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Abstract 

 Many young people go without the sex education that they need in order to lead healthy 

lives. In Arizona, schools are not required to teach sex education at all, and those that do must 

stress abstinence ("Arizona State Profile Fiscal Year 2014", 2014). The Netherlands, on the other 

hand, takes a comprehensive approach that covers emotions, human development, sexual 

orientation, contraceptives, and much more (de Melker, 2015).     

 The implications of neglecting to provide comprehensive sex education include high 

costs, teen pregnancy rates, and STI rates. In 2004, $252 million in Arizona was used to cover 

the costs of teen pregnancies (“Sex Education”, 2016). The teen birth rate in Arizona was 12 

times higher than in the Netherlands in 2007 (“Adolescent Fertility Rate”, 2016) and (“Teenage 

Pregnancy, 2003-2013”, 2016). Also, Arizona’s STI incidence rates in 2007 were 9 times higher 

for chlamydia, 11 times higher for gonorrhea, and 3 times higher for syphilis ("Reportable STDs 

in Young People 15-24 Years of Age, by State", 2016) and (“STI Display Tool”, 2016). These 

costs and health outcomes show that comprehensive, not abstinence-only, sex education is the 

model that we should implement in Arizona. 
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Introduction 

It was “Puberty Lesson” day in my 5th grade class at a public school in Phoenix, Arizona. 

The girls stayed in our classroom with our female homeroom teacher and the boys, giggling and 

whispering amongst themselves, were taken into a different room. Apparently, it was not 

pertinent for us to learn anything about the opposite sex. Our teacher taught us about menstrual 

cycles, female physical body changes, hormones, and body odors. At the end of the session, I 

was given one menstrual pad and a sample size stick of deodorant. That was the extent of my sex 

education.  

Although it is not explicitly stated anywhere in the United States Constitution, it is 

generally accepted that all children in the United States have the right to a free, public education. 

It is also generally accepted that this education should include the basic topics such as English, 

mathematics, science, and history, but there is not a clear consensus regarding the necessity of 

sex education as a part of this curriculum. Because of this controversy, many young people go 

without proper sex education, and in some cases they receive none at all. By denying our youth a 

full and complete education, we as a society are doing them a great disservice.  

In order to demonstrate that young people have a great need for proper and effective 

sexual education, this paper will compare the sex education systems and related outcomes in the 

traditionally liberal Netherlands and the typically conservative state of Arizona. There are many 

factors to consider when looking at sex education, such as the audience, content, culture, 

religion, government regulations, parental influence, contraception, and health outcomes, all of 

which are necessary to understand in order to fully grasp the issue at hand. By examining the 

differences in sex education and their consequences provided by reputable sources and studies in 

the Netherlands and the state of Arizona, it becomes apparent that comprehensive sex education 
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is associated with a lower risk of adverse health outcomes and a more open environment for 

young people to learn about their sexuality. 

Defining comprehensive sex education 

 Comprehensive sex education focuses on providing information that is age-appropriate 

and medically accurate. The term ‘comprehensive’ is used because this model covers a wide 

range of topics that are related to sexual health and relationships. These topics include human 

development, healthy relationships, decision making skills, abstinence, contraceptive methods, 

and ways to prevent transmission of diseases such as STIs (sexually transmitted infections).  

 According to the Sexuality Information and Education Council of the United States, a 

comprehensive sex education program should accomplish the following ("Fact Sheet: What the 

Research Says...Comprehensive Sex Education", 2009): 

1. “provide young people with the tools to make informed decisions and build healthy 

relationships” 

2. “stress the value of abstinence while also preparing young people for when they become 

sexually active” 

3. “provide medically accurate information about the health benefits and side effects of all 

contraceptives, including condoms, as a means to prevent pregnancy and reduce the risk 

of contracting STIs, including HIV/AIDS” 

4. “encourage family communication about sexuality between parent and child” 

5. “teach young people the skills to make responsible decisions about sexuality, including 

how to avoid unwanted verbal, physical, and sexual advances” 

6. “teach young people how alcohol and drug use can effect responsible decision making” 
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All of these issues are critical to gaining a full and complete sex education, and they are 

important for all adolescents to be familiar with. 

