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BACKGROUND
The formation of romantic relationships 

plays a significant role in healthy adolescent 
development, particularly in helping youth 
to understand their own identity and how 
they relate to others in the world.1 Schools 
are the place where we prepare young people 
for adulthood—academically, physically 
and socially—and teachers are trusted to 
facilitate this growth and learning. Proper 
preparation for this task is essential. In 
addition, U.S. adolescents have among the 
highest rates of pregnancy and sexually 
transmitted infections (STIs) in the indus-
trialized world.2,3 School-based sexuality 
education programs are an established part 
of a panoply of prevention strategies that 

have the capacity to reduce high risk sexual 
practices among youth, thereby reducing 
unplanned pregnancy and STIs in this popu-
lation.4 Maximizing their effectiveness is an 
important public health goal. 

School-based Sexuality  
Education

Over the past few decades, policy debates 
have focused on what constitutes appropri-
ate content of school-based sexuality educa-
tion. At present, policies vary considerably 
across the United States, with the majority 
of states requiring some form of sexuality 
education in public schools.5 Additionally, 
past research shows that almost all students 
will receive sexuality education before they 
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graduate.6 However, school control is local-
ized, with determination of content varying 
by school district and even in many cases by 
teacher, and sexuality education is taught as 
part of several different subjects.6  There are 
no state-required trainings or certifications 
specific to sexuality education in public 
school classrooms.  Health teachers are most 
often given the assignment of delivering 
sexuality education,6 and many states’ licens-
ing requirements for health teachers specify 
that prevention of HIV, sexually transmitted 
infections and pregnancy are a part of their 
training program.  

National Health Education Standards de-
scribe the knowledge and skills students are 
expected to achieve by certain grade levels, 
and provide a framework for curriculum 
development, instruction and assessment in 
health education.7 However, these concepts 
are broad, and university-based teacher 
training programs are not held to teaching 
specific content or skills around sexuality. 
Little is known as to how current teacher 
training programs are preparing teach-
ers to deliver sexual health content in the 
classroom. A handful of studies in the 1980s 
and 1990s investigated the extent to which 
pre-service classroom teachers were trained 
in sexuality education or HIV/AIDS preven-
tion specifically. At that time, approximately 
one in three colleges offered compulsory 
and/or optional courses designed to train 
teachers to teach sex education for students 
majoring in education.8,9 Sixty-one percent 
of institutions surveyed required students in 
health education certification programs to 
take a sexuality education course; no colleges 
required students specializing in other sub-
ject areas (e.g., science, special education) to 
take a sexuality education course10 and only 
one-quarter of institutions reported offer-
ing a course on HIV/AIDS.11 Consequently, 
many teachers come to teach sexuality 
education with minimal formal education 
in sexuality.6,12 Although these studies are 
older, many teachers trained in that era are 
teaching sexuality content today. 

 It is important to note that surveys 
of training programs do not necessar-
ily capture the experiences of pre-service 

teachers-in-training. Even where a program 
administrator reports that sexual health 
content is offered in a required class, such 
offerings may or may not be sufficient for 
participants to feel they have gained skills 
and content to prepare them for teaching 
this topic. Although more recent research 
has indicated that preparation for sexual-
ity education may be emphasized in other 
parts of the world (e.g., New Zealand13), 
we are not aware of more recent research 
with U.S. teacher training programs or pre-
service teachers regarding their training in 
sexual health. 

Benefits of Training for Sex Education
Research suggests that training to teach 

particular content can improve knowledge, 
perceived importance, self-efficacy and 
comfort in teaching that content,12,14-18 and 
students have indicated a preference for sex 
educators who are knowledgeable, profes-
sional and comfortable handling “sensitive” 
issues.19-20  Pre-service and practicing teach-
ers in a variety of subject areas reported 
that the higher level of knowledge and skills 
they possessed regarding health education, 
the more prepared and competent they felt 
to teach it.17 This finding also held among 
classroom health teachers: higher levels of 
training and experience in health education 
were associated with feelings of competence, 
confidence and comfort in fulfilling their 
role.12,18,21 Sexuality education is perhaps 
the most sensitive topic within the domain 
of health education; Lindau and colleagues 
found that training in sexual health was a 
significant predictor of teaching compre-
hensive sexuality education and covering a 
greater number of sexual health topics.22 

Although abstinence education contin-
ues to be taught and federally funded in the 
U.S., the current administration has also 
dedicated funds to evidence-based com-
prehensive sexuality education programs.23 
Comprehensive sexuality education requires 
that teachers provide information on a wider 
variety of topics, including many that teach-
ers are less likely to teach because of concerns 
over potential controversy.24,25 Focused 
training will be essential to implementing 
comprehensive programming effectively. 

