently depends on education, motivation to use, and access. Observations show that condoms are the preferred contraceptive accessible from vending machines or 24-hour health facilities. About 90 percent of adolescents and 83 percent of parents indicated approval of condom advertisements on television. The inconsistent messages from various sectors of our culture produce confusion for adolescents regarding contraceptive use. Messages that impact adolescents’ decisions come from:

(
Family of origin—parental suggestion to use condoms works;

(
Family values—parents emphasizing responsibility reduce out-of-wedlock pregnan​cies;

(
Family-oriented interventions correlate positively with birth control availability and education;

(
Families with high communication levels have children who reflect parental values;

(
Parent-child communication about sex influences adolescents’ values (guilt inhibits condom use);

(
Peers appear to be influential in decisions about condom use (if parents don’t help, peers will);

(
Family and peers are primary sources of information, but may not have accurate knowledge; 

(
Sexuality experts and other professionals provide badly needed factual information.


Psychological and other correlates of contraceptive practices are numerous and varied:

(
Demographic factors include age, knowledge of contraception, SES, and religion: Research shows a negative correlation between age at first intercourse and pregnancy rate. Females appear to have more knowledge about contraception than males. Low-SES and religious female adolescents more often are poor contraceptive users; those with high occupational and educational goals are more likely to use contraception.

(
Sex roles reflect the scripts female adolescents play out; traditional sex roles contribute to poor contraception whereas single young female undergraduates have positive attitudes toward contraception. 

(
Erotophilia (positive response)—Erotophobia (negative response) reflect attitudes and behavior toward sexuality; erotophilics respond to the medical issues of sexual activity, self examine breasts, get regular checkups; erotophobics have less sexual activity and are poor users of contraceptives.

(
Sex guilt influences feelings of moral violation and the punishment that is due the offender, thus poor use of contraception is correlated with sex guilt, hostile guilt, and morality-conscience guilt.

(
Perception of chance or luck as an influence on outcome is correlated with inconsis​tent use of contraceptives and possibly allows indecisive females to become pregnant.

(
Embarrassment and discomfort resulting from proactive behavior, such as buying contraceptives from a retailer who demonstrates a negative affect, negatively impacts contraceptive purchase and use. 

(
Communication skills with the sexual partner correlates with contraceptive use.

(
Relationship quality and frequency of coital activity suggests that unstable relation​ships are associated with poor contraceptive usage.

(
Locus of control influences individual’s perception of personal control particularly in males; adolescent fatherhood correlates with external locus of control.

(
Self-esteem influences teenagers’ behavior; low self-esteem is related to fear of loss of love, fear of inability to have children; high self-esteem relates significantly to effective contraceptive use. 

(
Self-efficacy reflects sense of control and self-competence that leads to the use of effective contraceptive methods; low self-efficacy strongly correlates with unpro​tected sexual activity.

(
Time perspective suggests that adolescents with limited forethought about the future have poor contraceptive utilization; adolescents with future plans are likely to use contraceptives consistently.

(
Perceived vulnerability influences use of safe behavior; adolescents that see them​selves as invulnerable are less prone to use contraceptives.

(
Sexual knowledge influences use of contraceptives; adolescents who have knowledge about contraceptives are more likely to use them.


In general, contradictory, confusing messages about the use of contraceptives leads to embarrassment that inhibits the effective use of contraceptives. Family-oriented interventions help adolescents establish responsible attitudes and behavior, and lead to effective contraception. Healthcare professionals need to be involved in adolescents’ contraceptive education. 
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Student Research Projects

Research Project 7.1—Obtaining Information about Adolescent Sexuality: Up Close and Personal

Before research activities and academic success became so highly dependent upon large complicated studies and original work, researchers regularly replicated the work that was completed by colleagues at other colleges and universities. Replications tested both the ability to generalize and accuracy of the findings. It is an excellent training opportunity and a great way for students to compare findings across settings.

