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Unplanned pregnancy and the contraction of sexually transmitted diseases continue to be
prevalent problems among adolescents. These problems often result in adverse health,
social, and economic consequences for teenagers and their families. Previous research has
explored the impact of parent-teen communication on reducing risk-taking sexual
behaviors by adolescents. Discomfort with this topic of discussion has been identified as

a barrier to effective familial sex communication. Currently, there is little practice-based
information concerning interventions designed to improve communication comfort about
sexually related issues within families, especially between parents and their adolescents.
Therefore, this article describes a time-limited psychoeducational group designed to
increase familial comfort in communicating about sex. In four group sessions, six court-
ordered adolescents between the ages of 14 and 18 and their parents were provided
information on teen sexuality along with skill building in the area of communication and
decision making. At the end of this practice-based group, evaluation of the data indicated
significant improvements in communication comfort levels among participants. The results
are discussed, and the limitations of the intervention are reviewed. Implications for future
research and practice with parents and their adolescents are also examined. [Brief Treatment
and Crisis Intervention 5:379-390 (2005)]
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industrialized country (Berger & Thompson,
1994). In this nation, it is estimated that $29
billion is spent each year caring for families
with teenage parents (Henderson, 2000). Many
teenagers who become parents may raise their
children as single parents, a very difficult
situation that frequently places them at higher
risk for poverty (Arnold, Smith, Harrison, &
Springer, 1999) and depression related to a lack
of family support (Rushton, Forcier, & Schect-
man, 2002).

The contraction of sexually transmitted
infections (STIs) also continues to be a major
public health problem in the United States with
850,000 to 950,000 people currently suffering
from HIV and an additional 40,000 new infec-
tions occurring each year. Teenagers between
the ages 15-19 have higher rates of gonorrhea
and chlamydeous infections than any other age
group in the United States (CDC, 2002).

Public concern about the costs and conse-
quences of these problems has led researchers
to focus on measures for preventing unplanned
pregnancies and sexually transmitted diseases
among adolescents. Although there are several
factors that contribute to these problems,
effective sex communication between parents
and their adolescents has been identified as
a key strategy for reducing teen risk-taking
sexual behaviors (Holtzman & Robinson, 1995).
Accurate information regarding sex is more
likely to reduce adolescent risk-taking sexual
behaviors when combined with effective
parent—teen communication about adolescent
sexuality issues (Holtzman & Robinson, 1995).
Because communication between parents and
their teenagers has been linked to responsible
adolescent sexuality (Raffaelli, Bogenschneider,
& Flood, 1998), it is important to identify
factors that
parent—teen communication, thereby decreas-

increase the effectiveness of
ing the potential for the erosion of family

and community supports (Harris & Franklin,
2004).
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There appear to be several barriers to effec-
tive familial sex communication: (a) Parents are
often uncomfortable talking about sex; (b)
parents misperceive their adolescents’ sexual
behaviors; (c) parents may lack accurate in-
formation in the area of sex education to share
with their adolescents (Raffaelli et al., 1998); (d)
information shared during parent—adolescent
discussions about sex often fails to include
critical topics, such as maturation and sexually
transmitted diseases (Pistella & Bonati, 1998);
(e) many parents assume that their adolescents
are not sexually active, so they may often focus
only on discussing abstinence; and (f) parents
are more likely to discuss contraceptive
methods with their adolescents only after a
pregnancy (Pistella & Bonati, 1998).

Research suggests that time-limited sex edu-
cation programs intended to reduce risk-taking
sexual behaviors by teenagers are most effec-
tive when contraceptive information, discus-
sions about adolescent sexuality, and skills
training (e.g., decision making) are based on
social learning techniques, such as modeling,
role-play, and the reinforcement of prosocial
norms (Franklin & Corcoran, 2000). Unfortu-
nately, many of the programs serving teens and
their families do not utilize social learning or
other similar approaches to facilitate effective
communication about sex between parents and
their adolescents. In addition, many programs
do not emphasize effective familial communi-
cation about adolescent sexuality, specifically
the prevention of pregnancy and STIs, and this
lack of attention may explain why changes in
adolescents” knowledge, attitudes, and skills
have not always resulted in corresponding
changes in their risk-taking sexual behaviors
(Franklin & Corcoran, 2000).