PURPOSE
Much of the research in this area was 

conducted: (1) a number of years ago,  
(2) outside the U.S., or (3) with training  
institutions rather than teachers them-
selves. The broad goal of this research was 
to identify experiences, supports and chal-
lenges that today’s teachers face in teaching 
sexuality education. Our more specific goal 
was to explore pre-service training experi-
ences and needs of sexuality education 
teachers in Minnesota. Specific research 
questions focus on the type and extent of 
pre-service training for sexuality education, 
additional pre-service training desired by 
teachers, and reactions and experiences as 
a new sexuality education teacher. Findings 
are expected to be informative for admin-
istrators, educators and policy makers 
involved in teacher preparation.

METHODS

Design, Recruitment and Sample
We conducted seven focus groups with 

sexuality education teachers from a diverse 
group of schools throughout Minnesota.26,27 
Study participants included 41 sexuality 
education teachers for students in grades 
4-12 in urban, suburban and rural areas 
of the state, including full-time classroom 
teachers (N=31) and community-based 
sexuality educators (N=10) who teach in 
various settings including schools. Two 
primary methods were used to recruit 
participants. First, the Minnesota Depart-
ment of Education provided a contact list 
of all health teachers in the state (N~800). 
Study staff sent a letter of invitation to these 
teachers at their school addresses; follow-up 
e-mail invitations were sent to teachers for 
whom e-mail addresses were available. Sec-
ond, study information was made available 
to teachers via local reproductive health 
organizations, conference tables and repro-
ductive health newsletters. This recruitment 
method allowed for inclusion of sexuality 
education teachers licensed in disciplines 
other than health. Interested teachers who 
learned about the study through either 
recruitment method contacted study staff 
directly and were assigned to a scheduled 
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focus group based on their preferred time 
and location.

A diverse sample of teachers was recruit-
ed, including participants from populations 
that are under-represented in health educa-
tion in Minnesota (male, African American 
& Latino educators). Participants had a 
broad range of teaching experience, ranging 
from 1-30+ years. They included teachers 
with health education backgrounds and 
those from other disciplines (e.g., Family 
and Consumer Science (FACS) teachers; 
community-based sexuality educators); 
middle and high school teachers; teachers 
from large and small schools; and those 
teaching in traditional public schools, char-
ter schools and alternative learning centers. 
The format, timing and length of their sexu-
ality education programs also varied, from 
single sessions to semester-long courses.

Focus Group Interview Guide
The focus group interview guide was de-

veloped by the interdisciplinary study team 
(all authors) with expertise in adolescent 
health, epidemiology, nursing and educa-
tion, in consultation with colleagues at the 
Minnesota Department of Education, and 
the Birds & Bees Project. Questions were 
designed to elicit information about the 
supports teachers receive and the challenges 
they face in teaching sexuality education, 
and were based on the Birds & Bees Proj-
ect’s experience working with teachers with 
sexuality education assignments for over 
35 years. Questions were ordered with the 
intent of moving from less sensitive to more 
sensitive topics in order to build rapport 
during the focus group session. 

An initial set of discussion questions 
was pilot tested with a focus group of com-
munity-based sexuality educators. At the 
conclusion of the pilot focus group, partici-
pants were asked to comment on question 
ordering, clarity, language, sensitivity and 
other aspects of the focus group script; this 
feedback was used to further revise the focus 
group guide. As is common in qualitative 
research, the interview guide underwent ad-
ditional revision following initial study focus 
groups. The focus group team reviewed the 
script and protocols after conducting two 

focus groups; additional minor revisions to 
question wording and ordering were made 
at that time. 

The final focus group interview guide 
contained nine questions and related probes 
(described elsewhere). The present report 
focuses on teachers’ responses to three sets 
of questions regarding training and initial 
teaching experiences: 

• What kind of training did you have to pre-
pare you to teach this subject matter? Did you 
receive any specific sex education training? 

• What additional training or support would 
have been helpful to you in college or prior to 
teaching sexuality education? 