Objective. Following the completion of this project, students will have accomplished two tasks. First, they will have experienced the rigors of completing a research project that was designed, scrutinized, and published by the author’s professional peers. Second, they will be able to compare the results of a published paper with the information they were able to obtain locally.

Type/Length of Activity. Out-of-class-assignment; variable.
Directions. Ask a small group of students to identify a topic (or two) referenced in Chapter 7 that they find interesting. Obtain complete copies of the research papers referenced in these sections and decide which one is most interesting and feasible to complete. Also contact the first author or, alternatively, any author on the paper, to get additional explanations about procedures such as subject recruitment strategies, measurement instruments, or data analysis strategies. After students have compiled the necessary information, have them follow the steps necessary to complete the research project with the guidance of a faculty member:

1.
Prepare a proposal that satisfies the instructor’s standards.

2.
Submit the proposal for the university’s Human Rights Committee approval.

3.
Select or recruit participants. (The number of participants should fit the amount of time available to complete the research.)

4.
Follow required informed consent procedures.

5.
Collect the data using the same methods described in the original research.

6.
Have students analyze the data.

7.
Complete a comparative analysis between the published data and the results obtained from the local sample.

8.
Write the research paper using the information from the local population.

Wrap-Up. Ask students to present the results of their research to the class. Students also might present the information at a poster session at the students’ college or at a regional conference. 

Research Project 7.2—Sexuality in the Movies

Objective. Following completion of this project, students will be able to document the type of sexuality images and messages that adolescents experience and the potential influence these images have on adolescents as they develop sexual identities. 

Type/Length of Activity. Out-of-class assignment; variable, 15 hours.
Directions. For this project, monitor how sex is portrayed in at least four movies. You will find some interesting choices under “Adolescents on the Big Screen” (see Preface for online information). Select movies that are likely to have a sex scene, and answer the following questions about that scene (you may modify or add to these questions).

1.
What was the sexual orientation of the participants?

2.
What was the occasion or setting of the sexual encounter?

3.
What were the ages of the individuals in the scene?

4.
What sexual scripts did the actors appear to be following? 

5.
Did the participants discuss what they were doing?

6.
Did the participants take any precautions (e.g., condom, diaphragm, or acknowledge use of birth control pills)?

7.
What were the effects of the sexual encounter?


What might teenagers learn about sex in the movies? Commentators have speculated that cinematic depictions of sex idealize and romanticize it, and that sex in the movies is far removed from sexuality as adolescents and adults experience it. An aspect of the concern that images raise is that exposure to such depictions may influence teens’ perspective about the place for sex in a relationship. Images are likely to be a factor that contributes to potential problems with sexual expectations, not to mention the more dire consequences such as pregnancy or infection that may result.


Prepare a brief report in which you summarize your answers to these questions across the four movies you watched. Suggest appropriate interpretations of your observations.

Wrap-Up. As with many of the previous research projects, you may want to have students compare their findings in small or large group formats. Consider also tallying results in appropriate tables on a blackboard or overhead for discussion. Because students may have rated the same scenes of the same movies, you will have an opportunity to explore the reliability of the observations students have collected.


Relate what you find out to information that appears in Adolescence or your lectures. What is “sex in the movies” teaching adolescents about human sexuality?

Essay Questions

Review the guidelines for “Answering Essay Questions” before students respond to these questions.

1.
Compare and contrast normal adolescent development, which interacts in other developmental domains including biological foundations and cognition, families and peers, schools and culture, and/or self and identity and gender. 

2.
Explain current trends and incidences of heterosexual sexual behavior of males and females. Use data to illustrate or support your claims.

3.
Describe Alfred Kinsey’s seven level continuum of sexual orientation. What percentages of males and females demonstrate homosexual, bisexual, and heterosexual preferences? 

4.
Describe the variables related to the failure of sexually active adolescents to use contraceptives. How can we counteract this failure?