A number of studies have examined the
content of familial sex communication focusing
on the importance of providing accurate
and

sexual information between parents

their teenagers (Holtzman & Robinson, 1995;
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King & Lorusso, 1997; Kotchick, Dorsey, Miller,
& Forehand, 1999; Raffaelli et al., 1998).
Surprisingly, however, there has been little in-
vestigation of the process through which famil-
ial communication takes place, even though the
nature of the communication process is signif-
icant in reducing risk-taking adolescent sexual
behavior (Kotchick et al., 1999).

Furthermore, parents need accurate infor-
mation and support to feel more comfortable
and confident that they possess the necessary
communication skills to be effective in discuss-
ing risk-taking sexual behaviors with their
adolescents. Although effective familial sex
communication can lead to decreased adoles-
cent risk-taking sexual behaviors (Holtzman &
Robinson, 1995), discomfort experienced by
parents and their adolescents in speaking about
adolescent sexuality can prevent effective sex
education from occurring (King & Lorusso,
1997).

This study explored communication comfort
levels between parents and teenagers during
psychoeducational group sessions that focused
on adolescent sexuality. Group intervention
strategies were used to provide parents and
their teenagers accurate and comprehensive
sex education information and to identify and
reduce barriers to communication.

Literature Review

Although increasing communications between
parents and their teenagers about sex is helpful
in reducing adolescent risk-taking sexual
behaviors and practices (King & Lorusso,
1997), few studies have specifically examined
the relationship between familial group inter-
ventions and communication comfort levels
during parent—teen sex communication.
Jaccard, Dittus, and Gordon (1998) compared
the congruency of reports of adolescent sexual

behavior and communication between parents
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and their adolescents. Seven hundred and
forty-five African American adolescents aged
14-17 and their mothers participated in the
study. Self-administered questionnaires were
used to identify (a) adolescent sexual behaviors
(e.g., sexual intercourse, intimacy, or absti-
nence), (b) adolescent perceptions of peer
sexual activity, (c) contraceptive methods
utilized, (d) parent and teen perceptions of
sexual behaviors and attitudes, and (e) parent—
teen relationship satisfaction.

The results indicated that mothers signifi-
cantly underestimated the sexual activity of
their teenagers, particularly of their sons.
Factors that appeared to contribute to the
mothers’ miscalculation of their adolescents’
sexual activity were the perception of their
teenagers as religious and too young to engage
in such behavior. Mothers were more likely to
underestimate their teenagers’ sexual behavior
if the mothers (a) were older, (b) strongly
disapproved of teenage sexual intercourse,
(c) communicated less with their teens, and
(d) were more satisfied with the parent—teen
relationship. In general, the findings indicated
that the mothers’ underestimation of the sexual
behaviors of their adolescents was based on
erroneous assumptions made by the mothers.
An interesting finding was that positive par-
ental perceptions of the parent-teen relation-
ship increased the underestimation by the
parents of their teenagers’ sexual behaviors.

Furthermore, Jaccard et al. (1998) looked at
the reports given by parents and their teens and
found several inconsistent results. For example,
mothers (72%) were more likely than their
teenagers (45 %) to report that they had familial
discussion about sex, and parental satisfaction
with the parent—teen relationship was not
predictive of teen satisfaction. Some teens
underestimated the actual reported level of
maternal disapproval of sexual intercourse.
Factors predictive of whether the teenagers
would underestimate maternal disapproval of
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sexual intercourse occurred (a) when peers
were perceived as accepting of premarital sex,
(b) when the teenager was male, (c) when
mothers were less religious, and (d) when teens
reported little parental communication about
sex. In this study, a relationship was found
between a teenager’s perceptions of his or her
mother’s disapproval of premarital sex and
lowered levels of adolescent sexual behaviors.
It was also found that a lack of parent—teen sex
communication increased adolescent sexual
behaviors. Given the findings of Jaccard et al.,
parents opposing premarital sex should clearly
state their position to their teenagers, and in
turn, this may reduce risk-taking sexual
behaviors by the adolescent. Furthermore, by
having parents and their teenagers discuss
adolescent sexuality in a supportive and facil-
itated setting, it is hoped the barriers to familial
sex communication can be effectively reduced.