Defining abstinence-only sex education 

 Another method of sex education is referred to as ‘abstinence-only’, which stresses 

remaining abstinent from sexual intercourse altogether, usually until marriage. This is the 

predominant form of education taught here in Arizona. According to the Title V Maternal and 

Child Health Services Block Program, Section 510 of the Social Security Act, abstinence 

education refers to a program that meets the following educational criteria (Title V Maternal and 

Child Health Services Block Grant Program, 2016): 

1. “has as its exclusive purpose, teaching the social, psychological, and health gains to be 

realized by abstaining from sexual activity” 

2. “teaches abstinence from sexual activity outside of marriage as the expected standard for  

all school-aged children” 

3. “teaches that abstinence from sexual activity is the only certain way to avoid out-of-

wedlock pregnancy, sexually transmitted diseases, and other associated health problems” 

4. “teaches that a mutually faithful monogamous relationship in context of marriage is the 

expected standard of human sexual activity” 

5. “teaches that sexual activity outside the context of marriage is likely to have 

psychological and physical effects” 

6. “teaches that bearing children out-of-wedlock is likely to have harmful consequences for 

the child, the child’s parents, and society” 

7. “teaches young people how to reject sexual advances and how alcohol and drug use 

increases vulnerability to sexual advances” 
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8. “teaches the importance of attaining self-sufficiency before engaging in sexual activity” 

Although remaining abstinent until marriage does align with some individuals’ beliefs, it is 

unrealistic also unfair to expect all adolescents to adopt this practice.  

Content of Dutch sex education 

 The content of Dutch sex education is based on the idea that “sexual development is a 

normal process all young people experience, and they have the right to frank, trustworthy 

information on the subject” (de Melker, 2015). To be fair, the term sexuality education is more 

appropriate for what goes on in the Netherlands because the goal is not just to educate about 

sexual intercourse, but instead to have open, honest discussions about love and relationships, and 

sex itself is a sub-topic of these (de Melker, 2015). Starting at a very young age, Dutch children 

begin to learn about their bodies, emotions, and behaviors.  

In primary schools (the Dutch equivalent of American elementary schools), children as 

young as four and up to 12 participate in ‘Spring Fever Week.’ This is a week in which a portion 

of the school curriculum is dedicated to sexuality education. Of course, that does not mean that 

instructors explain what sexual intercourse is to four year olds; instead, they focus on the more 

innocent and basic aspects of relationships. At one primary school in the Netherlands, the school 

gym is decorated with heart shaped balloons and children sing along to a song about having a 

crush on someone (de Melker, 2015). In the kindergarten class, children read a book that has 

pictures of animals hugging each other, and they learn that this is ‘because they like each other’ 

(de Melker, 2015). Children discuss whom they like the most (parents, siblings, fellow 

classmates, etc.) and how it feels when they hug the people that they like (de Melker, 2015). By 

doing so, these young children begin to think about the different types of emotional feelings 

toward people in their lives and how they feel when they express those feelings. 
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The curriculum becomes more comprehensive as the children grow older. For example, 

seven year olds are expected to be able to name body parts including genitals, and eight year olds 

start learning about self-image and gender stereotypes (de Melker, 2015). This is very beneficial, 

as children typically fully develop gender identities around age 5-7 in a process known as 

consolidation (‘Development of Gender Identity’, 2015). Consolidation describes the process of 

turning short-term memories into more permanent ones (‘Development of Gender Identity’, 

2015). That means that children compile their short-term memories regarding gender, such as 

watching their father and/or mother complete particular activities or wear certain types of 

clothes, into their permanent views and understanding of genders.  

When students reach 11 years of age, they begin discussing sexual orientation and 

contraception, and they should be able to comfortably talk about reproduction, safe sex, and 

sexual abuse (de Melker, 2015). As mentioned, Dutch children first start talking about feelings 

towards other in kindergarten, but in the later years of primary school they learn that these 

feelings of romance might be directed toward someone of the same sex or someone of the 

opposite sex (Ferguson, Vanwesenbeeck & Knijn, 2008). This introduces them to the topics of 

heterosexuality, bisexuality, and homosexuality. While it is true that not many 11 year olds have 

the need for contraceptives, it is important to open the discussion and start explaining this topic 

so that they have a basic understanding as they begin to sexually develop and enter puberty. In 

the contraception lessons, the material covers where to purchase condoms, how to deal with 

nervous feelings about buying condoms, how to use condoms effectively, where to get the pill, 

how to effectively use the pill, and how to avoid situations that make the pill less effective, such 

as not taking it on time or using it in combination with certain medications (Ferguson, 

Vanwesenbeeck & Knijn, 2008). When addressing all of these topics, the Dutch emphasize 
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personal boundaries and how to communicate those boundaries to others so as to prevent sexual 

abuse and unwanted contact (Ferguson, Vanwesenbeeck & Knijn, 2008). Learning how to avoid 

unwanted sexual interactions is just as important as learning how to safely participate in wanted 

contact. 