5.
What are the nature, incidence, and consequences of adolescent pregnancy?

6.
Can we reduce adolescent pregnancy? What strategies seem to be effective?

7.
Compare and contrast at least two sexually transmitted diseases.

8.
Define and distinguish rape and sexual harassment and compare and contrast the effects of rape and sexual harassment on their victims.

9.
Characterize the sources and content of adolescent sexual knowledge. How might information be disseminated to more adequately inform adolescents and their other sources of information? 

10.
What strategies do psychologists recommend to improve sexual well being and develop​mental transitions in our diverse culture?
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videos

Sex among Teens at Age 15 (VAD)

Overview 

Two 15 year-old white females and a 15-year-old multicultural female describe the prevalence of sex among their peers. One girl says that most of the kids she knows are having sex. Another girl states that it only happens among certain cliques. All three girls express a romantic notion that if they find the right person, then sex is okay.

Pre-Test

1.  What is the prevalence of sexual activity among adolescence?


a.  Nearly all adolescents have had sexual intercourse by the time they are 15.

Incorrect.  Eight in 10 girls and seven in 10 boys are virgins at age 15.


b.  More than one-half of 17 year-olds have had sexual intercourse.

Correct.  Sexual intercourse usually occurs for the first time in middle to late adolescence.


c.  Most adolescents do not have sexual intercourse until they are in their 20s.

Incorrect.  By age 19, only 1 in 5 adolescents are still virgins.


d.  Most adolescents have had sexual intercourse by the time they are 13.  

Incorrect.  Sexual intercourse does not usually occur until middle to late adolescence.

Post-test

1.  What are the perceptions of these girls in terms of the prevalence of sexual activity among their peers?


a.  None of their friends or peers are sexually active.

Incorrect.  These girls believe that at least some of their friends are sexually active.


b.  All of their friends and peers are sexually active.

Incorrect.  These girls believe that only some of their peers are sexually active.


c.  Some of their friends and peers are sexually active, especially among certain cliques.

Correct.  These girls indicate that many of their friends and peers, but not all, are sexually active.


d.  These girls do have perceptions about their friends and peers.

Incorrect.  These girls do have perceptions about what their friends and peers are doing.

2.  These girls have romantic ideas about relationships and sexual activity. How do their romantic ideas support the healthy sexual pathways toward adolescent sexual development presented in the text?  


a.  These girls believe it is okay to have sex out of wedlock and without commitment.

Incorrect.  Although they believe it is okay to have sex out of wedlock they do believe it is important to be in a committed relationship.


b.  These girls do not believe it is okay to have sex until you are married.

Incorrect.  These girls do believe it is okay to have sex out of wedlock if you intend to marry your partner.


c.  These girls think it is okay to have sex out of wedlock as long as you intend to marry 
that person.

Correct.  These girls believe that engaging in sexual intercourse is okay in the context of a committed relationship.

Sexual Minority Youth (VAD)

Overview 

Dr. Ritch Savin-Williams of the Department of Human Development at Cornell University describes his research on the developmental trajectories of youth who do not identify themselves at heterosexual. In the past, he states, research focused on negative outcomes for homosexual youth. Changes in social norms today have allowed GLBT youth to be more secure in their sexual identity.

Pre-Test

1.  What is the developmental pathway of sexual development for gay and lesbian youth?


a.  All gay and lesbian youth feel same-sex attraction that begins in childhood.

Incorrect.  Although some gay and lesbian individuals may feel same-sex attraction starting in childhood, not all experience this.


b.  Gay and lesbian youth do not experience same-sex attraction until late adolescence or 
early adulthood. 

Incorrect.  Some gay and lesbian individuals may not feel same-sex attraction until late adolescence or early adulthood however, some individuals feel this much earlier in life.


c.  Gay and lesbian youth struggle with feeling of same-sex attraction along with feelings 
of other-sex attraction that last throughout the lifespan.

Incorrect.  Gay and lesbian youth may struggle with feeling of same-sex and other-sex attractions but not all do.


d.  All gay and lesbian youth do not follow the same pathway to sexual identity.