The study by King and Lorusso (1997)
compared the recollections of parents and their
children regarding sexual discussions within
the home. The respondents were 530 under-
graduate students enrolled in a human sexual-
ity course and their parents. The parents and
their adult children completed a questionnaire
that asked about the nature of ““meaningful”
discussions regarding sex, their ages when
and whether
a single or an ongoing discussion. Additional

discussions occurred, it was
questions for the parents included the follow-
ing: (a) Did they have meaningful sexual
discussion with their parents?, (b) did they
take sex education in school?, (c) would they
have approved of their child’s current enroll-
ment in a sex education course?, and (d) should
such courses be offered in high school or junior
high?

Within the families studied, mothers were
identified as the primary providers of sexual
information to their children. Topics that
generated the most controversy were sexually
transmitted diseases, intercourse, reproduc-
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tion, birth control, homosexuality, and sexual
abuse. Parents gave the following reasons for
not talking about sex with their children: (a) it
was the responsibility of the other parent, (b)
feelings of embarrassment, and (c) unaccept-
ability of the subject. Furthermore, a general
discrepancy existed between recollections of
parents and children about the occurrence of
meaningful sex communication and the specific
topics covered. Parents reported both a higher
frequency of discussions about adolescent
sexuality and more topics being covered than
did their adult children. Discrepancies about
participation in a significant sexual discussion
often occurred when parents talked to their
children indirectly about sex. These findings
suggest a tendency for parents to avoid direct
discussions with their children about teenage
sexuality due to their discomfort and their lack
of accurate information.

Findings from the study of King and Lorusso
(1997) showed a familial trend reflective of
meaningful discussions regarding sex within
subsequent generations of parents and their
teenagers. Of the few parents who completed
a sex education course, most remained un-
comfortable discussing this subject with their
own children. Ninety-five percent of parents
indicated that the course should occur in
college, 91% said it should occur in high
school, and 71% said that the course should
occur in junior high.

In 1995, Pick and Palos investigated the
sex lives of adolescents in Mexico City. Their
study examined three related issues: (a) contra-
ceptive practices of 12- to 19-year-old girls, (b)
the differences between adolescent males who
had got their partners pregnant and those who
had not, and (c) perceived levels of sexual
communication within families. Sexual behav-
iors and contraceptive practices of subjects
were identified through the use of a question-
naire given to 1,257 adolescents. The findings
indicated that maternal-teen communication
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and the history of pregnancy among close re-
latives were predictors of decreased adolescent
sexual activity, fewer pregnancies, and more
contraceptive use. Specifically, adolescent girls
were least likely to initiate sexual relations if
they frequently talked to their mothers about
sex, did not have a pregnant sibling during
their teen years, and if their mother had
married prior to pregnancy. The highest levels
of mother—daughter communication occurred
when mothers were viewed as positive role
models and were married before pregnancy.
This study highlights the importance of
mother—daughtersex communication and the
important influence of role modeling in terms of
adolescent sexual behavior.

When Pick and Palos (1995) examined the
differences between 338 adolescent males who
had impregnated their partners and those who
had not, their findings revealed that those with
better parental communication showed lower
rates of pregnancy. In addition, when inter-
viewing 725 adolescents and their parents
regarding the issue of familial perceptions of
sex communication, mothers were found to
communicate more with their adolescent chil-
dren about sex than fathers. Furthermore, there
was greater discrepancy about perceived levels
of sex communication and discomfort between
fathers and their adolescents, as it appeared that
fathers underrated their adolescents’ levels of
sex communication discomfort. Both fathers
and adolescents showed higher levels of
discomfort in talking about adolescent sexual-
ity than did mothers. It is important to note,
however, that in this study women tradition-
ally led group communication about adolescent
sexuality. The findings of Pick and Palos
document the importance of parent-teen com-
munication and parent modeling in reducing
adolescent risk-taking sexual behaviors.

Overall, there is a sincere effort for practice
strategy to include brief evidence-based inter-
ventions (Corcoran & Vandiver, 2004; Roberts
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& Yeager, 2004). Previous research in this area
clearly documents the need to include parents
in sex education programs that are designed to
provide accurate information while raising
comfort levels when parents and their teens
communicate. To accomplish this, a psycho-
educational group to increase comfort during
sexually related communication between par-
ents and their teenagers was offered.