In high schools, the Dutch implement the Long Live Love program. This consists of six 

different lessons that each last 50 minutes and they cover topics such as relationships, safe sex, 

and sexuality (Ferguson, Vanwesenbeeck & Knijn, 2008). Examples of the lessons taught during 

the Long Live Love program are displayed in Table 1.  

Table 1 

 

 

 

 

 

 

 

 

 

Table 1: Long Live Love lesson descriptions (Ferguson, Vanwesenbeeck & Knijn, 2008). 

These lessons cover much more than just the biological and physical aspects of sex 

education; they also discuss feelings, relationships, and communication, which are critical to 

understanding sexuality and healthy sexual relationships. It may seem as though some topics are 

covered at unnecessarily early ages, such as providing contraception information to 11 year olds, 
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but this is because the Dutch believe in providing accurate material and valuable skills to their 

youth before these young people need the information and skills. In public health, this approach 

is referred to as primary prevention, because it focuses on addressing an issue before it occurs.  

Content of Arizona sex education 

 Within the state of Arizona, there is great variance in the sex education that the school 

system provides to students. Schools in Arizona are not required to teach sex education, so some 

students receive multiple lessons while others receive none at all. Schools that do provide lessons 

must stress abstinence, and they often do this through programs purchased from outside 

companies ("Arizona State Profile Fiscal Year 2014", 2014).  

One of these is the Choosing the Best program. Between 2002 and 2008, the Arizona 

Department of Education’s Materials Review Committee approved four versions of this program 

for use in public schools (Arizona Department of Education, 2016). These four versions are 

designed for grades 6-10 and each one covers a different aspect of sexual health, but they all 

stress abstinence ("Curricula: Choosing the Best", 2015).  

Choosing the Best WAY is provided to 6th grade students, and it contains six lessons that 

“teach abstinence as the best way to show respect for yourself and others” ("Curricula: Choosing 

the Best", 2015). Although some students may want to commit to abstinence, this implies that 

those who do not are not respectable individuals, and that can by psychologically harmful to 

young people. Choosing the Best PATH is for 7th graders, and its eight lessons focus on how to 

say “NO” to premarital sex and how to say “YES” to healthy relationships ("Curricula: Choosing 

the Best", 2015). This segment implies that relationships are only healthy if they are abstinent 

ones, which can make adolescents who do engage in premarital sex feel as though their 

relationships, which they may enjoy and feel comfortable in, are not ‘healthy’. For 8th grade 
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students, Choosing the Best LIFE provides eight lessons that cover STD facts and then give 

students the opportunity to commit themselves to remaining abstinent until marriage ("Curricula: 

Choosing the Best", 2015). These lessons discuss the consequences and damage of STDs, but 

they do not provide information on contraceptives, such as condoms, that can significantly lower 

the risk of transmitting these diseases ("Curricula: Choosing the Best", 2015). By providing 

information about the danger of STDs but not contraceptives that can help avoid them, this 

program denies valuable information to students who choose to be sexually active. Choosing the 

Best JOURNEY is designed for 9th and 10th grade students, and its eight lessons focus on goal 

setting, decision making, the benefits of abstinence and the ‘negative effects’ of premarital sex 

("Curricula: Choosing the Best", 2015). The goal setting section may sound positive, but in 

reality it only tells students that being sexually active will stop them from reaching their goals 

("Curricula: Choosing the Best", 2015). If a student who received this lesson then became 

pregnant as a teen, this lesson may make them feel hopeless for their future and disappointed, 

which is unfortunate because many teen parents can still go on to lead successful lives. Each 

section of the Choosing the Best program heavily stresses abstinence, and they also fail to 

address important topics such as contraceptives. This program can be found in many of 

Arizona’s schools, meaning that many students are not getting the full sex education that they 

need.  

False information 

 When providing sex education, one of the most important criteria is that information is 

accurate and not misleading. The Dutch place a great deal of emphasis on ensuring that their sex 

education is factual (Honors Thesis Questionnaire, 2015). Unfortunately, the same cannot always 

be said for the sex education provided in Arizona. For example, one of my fellow classmates 
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who grew up in Arizona shared that her 8th grade science teacher told her class that it is possible 

for a female to get pregnant while kissing a male if he ejaculates and semen seeps through his 

pants and hers (Honors Thesis Questionnaire, 2015). For young students who have had little to 

no previous sex education, lies like these can make them fear sexual activities even as basic as 

kissing, which pose very little threat. These lies also inhibit young people’s acquisition of factual 

sexual knowledge if they believe them.  