• What was your reaction when you were 
first assigned to teach sex ed? What did you 
think it would be like to teach sex ed? How 
has your experience compared to what you 
first expected? 

Additional characteristics of participants 
and their sexuality education programs 
were not systematically collected. Many 
volunteered this information in the course 
of discussion, and available information is 
used to describe participants throughout the 
results section.

Focus Group Data Collection
Data collection was conducted in Janu-

ary and February 2009. Focus groups were 
convened in various settings (e.g., confer-
ence rooms, public libraries). Two groups 
were specifically scheduled around statewide 
teacher conferences to accommodate partici-
pants from throughout the state who gath-
ered for these events. Groups were planned 
to include between 4 and 10 participants,26 
and actually included between 2 (one group) 
and 12 participants (one group). 

Two study staff conducted each focus 
group, including a facilitator and a note-
taker who recorded participants’ comments. 
Facilitators were trained in general focus 
group methods during their graduate school 
training and had extensive experience in this 
type of data collection. In addition, study 
staff and investigators met on two occa-
sions for specific training on this project, 
including reviewing the focus group script 
and discussing protocols and responses 

to particular issues that might arise. All 
focus groups were digitally recorded, and 
recordings were transcribed verbatim by an 
experienced transcriptionist. Focus group 
discussions ranged from 60 to 105 minutes. 
All participants received a $25 gift card in 
appreciation for their time and insights. 
All study protocols were approved by the 
University of Minnesota’s Institutional 
Review Board.  

Analysis
The first run of data analysis was con-

ducted by the study’s principal investiga-
tor. When the first run was complete, an 
additional member of the research team 
reviewed all original documents, initial 
coding documents and the initial coding 
scheme, and suggested revisions through-
out, which were used to revise the analysis. 
Both coders received training in qualitative 
data analysis as part of their graduate train-
ing programs.

Analysis began with a complete review 
of all digital recordings and transcripts. 
Minor transcription errors were corrected 
and certain jargon and abbreviations were 
clarified in consultation with the other fo-
cus group facilitator. All responses to each 
focus group question set were grouped in 
separate documents. Additional comments 
about challenges and supports not directly 
related to any focus group question were 
also grouped, and these comments were set 
aside (approximately 9% of total). Over 900 
unique, substantive comments were coded, 
excluding interjections of agreement (e.g., 
“That’s a good way to put it!”) and clarifying 
questions or comments asked by partici-
pants (e.g., “So can you teach that?”).

Within each document, all comments 
were organized by themes and sub-themes 
in an iterative process, using a standard word 
processing program.29 Specifically, all quotes 
were inserted into a word processing table 
and assigned a general theme reflecting their 
main point, (e.g., “managing controversy”) 
as a Level 1 heading. Tables were sorted by 
these headings to group all similarly-themed 
quotes together; within themes, quotes were 
then reviewed for sub-themes which further 
described each Level 1 heading (e.g., “con-
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troversy with parents” and “controversy in 
the classroom” were Level 2 headings).  The 
process was again used to group similar sub-
themes within themes, and the process was 
repeated to characterize Level 3 groupings as 
needed to provide additional detail for some 
sub-themes. Quotes were moved among 
levels and among documents throughout 
this process to reflect emerging themes 
and sub-themes. Representative comments 
within each Level 2 or Level 3 category were 
highlighted to maintain the integrity of 
participants’ own words and provide specific 
examples of teachers’ views and experiences. 
Comments that did not fit within any theme 
were removed and previously “leftover” 
comments were reviewed and incorporated 
into the coding documents, as appropriate. 
A written coding scheme was developed to 
organize all codes, incorporating headings at 
all three levels and representative quotes. 

As a final step in this process, two par-
ticipating teachers independently reviewed 
the coding documents and scheme, and pro-
vided feedback to increase the validity of the 
analysis and findings. Their comments on 
the coding, organization and representative 
quotations were used to revise the analysis 
and create a final coding scheme. 

RESULTS
Teachers’ views on training experiences 

are categorized in three sections around fo-
cus group interview questions. Each section 
begins with a participant quote about the 
topic in general, followed by specific themes 
and representative quotes from teachers. 
Themes included: (1) too little preparation 
for sex education, (2) some training for sex 
education, (3) comprehensive training, (4) 
desired additional teaching methods, (5) 
desired additional sex education content, 
(6) desired training regarding extracur-
ricular responsibilities, (7) assignment to 
teach sex education, and (8) expectations 
and surprises.  Information about a partici-
pant’s school location, age group(s) and/or 
primary content area taught were provided 
by participants during the focus group 
discussions and follow individual quotes, 
where available.  