Intervention Methodology

Subjects

The psychoeducational teen sexuality group
involved six adolescents aged 1418 and six of
their parents. All participants were court or-
dered to attend the group due to the adoles-
cents’ involvement with the Department of
Juvenile Justice. All participants had com-
pleted from 8 to 12 years of high school and
resided in Central Florida. Four of the adoles-
cents were male and two were female; five were
White and one was Hispanic. Half of the ado-
lescents reported being in what they considered
a ‘'serious sexually active relationship.” The
parents’ ages ranged from 36 to 54; two parents
were male and four were female. Five of the
parents had completed high school, and one
parent had graduated from college. One parent
was single, two were married, and three were
divorced.

Psychoeducational Group Format

Unlike most traditional sex education pro-
grams, parents and teenagers were expected
to participate equally in the group. The goal of
this time-limited intervention was to allow
parents to be active participants in a sex
education process that was intended to have
their adolescents delay or reduce their sexual
activity. This psychoeducational group used
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traditional social-learning techniques to teach
participants sex education and skill-building
strategies. Participants were taught decision-
making and communication skills, and they
engaged in role-playing in response to selected
adolescent sexual situations. All activities and
discussions emphasized the prevention and re-
duction of adolescent risk-taking sexual behav-
iors by suggesting alternatives such as the use
of contraceptives and delaying intercourse.
Like many programs based on social-learning
theory, this psychoeducational group made use
of role-plays and modeling to teach communi-
cation and negotiation skills as well as to
reinforce prosocial values that discourage pre-
mature sexual activity and unprotected sex.
Furthermore, it was anticipated that the
parent—adolescent interaction during the group
sessions would help reduce barriers associated
with discomfort in talking about sex while
providing participants with accurate informa-
tion about adolescent sexuality, particularly
ways to reduce pregnancies and STIs. The
group leaders were especially interested in
knowing whether differences occurred be-
tween male and female parents in addressing
issues related to teenage sexuality. It was
hypothesized that familial sex education in
the psychoeducational group sessions would
increase the comfort levels of parent—teen
communication about adolescent sexuality.

In summary, each of the group sessions
focused on providing information on sex ed-
ucation and included skill-building exercises
that assisted participants in learning about
effective decision making and assertiveness.
Emphasis was placed on facilitating communi-
cation between parents and their teenagers.
the
abstinence, contraceptive use, the effects of

Topics covered included following:
sexually transmitted diseases, sexual inter-
course, levels of risk-taking sexual behavior,
pregnancy, and masturbation. The discussions

focused on participants’ formulating future
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goals and placed emphasis on how sexual
risk-taking behaviors and practices by adoles-
cents could interfere with and perhaps stop
goal acquisition. Parents and teens had oppor-
tunities for open discussion as well as oppor-
tunities to engage in role-played scenarios
identified by the group facilitators. Generally,
both parents and teens received the information
as a group, but at times group sessions were
divided into parent and teen subgroups.

Instrumentation

A pretest/posttest design that involved the use
of a survey was specifically developed for this
study by the authors in order to measure
communication comfort levels. To ensure face
validity of the survey, it was piloted with four
adolescents and their parents; some minor
changes were then made in the wording of the
survey before it was used.

The survey collected demographic informa-
tion on respondents, such as respondents’
gender, age, race, and highest level of educa-
tion completed. Adolescents were asked if they
were in a current serious relationship; parents
were asked if they were married, separated,
single, divorced, or widowed. Respondents
were asked to respond to several statements
related to communicating about adolescent sex
using a Likert scale that ranged from 1 to 5 (1 =
never agree, 2 = rarely agree, 3 = sometimes
agree, 4 = often agree, 5 = always agree). Parents
and adolescents completed similar surveys;
however, the wording of some statements was
slightly different on the two versions. For
example, the question “talking to my teenager
about birth control would be embarrassing”’ on
the parent survey was changed to “talking to
my parents about birth control would be
embarrassing’’ on the adolescent survey.

Examples of survey statements included: (a) I
feel comfortable talking to my teen about sex-
ual issues; (b) my opinions are important to my
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teen; (c) there are things I could never talk to my
teen about; (d) to avoid conflict, I do not talk to
my teen about things; (e) I have talked to my teen
about sex; (f) if I had a concern, I would talk to
my teen about it; (g) when I talk to my teen, they
do not hear what I am trying to say; (h) I can talk
to my teen about sexually transmitted diseases;
(i) my teen never listens to me; (j) talking about
birth control with my teen would be embarrass-
ing; (k) my teen understands what it is like to be
a parent; (1) talking about serious problems with
my teen leaves me feeling frustrated; (m) when
talking to me about sexuality, my teen’s
comments make sense; (n) talking about sexual
issues may positively effect my teen’s future
choices; and (o) I have talked to my teen about
sexually transmitted diseases.