Correct.  Some experience same-sex attraction in childhood, some do not experience this until late adolescence, while others struggle with same-sex and other-sex attractions.

Post-test

1.  Dr. Savin studies a specific group of adolescence. How did he characterize this group?


a.  exclusively heterosexual
Incorrect.  He studies adolescents who identify themselves as gay, lesbian, bisexual, questioning, or unlabeled.


b.  exclusively homosexual
Incorrect.  Although he studies gay and lesbian youth, he also studies youth who are bisexual or unsure of their sexuality.


c.  youth who are afraid to explore their sexuality
Incorrect.  The adolescents he studies are exploring their sexuality but do not label themselves as heterosexuals.


d.  gay, lesbian, bisexual, and youth questioning their sexuality
Correct.  This is the group that Dr. Savin studies.

2.  Dr. Savin is finding that gay and lesbian youth are coming out at earlier ages than they have in the past. Why is this change taking place?


a.  There are simply more youth today who are coming to the realization at earlier ages 
that they are homosexual rather than heterosexual.

Incorrect.  Dr. Savin does not believe that more youth today realize they are homosexual at earlier ages compared to a decade or so ago. It has more to do with today’s environment.


b.  Youth today are more likely to be forced to come out by someone in his or her family.

Incorrect.  Homosexual individuals are not typically forced to come out my family members.


c.  Youth today grow up in an environment that is more accepting and safe for 
homosexuals.

Correct.  Dr. Savin believes that changes in the society have made the environment for homosexual youth safer for them to come out to parents and friends.


d.  The social environment today is more discriminatory toward homosexuals compared 
to 10 or 20 years ago. Youth come out abut their sexuality to rebel against society.

Incorrect.  Dr. Savin believes that the social environment today is more accepting of homosexuals compared to a decade or so ago.

3.  In the past, the research on gay, lesbian, and bisexual youth has focused on

a.  the risk associated with a homosexual sexual identity, such as depression and suicide.

Correct.  Past research has focused on the negative outcomes of having a homosexual sexual identity.


b.  the fact that most youth with a homosexual identity are very resilient and have few 
problems.

Incorrect.  Not until recently has research on homosexual sexual identity started to focus on positive outcomes.


c.  there has been very little research on homosexual sexual identity in the past.

Incorrect.  It has been studied in the past, but the focus as been on the risk associated with having a homosexual sexual identity.

Teen Pregnancy Prevention (VAD)

Overview

Jeanne Brooks-Gunn from the National Center for Children and Families at Columbia University discusses teenage pregnancy prevention. Teen pregnancy rates in the U.S. are the highest in the Western world. But at the same time they are dropping. Why? Dr. Brooks-Gunn speculates that in part it’s public opinion; in part it’s more access to information on contraceptive use. In her work she has found that the best predictor of teen pregnancy is disengagement from school. Therefore, she emphasizes the need to focus on keeping girls in school. Also, keeping girls engaged in school is important (most girls get pregnant, she states, between 3 P.M. and 7 P.M.). She goes on to describe programs that are currently used in schools and communities to prevent teen pregnancy.

Pre-Test

1.  The United States has an adolescent pregnancy rate that is higher than most other countries in the Western world. Why is this the case?


a.  Adolescents in the U.S. are more likely to be sexually active than adolescents in other 
Western countries.

Incorrect.  Adolescents in the U.S. are no more sexually active than adolescents in other Western countries.


b.  American adults are more accepting that adults in other countries of adolescents 
having sex.

Incorrect.  Adults in Western countries, including the U.S., encourage adolescents to wait to have children; however, adults in the U.S. are less accepting than adults in other countries of adolescents having sex.


c.  Adolescents in the U.S. have easy access to family planning services, and this 
encourages sexual activity.

Incorrect.  Because adults in the U.S. have less accepting attitudes toward adolescent sexual behavior, adolescents in the U.S. have more difficulty obtaining family planning services.


d.  Adolescents in the U.S. receive mixed messages about sexual behavior and have a 
difficult time obtaining contraceptives.