Pre-service Training Experiences

“Well, I think one of the tricky things about 
teaching sex ed, or teaching anything, is 
that you have to have content knowledge 
and you also have to know how to teach, 
and they are really two separate skills.” 
(4th-12th grade sexuality educator)

Too little preparation. Participants came 
to teach sexuality education with a wide 
variety of training experiences. Although 
most participants were trained as health 
teachers, many had no formal training in 
sexuality education. Those that had some 
training received it only as part of an elec-
tive course or an elective project within a 
required content or methods course. For 
some, this lack of training was attributed 
to the culture and time of their education; 
for example, those who were educated at 
religious institutions.

 Among teachers who had little pre-
service training, many sought out supple-
mental training opportunities early in their 
careers, either in specific curricula or from 
an agency (e.g., Planned Parenthood, Red 
Cross), to prepare them to teach this subject 
matter, suggesting that teachers are look-
ing to supplement the training, or lack of 
training, they received in college in order to 
meet their teaching position requirements. 
External trainings were noted to be par-
ticularly important by teachers from non-
health disciplines (e.g., special education) 
and community-based sexuality educators 
whose backgrounds were in non-education 
fields (e.g., gender studies). 

“I had none. Absolutely none. It was a very 
Catholic college and it was a very long time 
ago.” (Rural Alternative Learning Center 
health/FACS teacher) 

“When we did mini-lessons I know there 
was a week we worked sex ed stuff. But 
that was kind of like us wanting to, so 
we shared lessons on that. But there was 
nothing mandated.” (Rural Teen-Aged 
Parents teacher)

Some sex education training.  Teach-
ers who received some form of training 

described two general types of content 
delivery: training focused on sexual health 
knowledge (e.g. birth control failure rates, 
sexual health statistics) or teaching methods 
(e.g. how to facilitate discussion on a sensi-
tive subject). These participants felt they had 
received some training, but not necessarily 
adequate training in both skills and peda-
gogy. While basic information on sexuality 
was worthwhile, teachers commented that 
it didn’t necessarily prepare them to teach. 
A few had methods courses which included 
sexuality education, and these were par-
ticularly useful, as it was widely recognized 
among participants that this subject matter 
required different teaching strategies than 
most other material they taught. 

In addition to the courses themselves, 
several participants remarked that excellent 
instructors were crucial to their pre-service 
training for sexuality education. Delivering 
the content thoroughly and plainly set a 
good example that teachers were able to 
emulate in their own classrooms.

“I just felt that I wasn’t given tools to be 
able to use right in the classroom.” 

“I had a course in undergrad which we 
had a panel [of speakers] …and also our 
professors brought in curriculums for us to 
look at …and then we would actually do 
the activities like the kids would.” (6-8th 
grade health/PE teacher)

“I feel really fortunate. My professor, she 
didn’t hold back anything.” (Suburban 
teacher)

Comprehensive pre-service training. In 
some instances, teachers happened to com-
plete their student teaching during a host 
teacher’s sexuality education unit. While all 
who reported having this experience were un-
comfortable at the outset, they came to believe 
it was invaluable training that would be use-
ful for all health educators. Having this “first 
time” experience as a student rather than a 
new teacher had several advantages; specifi-
cally, it gave student teachers the opportunity 
to reflect on the experience and get support 
and feedback from their peers and instruc-
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tors. The combination of student teaching sex 
education and required relevant coursework 
provided the most thorough preparation for 
their role as sexuality educators.  

“I took a required sex ed class for college and 
I did student teaching through sex ed. I was 
nervous and it was probably my best week. 
…you have the support back at college with 
your student teachers. You know, ‘How do I 
say this? What do I do here?’” (Urban 10th 
grade health teacher)

Additional Desired Pre-service Training 
Teaching methods. Teachers had numer-

ous suggestions for ways their training 
could have better prepared them to teach 
sexuality education. Because there was gen-
eral recognition that teaching excellent sex 
education required training in both content 
and pedagogy, the primary area in which 
teachers wanted more education was in the 
domain that was not emphasized during 
their training. More specifically, we found 
a divide between classroom teachers, who 
typically had strong training in teaching 
methods but far less in sexuality content, 
and community-based educators, who typi-
cally had extensive training in content but 
relatively little in pedagogy. More extensive 
methods training with a particular focus on 
sexuality would have been welcome by many 
teachers.  For example, participants thought 
that more exposure to various sexuality 
education curricula would have been valu-
able, and acknowledged the importance of 
practicing teaching sexuality content to gain 
comfort and experience.