Procedures

The teen sexuality and decision-making psy-
choeducational group was held for 2 hr, twice
a week, for two consecutive weeks. The group
had two facilitators and focused on delaying or
reducing the sexual activity of adolescents. At
the beginning of the first group session,
pretests were given; at the last group session,
posttests were administered.

In measuring the effectiveness of the inter-
vention in a pretest/posttest format, two ver-
sions of the survey were utilized. One version
of the survey was given to the adolescents and
another was given to their parents. Each
respondent was asked to complete the demo-
graphic section and the 15 questions on the
survey. The survey questions were designed
to gather information about the dynamics of
participants’ comfort levels in learning and
communicating about adolescent sexuality.

To ensure confidentiality within the inter-
vention setting, respondents were informed
that their identities would remain confidential
in the evaluation analysis. This was of partic-
ular importance because participation in the
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group was court ordered. If respondents felt
uncomfortable answering any of the questions,
they were told that they could leave those
questions blank or withdraw their participation
in the group at any time without penalty. More
important, respondents agreed to participate
after being assured that their participation or
nonparticipation in completing the evaluation
measures would not have an impact on the
services that they would receive.

Results

A dependent (paired) samples ¢ test indicated
significant differences between the pretest and
posttest scores (t = —3.25; df = 11; p = .008).
The results of the ¢ test were further supported
when utilizing a nonparametric test known
as the Wilcoxon Signed Ranks Test (z score =
—2.8, p = .005). Furthermore, it appeared that
group participants with higher pretest scores
also had higher posttest scores (r = .66, p = .02).
Participants with the 25% highest pretest
scores showed a lesser degree of improvement
on the posttest overall than the remainder of the
participants. When averaging degrees of im-
provement by gender, fathers’ scores improved
three times more than mothers did (fathers 15.5,
mothers 5).

Discussion

In this practice-based sample, analysis of the
data supported the hypothesis that familial
participation in a psychoeducational teen sex
group increased comfort levels of sexually
related communication between parents and
their teens. Communication discomfort has
been identified as a barrier to effective familial
sex communication and, according to Pick and
Palos (1995), a positive relationship between
communication comfort and sharing of infor-
mation can benefit all involved. Additionally,
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efforts to improve communication can support
the creation of an inverse relationship between
familial sex communication and adolescent sex
behaviors. In other words, increases in comfort
with sex communication would result in a re-
duction in adolescent sex behaviors. Although,
this study cannot claim that adolescent sex
behaviors will indeed decrease, evidence-based
practice efforts such as this were indicative of
significant differences in comfort levels be-
tween the pretest and posttest measures.
Although not covered in this group, future
groups should include discussion of topics such
as maturation, reproduction, same-sex relation-
ships, and sexual abuse (Franklin & Corcoran,
2000). In retrospect, it is believed that inclusion
of these topics would have made the content
more comprehensive.

Furthermore, it is interesting to note that
participants who scored higher on the pretest
also scored higher on the posttest; yet these
participants showed the least improvement
overall. Although all participants showed
some improvement, it seemed that family mem-
bers with lower pretest communication com-
fort levels benefited more from the group
sessions than those with higher pretest scores.
A contributing factor may have been that
all adolescents were involved with the De-
partment of Juvenile Justice and were court
ordered to participate in the group. These
families with an adolescent classified as de-
linquent may have had higher levels of inef-
fective family communication patterns than
families without a delinquent teen. Because
respondents with lower pretest scores showed
the highest degree of improvement on posttest
scores, preexisting communication problems
may have improved on the basis of the sup-
port and structure of the group facilitators.
Because it is unclear whether the fact that
these individuals were court ordered may
have influenced score results, exploring the
impact that mandated group participation has
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TABLE 1. Pretest and Posttest Scores on Familial
Comfort Levels About Sex Communication Survey for
Participants in the Psychoeducational

Teen Sexuality Group

Group Pretest Posttest Degree of
(Frequency) Mean (SD) Mean (SD) Change
Total 48.6 9.44 56.0 9.75 7.4
respondents (12)

Fathers (2) 45.0 60.5 15.5
Mothers (4) 53.2 58.2 5.0
Adolescent 45.5 52.2 6.7
males (4)

Adolescent 49.5 55.0 5.5
females (2)

on familial sex communication remains an area
for further investigation.