Correct.  Adults in the U.S. are not accepting of adolescent sexual behavior, and therefore, it may be difficult for them to obtain knowledge and information about contraception.

Post-Test

1.  Why are teen pregnancy rates dropping in the U.S.?


a.  Fewer adolescents are engaging in sexual activity.

Incorrect.  Dr. Brooks-Gunn does not indicate that fewer adolescents are engaging in sexual activity.


b.  More information about contraception is available to adolescents.

Correct.  Dr. Brooks-Gunn believes that adolescents have more information about contraception now.


c.  The reduced teen pregnancy rate is simply an artifact of poor record keeping.

Incorrect.  The rate of teen pregnancy is recorded accurately.

2.  A program designed to prevent teen pregnancy should include

a.  only information about contraception.

Incorrect.  Although information about contraception is important, it is not the only piece of information adolescents need.


b.  only information about abstaining from sexual activity.

Incorrect.  Programs that focus on abstaining from sexual activity have not been effective in reducing teen pregnancy.


c.  ways to keep girls engaged in school.

Correct.  Disengagement from school is a risk factor for teen pregnancy.


d. only information about using contraception after adolescents are told that abstaining 
from sex is best choice.

Incorrect.  Programs need to address multiple issues related to teenage pregnancy to be effective.

3.  Which of the following statements is true about teenage mothers?


a.  Teenage mothers have trouble being responsive parents because they are coping with 
their own adolescent issues.

Correct.  Adolescent mothers are focused on themselves and have difficulty being responsive to their infant’s cues.


b.  Teenage mothers are as responsive as mothers who waited to have children until they 
were in their 20s.

Incorrect.  Teenage mothers are more self-focused and dealing with issues of autonomy while they experience adolescence, making it more difficult for them to be responsive to their babies.


c.  Teenage mothers are unlikely to rely on their own mothers to help them raise their 
babies.

Incorrect.  Teenage mothers typically get help raising their babies from their own mothers


d.  Teenage mothers tend to make better mothers compared to older mothers because they 
are young and energetic.

Incorrect.  Teenage mother do not make better mothers compared to older mothers because of levels of energy.

Coping As Teen Parents (VAD)

Overview

Andrea, a White 21-year-old female, and Joel, a White 21-year-old male, describe how they dealt with high school, living arrangements, babysitting, and the stigma of having a child as teenagers.

Pre-Test

1.  What type of parents, typically, are teenage parents?

a.  Adolescent mothers are very competent and have realistic expectations about their 
babies.

Incorrect.  Adolescent mothers are less competent at child rearing and have less realistic expectations about their babies.


b.  Adolescent fathers are usually well educated and are able to support their children.

Incorrect.  Adolescent fathers are less educated and have lower incomes compared to fathers in their twenties.


c.  Adolescent fathers typically drop out of high school and get a low-paying jobs in order 
to support their family and be a “good father.”
Correct.  Although they believe they are doing the right thing getting a job to support their family, they are ignoring the importance of education in getting a successful career.


d.  Adolescent fathers are very knowledgeable about child development and know how to 
behave around their baby.

Incorrect.  Although they may love their baby, they have very little knowledge about child development and may not know how to behave around their baby.

Post-Test

1.  Andrea and Joel were able to be good parents as teenagers because of all of the following EXCEPT 



a.  they had parents who helped them through this experience and supported them.

Incorrect.  Both sets of parents were involved in terms of child care, financial support, and emotional support.


b.  both Joel and Andrea stayed in high school.

Incorrect.  Because they got help from their own parents, Joel and Andrea were able to finish high school.


c.  Joel decided to drop out of high school in order to support his family.

Correct.  This, fortunately, was not a necessity for Joel and Andrea because of the help they got from their parents.


d.  Joel and Andrea seemed to handle their situation in a mature and responsible fashion.

Incorrect.  Joel and Andrea were smart to accept help from their family and stay in school.

245
IM 7  |  1