“I think what would be nice …is to have 
exposure to different curriculums. …before 
you actually get to a school and they look 
at you and say ‘here’s some money, buy 
some curriculum.’ …You know, statisti-
cally what’s been most successful, instead 
of having someone coming in and trying 
to sell you their curriculum. You have time, 
it’s kind of neutral ground to look at the 
curriculum.” 

“Don’t you think everyone should have 
to teach a sex ed topic? It’s not a big deal 

to teach about disease or first aid. That’s 
not the uncomfortable part for the kids or 
you. So it would’ve been nice to have to 
teach that unit or a lesson from that unit.” 
(6-10th grade health teacher)

Sex education content. In addition to 
teaching methods, teachers had several 
training needs related to content. Partici-
pants repeatedly described the need for 
culturally-sensitive and culturally-specific 
sexuality education resources. Particularly 
in urban settings, many taught in class-
rooms that were very diverse, including 
Somali, Asian, Native American, African 
American, and Hispanic and white youth. 
Even teachers who felt they had strong sex 
education training typically did not have 
materials in other languages, or train-
ing that acknowledged the wide range of 
cultural values and social norms students 
brought into the classroom.

Formal training about community re-
sources, including how to access and use 
them, was also highlighted by several par-
ticipants. These resources were, for many, an 
excellent way to expand their own sexuality 
education offerings, which was beneficial for 
students, as well as a way to extend their own 
training by learning from community agen-
cies. However, most had learned about these 
possibilities after beginning as a teacher, 
rather than in their formal training.

“We have a strong Asian community and 
their belief in marriage and children and 
labor is a lot different than my background.” 
(Urban 10th grade health teacher)

“Having [a local clinic] come in and having 
them do an anatomy lesson. To see them 
actually perform it. Because then when 
they were cut I was able to just replicate 
what she did.” (Urban 10th grade health 
teacher)

Extracurricular responsibilities. Teachers 
described many additional responsibilities 
associated with teaching sexuality education, 
for which they typically received no formal 
training at all, including managing contro-
versy, the political and advocacy aspects of 

sexuality education, and working within 
school and school district guidelines. These 
activities were generally acknowledged to be 
an important part of their job as sexuality 
educators, but none reported being trained 
to take on these tasks effectively. Many didn’t 
anticipate the complexities of these roles at 
all, and shared that they had to “learn as 
you go.” 

“That’s the thing about methods classes, 
is you do a lot of practice among other 
students that all want to do the same thing 
as you. …You don’t ever get practice in 
dealing with parents who don’t agree with 
what you are teaching, or students that 
are challenging what you are teaching, or 
administrators that are.” (Community-
based sexuality educator)

“I would say also the politics of it is really 
valuable. An assignment of advocacy in 
front of the school board or colleagues or a 
parent group - you know, that’s part of the 
job.” (6-10th grade health teacher)

Sex Education Teaching Assignment  
and Expectations

Assignment to teach sex education. All 
health educators agreed that teaching sexu-
ality education was a standard part of their 
job, and they were expected to teach it. Other 
teachers found that they were assigned to 
teach the sexuality unit—or volunteered 
for it—because they were the only ones 
within their school or district with a relevant 
background or training in a particular cur-
riculum. Participants did not report that 
this was viewed as an undesirable teaching 
assignment that was given to the teacher 
with the least seniority. By and large, teach-
ers enjoyed teaching sexuality education 
and felt it was an extremely important part 
of their program.

“I think if you are applying for a health 
job, you pretty much assume you are going 
to be teaching sex ed.” (Urban 10th grade 
health teacher)

“This is the reason I went into teaching.” 
(Suburban 6-8th grade health teacher)
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Expectations and surprises. Most teach-
ers reported that their initial experiences 
teaching sexuality education were as good 
as expected or better. Others, however,  
reported being nervous or embarrassed 
when they began. In many cases, uncom-
fortable feelings were attributable to char-
acteristics of the students (for example, 
one participant reported that a younger 
relative was a student in her first class) or 
of the teachers themselves (for example, 
being close in age to the students they were 
teaching, or being pregnant).  