Previous research has identified mothers as
the main disseminators of sex communication
within families (King & Lorusso, 1997); also,
mothers were more comfortable with familial
sex communication than fathers (Pick & Palos,
1995). Again, the data from this study was
consistent with that of earlier research. Fathers
scored lower on the pretest than other respon-
dent groups (see Table 1). However, in terms of
improvement, the fathers’ scores increased
three times more than the scores of mothers
on posttests. These results seem to suggest that
facilitated familial sex communication is bene-
ficial, most notably for fathers, in reducing
communication discomfort.

Limitations and Need for Future Research

Several limitations should be noted when
interpreting this type of practice-based small
group research. First, the participants were
court ordered, and their participation in this
group was not optional. It therefore remains
unclear whether this may affect the results.
Although not intended, the data are based on
a primarily White sample. Whether this lack
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of diversity is due to a small sample size, the
or both,
uncertain. Nevertheless, the lack of ethnic

location of the study, remains
diversity within the sample prevents general-
izability to ethnically diverse populations even
though previous research has indicated that
ethnicity plays a role in adolescent risk-taking
sexual behaviors. In 1990, pregnancy rates for
African American adolescents aged 15-19 were
two to three times higher than the rates for
White and Hispanic adolescents (CDC, 1993).
Ethnicity contributes to risk-taking sexual
behaviors by adolescents and also to the
dynamics of parent-teen sex communication.
For example, research indicates that the mater-
nal sex behaviors of Hispanic women have
a greater impact on their adolescents’ behavior
than that of adolescents from other ethnic
groups (Kotchick et al., 1999). Further study is
needed to address the needs of ethnic minority
adolescents and their families as related to
familial sex communication and preventative
sex education services.

Finally, in interpreting the data, it is impor-
tant to note that several of the scores of indi-
vidual questions within the survey were not
consistent. For some participants, individual
scores decreased, even though scores increased
overall. For example, an adolescent who always
agreed with “‘my parents have talked to me
about sex”” on the pretest survey, rated
sometimes agree on the posttest. Although the
reason for this can never be fully identified, it
is possible that the change in score could be
interpreted as the by-product of a successful
intervention, rather than a decrease in sex
communication discomfort. By participating in
the psychoeducational group, the adolescent
may have gained a better understanding of what
should be included in parent-teen sex talks,
and thus, after receiving this education, may
have decided that the communication was
less than originally indicated. Therefore, al-
though the overall increase in respondents’
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posttest scores indicates improvement in famil-
ial comfort levels in discussing sex, the nature of
the individual responses warrants further
study.

It has been suggested that parent and teen
participation in a psychoeducational group
is more effective in reducing adolescent
sex behaviors than teen participation alone
(Franklin & Corcoran, 2000). However, when
this finding is applied to practice in groups
such as this, attention to prescreening partic-
ipants for groups cannot be underestimated.
For example, if parents are not good role
models or if they exhibit values that promote
adolescent sexual risk-taking behaviors, it
might be better to exclude them from the
group. This is especially important in court-
ordered cases when the adolescents have been
victims of parental incest and the perpetrating
parent attends. Good screening practices and
information gained through further interven-
tion research may help clarify specific factors
that
make participation in a familial sex communi-

in parent—teen relationships would
cation group ineffective or detrimental to the

participants.

Conclusion

Even though parents and teenagers are of-
ten uncomfortable talking about sexuality,
parent—teen communication about sex appears
to be linked to responsible sexual behavior
1998).
Despite support for increased parental com-

among adolescents (Raffaelli et al.,

munication with their adolescents about sex,
many parents remain uncomfortable ap-
proaching this subject. The findings from
this practice-based study remain consistent
with those of earlier investigations supporting
the importance of familial participation in sex
education toward increasing communication

comfort levels between parents and their
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teens. This observation has implications for
professional social work practice, especially if
practitioners are to design interventions at
a variety of levels that address the complex
problems of unplanned pregnancy and STIs
among adolescents.

First, previous research has suggested that
mothers underestimate the sexual activity of
their teenagers because they make erroneous
assumptions about adolescent sexuality. A
positive parental perception of the parent—
teen relationship even increases the underesti-
mation of teen sexual behaviors by parents
(Jaccard et al.,, 1998). A good parent—child
relationship will not necessarily prevent an ad-
olescent from experimenting with sex. How-
ever, the relationships that professional helpers
form with parents can be critical in providing
them with the sex education information
needed to dispel myths about adolescent
sexuality and to improve parent—teen sex
communication.