Many teachers described being surprised 
in their first years of teaching, both by the 
students and the parents. Several teachers 
reported that their students appeared quite 
sophisticated and knowledgeable, but this 
was not, in fact, the case. Teachers uncovered 
surprising and important misunderstand-
ings and gaps in knowledge, for example, 
a 9th grade boy asking if he had a uterus. 
Similarly, the range of maturity levels within 
a class of students initially surprised some 
teachers, as some were very physically de-
veloped and/or sexually experienced, while 
others were not. Teachers were also surprised 
by parents, in terms of both the support and 
the opposition they encountered. Of the 
two types of parent responses, opposition 
was more common and many teachers felt 
unprepared for it. 

“I think a lot of it has to do with being 
so close in age with the kids. Especially 
when I was student teaching.” (Health/
PE teacher)

“The ones sitting in back that know  
everything, but then, ‘the baby comes  
from where?’”

“I think sometimes parents are both more 
and less worried than I thought they would 
be. …We either get parents that are, ‘thank 
you, you’re so amazing, we really appreci-
ate you,’ …or parents are livid that you 
are even talking about it at all. …So I 
think that is more than I expected. More 
extremes than I expected. (Community-
based sexuality educator)

DISCUSSION
Several themes emerged across focus 

groups regarding training experiences and 
needs of Minnesota’s sexuality education 
teachers. First, sexuality educators came 
to the task from a variety of backgrounds, 
with disparate levels of training in sexual-
ity education. Second, teachers described 
many additional training experiences that 
would have been beneficial in preparing 
them to teach sexuality education, includ-
ing content, methods and extracurricular 
roles. Finally, the many surprises of early 
teaching experience point to the need for 
more thorough and wide-ranging training 
in sexuality education.

Findings from the present study suggest 
that training programs to prepare sexuality 
educators are falling short. Even among 
those with the most common and relevant 
professional background, i.e., health educa-
tion, many found their pre-service training 
was inadequate; while those coming to sexu-
ality education from other disciplines such 
as special education or science typically had 
no training in this content, methodology, or 
both. This finding is consistent with previous 
research demonstrating insufficient train-
ing. For example, Rasberry and colleagues30 
found that almost half of their sample of 
abstinence education teachers in Texas had 
received no teacher training, and only 7% 
had formal training in health or sexuality 
education. Similarly, studies with special 
education teachers have highlighted how 
important these teachers perceive topics of 
health and sexuality are to their students, 
and how ill-equipped they believe them-
selves to be in teaching sexuality education 
or health education.31,32 

In addition to the content and methods 
of sexuality education, teachers highlighted 
many related activities that were not ad-
dressed in their training, suggesting that 
even where teacher preparation is con-
sidered to be strong; it still does not fully 
prepare pre-service teachers for the realities 
of their multifaceted roles. This finding is 
consistent with previous studies on prepa-
ration for health education more broadly. 
For example, Birch and colleagues queried 

master teachers about important compo-
nents of professional training for health 
educators, and found that they viewed 
skills for maintaining a positive classroom 
atmosphere and garnering support from 
community, administrators and parents as 
important as knowledge about content and 
instructional techniques.33  

These findings point to the need to train 
sexuality educators differently than teach-
ers for other subjects. An apprenticeship or 
Urban Teacher Residencies model which in-
corporates education theory and classroom 
practice, pairing students with experienced 
mentors, grouping candidates in cohorts, 
and building partnerships with non-profits 
and schools34 may be more appropriate. It 
would allow trainees the opportunity to 
learn on the job all of the extra skills required 
in this position. Practically, this approach 
may entail requiring a sex education student 
teaching or mentoring experience for all 
entering sexuality educators. Importantly, 
even if excellent teacher training were imple-
mented now, many current sex education 
teachers received their training many years 
ago and continue to teach in this field. This 
indicates a significant need for ongoing in-
service training to provide updated materials 
and information, and new teaching methods 
for experienced teachers, as well as the work-
place supports that will allow them to take 
advantage of such opportunities.