The purpose of practice and intervention
should not be to merely improve the quality of
the relationship between adolescents and par-
ents (Ballou, 2002). Intervention needs to ad-
dress erroneous parental assumptions and to
help parents provide information related to
teen sexuality. Social work practitioners in
schools, clinics, and other community-based
programs frequently function in the role of
teachers and supportive professionals with
adolescents (Hall & Torres, 2002; Mellin &
Beamish, 2002). As frontline providers of ac-
curate information to parents, social workers
can better serve the adolescents, families, and
communities in which they work.

Second, in terms of communication an em-
phasis on comfort needs to be given to helping
parents increase communication skills while
strengthening relationships. Adolescents who
are sexually active are more likely to report
their
(Craig, 1996). Sex education that provides skills

poor communication with parents
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training based on social-learning principles
can be an important type of practice-based
educational approach (Franklin & Corcoran,
2000). Social-learning theory suggests that the
norms and behavior of the people around
teenagers, particularly parents, influence their
behavior. Most sex education programs com-
municate that it is desirable to postpone sexual
intercourse and that unprotected sex should be
avoided. These programs may take place in
school or community settings such as hospitals.
They usually combine information on human
sexuality with specific, concrete skills-building
sessions on how to resist influences encourag-
ing sexual activity. Some of these programs also
work to increase parent—child communication
on sexuality and sexual choices. Although
evaluations of these programs have not pro-
vided conclusive evidence, they do appear to
be effective in postponing sexual activity
among virgins. It is important to note that
while they do not appear to influence the level
of sexual activity of those already sexually
active, these programs may help these teens use
contraceptives more effectively (Barth, Leland,
Kirby, & Fetro, 1992; Howard & McCabe, 1992).
Teens not only need information about their
sexuality, but they also need to know how to
apply this information in daily life. For most
people, including adolescents, there is usually
a gap between what people know and what
they do. Therefore, sex education programs
need to place emphasis on teaching decision-
making skills, life skills, and life planning.
Last, to date, even though public polls show
that increasing numbers of adults favor sex
education within the schools (Raffaelli et al.,
1998), more evidence is needed to establish the
effect that sex education can have in terms
of preventing teen pregnancy (Franklin &
Corcoran, 2000). Limited evaluation has been
done on many of these programs, but they do
not appear effective in increasing students’
knowledge and have little effect on students’
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attitudes or sexual activity (Ooms & Herendeen,
1990). A program that only provides infor-
mation about teen sex or that just distributes
contraception information will not be effective
in dealing with problems where so much of the
solution depends on personal and social atti-
tudes and behaviors. Given the discouraging
results of some sex education programs, it is
clear from the consistent research findings that
parental involvement is critical to the success
of preventing pregnancy and STIs among ado-
lescents. In addition, studies document that
unwanted pregnancy in teenagers is related to
risk-taking behaviors such as drug use and
needle sharing (Downs, Moore, McFadden, &
Costin, 2000). This indicates that programs
intended to prevent unplanned adolescent
pregnancy and STIs should not be operated in
isolation from other prevention efforts.

Social workers and other helping profession-
als need to take leadership roles in designing,
implementing, directing, and evaluating com-
prehensive and effective practice interventions
in all areas of practice, including those that
involve familial sex education approaches
and programs (Dziegielewski & Roberts, 2004).
However, practitioners must first recognize
and then acknowledge that parents have a vital
role to play in prevention efforts. Preventative
sex education efforts of most programs still
largely exclude parents as agents of change in
agency-based interventions intended to reduce
adolescent risk-taking sexual behaviors. Re-
search indicates that a majority of parents are
not opposed to sex education curricula for their
children (Pick & Palos, 1995). Sex education
information has been shown to be more effec-
tive when combined with familial sex com-
munication (Franklin & Corcoran, 2000). It
seems reasonable to believe that parental
involvement could be successfully incorpo-
rated into existing sex education programs.
Doing so may result in both reduced risk-taking
sexual behaviors by adolescents and in-

Brief Treatment and Crisis Intervention / 5:4 November 2005

Familial Sex Communication

creased levels of comfort during familial sex
communication.
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