Findings from this study also reflect 
deeply ambivalent views on sexuality and 
sex education that pervade U.S. culture 
and place teachers—and teacher training 
programs—in a bind between national 
policy favoring abstinence-only education 
and professional obligation to contribute to 
students’ welfare.35 While teachers in the field 
may recognize students’ needs and interest 
in comprehensive sexuality education, too 
little training is an example of insufficient 
structural supports for this role. Interna-
tional comparisons accentuate important 
differences in these structural supports and 
cultural norms around sexuality. Findings 
in Canadian studies of pre-service and in-
service health educators are similar to the 
present study, showing a lack of knowledge, 
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skills and comfort with regards to sexual-
ity education.29,36 However other countries 
take a broad and comprehensive approach 
to sexuality (e.g. Sweden, the Netherlands, 
Australia) which is reflected in the way in 
which they prepare teachers to educate stu-
dents on this subject. For example, a recent 
study of pre-service teachers in New Zealand 
reported extensive coverage of sexuality 
content in their training.13 The political 
and social climate regarding sexuality may 
explain these differences across regions. 
Working with media, community groups, 
health care providers, religious leaders and 
families, as well as educators, may be an 
important tactic for re-framing the national 
debate about sex education to focus on issues 
of health and human rights to information, 
rather than issues of morality. 

Limitations and Strengths 
Participants in the present study were 

volunteers and not necessarily representa-
tive of all sexuality education teachers in 
Minnesota. However, it is important to note 
that this kind of discovery-oriented qualita-
tive research is intended to delve deeply into 
a relatively new content area with those 
who have extensive experience with the 
subject matter; findings are not necessarily 
intended to be generalizable. In addition, 
data regarding teachers’ race, location, pri-
mary discipline, etc. were not systematically 
collected; rather, participants volunteered 
this information as they chose in order to 
enhance comfort with the group and the 
discussion process. Examining patterns 
of response within and across any teacher 
characteristics might contribute greater 
nuance to our understanding of sexuality 
education training needs, but is impossible 
given this limitation. Finally, while teachers 
from outside the Twin Cities metropolitan 
area were included in the sample, we were 
unable to hold focus groups in other areas 
of the state. Doing so might have resulted 
in greater participation among teachers in 
rural areas, whose voices may be under-
represented in this study.

Strengths of the study include participa-
tion by a wide variety of sexuality educa-
tors, including classroom health and other 

teachers, those in special programs (e.g., 
Alternative Learning Centers, teen parents’ 
program), and those based at community 
organizations and clinics. This diversity 
of background and experience brought 
many perspectives into the dialogue, and 
permitted deeper reflection on training 
than may have been possible with a more 
homogenous sample. In addition, the focus 
group guide was developed with input from 
a variety of professionals, including experts 
in adolescent health research, community-
based organizations engaged in sexuality 
education, and sexuality educators them-
selves. This approach yielded an instrument 
designed to capture many different aspects 
of sexuality education training and teach-
ing experience.

TRANSLATION TO HEALTH  
EDUCATION PRACTICE

The viewpoints expressed in this study 
highlight important considerations in pre-
paring teachers involved in sexuality edu-
cation with young people. First, education 
programs—particularly health education 
programs—should require training in both 
sexuality content and appropriate teach-
ing methods. Because sexuality education 
is a standard element of health education 
programming in most school systems, 
pre-service training in sexuality education 
is a fundamental element of health educa-
tion programs. Training programs in other 
subject areas where sexuality education is 
often included, such as family and consumer 
science, physical education, science and 
special education should also make relevant 
coursework available to pre-service teachers. 
To address challenges in teaching sexual-
ity education, sexuality education training 
should routinely address topics such as un-
derstanding and teaching to diverse learners; 
answering difficult questions; understanding 
divergent moral perspectives on sexuality 
education; and responding effectively and 
empathetically to community reactions to 
sexuality education content and process.37 
Education programs should also consider 
expanding practicum experiences that allow 
teachers hands-on practice with teaching 

classroom sexuality education and feedback 
from mentors. 

Quantitative research is a critical next 
step to describe the training experiences of 
a representative sample of sexuality educa-
tion teachers. Future research in this area 
should focus on detailed training experi-
ences, specific deficits in training programs 
and predictors of limited sexuality education 
training (e.g., characteristics of the program, 
community factors). Longitudinal research 
examining variations in teacher training (in 
both academic and non-academic settings) 
and subsequent variations in tenure as a 
sexuality educator, satisfaction in this role 
and effectiveness in enhancing students’ 
knowledge, skills and sexual health out-
comes could provide even stronger evidence 
for implementing robust sexuality education 
as part of pre-service teacher training. 
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