 In Dutch schools and homes, this is not as common. Of all of the contacts that I made 

while studying abroad in the Netherlands, none of them reported ever feeling as though they 

were lied to or misinformed during their sex education experiences (Honors Thesis 

Questionnaire, 2015). This should be the goal for all sex education provided in Arizona.  

Culture of sex in Arizona 

 When discussing adolescent sexuality, culture is a very important topic to cover. 

Interactions with the culture of a society can be seen as a driving force of development, both 

physiologically and socially, and even the very definition of a society’s sexual health has roots in 

“national, political, and cultural contexts” (Halpern, 2006). The term ‘culture’ encompasses 

anything that is passed between people. This includes language, religion, traditions, stories, 

clothing, art, food, and also education, which is why this is a significant relationship to discuss in 

this comparison. 

As an Arizona native, I have lived in the local culture my entire life, and I have 

personally seen and felt the effects of it. I grew up in a fairly liberal household, but the topic of 

sex still was not discussed. My mother became pregnant with me when she and my father were 

just 17 years old, so I expected them to provide me with all of the tools and information to avoid 

getting pregnant at a young age myself. My mother vaguely explained to me what sexual 
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intercourse was when I was eight years old and had questions about it, but we did not talk about 

it after that. When I was 16 and interested in having sexual intercourse for the first time, I knew 

that I should start taking a birth control pill, but I did not feel comfortable having that 

conversation with my mom. Instead, I lied and said that I wanted to use the pill to regulate my 

menstrual cycle. I am sure that if I had told my mom the truth she still would have allowed me to 

get a birth control prescription, but the cultural stigma associated with adolescent sex 

discouraged me from doing so. I know many other women who grew up in Arizona and felt the 

same way during their teenage years, and that is such a shame; youth should feel comfortable 

asking their parents and/or other adults in their lives for advice and support. 

Sex shaming 

Unfortunately, a significant part of the culture of sex in Arizona is characterized by sex 

shaming. This involves making individuals feel guilty and tainted if they talk openly about 

sexuality, participate in sexual activities, and/or seek out information regarding sexuality. Since 

Arizona is a conservative state, the people living here often view the topic of sex as a taboo. 

Because of this viewpoint, the topic of sex is often avoided and if it is brought up in conversation 

or in an education setting, it is discussed in a negative context. 

Growing up in Arizona, I have heard many stories from my peers about how their sex 

education made them view sex. One of my classmates from Chandler, Arizona shared that her 

parents required her to participate in a religious based purity training program that compared her 

sexuality to a piece of tape: “…if you use tape multiple times, it will become less sticky, so in 

the same way, having multiple romantic/sexual relationships will damage you/decrease your 

value” (Honors Thesis Questionnaire, 2015). This is a prime example of parents promoting the 

idea that participating in sexual activities negatively affects a person’s worth. For young women, 
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this can be especially traumatic and have serious implications in terms of their self-confidence. 

This can also have serious implications for long-term sexual functioning and health (Halpern, 

2006). The fact that this practice of sex-shaming has such widespread, negative effects is very 

saddening, and it is my hope that this practice can be eradicated from our culture. 

Religion 

 Religion plays a key role in the decision-making and practices of young people and those 

who deliver sex education. As a whole, Arizonans are more religious than the Dutch, and this has 

a direct effect on the content of sex education and on the health and behaviors of the youth in 

these two regions. As shown in Table 2, only 34% of Dutch participants identified as being 

religious, meaning that the participant had a religion that they considered themselves to be a 

believer of (Dodge, Sandfort, Yarber, and de Wit, 2005). In Arizona, on the other hand, 73% of 

the population identifies as religious, which shows that religion is much more prominent in this 

state than in the Netherlands (Pew Research Center's Religion & Public Life Project, 2015). 

Researchers for the comparison study between the U.S. and the Netherlands also found that 

American participants placed a higher importance on religion that the Dutch (Dodge, Sandfort, 

Yarber, and de Wit, 2005). Participants were asked to rate the level of importance of religion in 

their daily lives on a scale from 1 to 7 (1 being ‘not important at all’ and 7 being ‘very 

important’), and the American group had a mean score of 3.55 with a standard deviation of 1.87, 

while the Dutch group had a mean score of 2.04 with a standard deviation of 1.65 (see Table 1) 

(Dodge, Sandfort, Yarber, and de Wit). Although the scores of the American group were not as 

high as I expected, they are still significantly higher than those of the Dutch group. 

In the study comparing Dutch and American young men, researchers found that religion 

could be used as a predictor of contraception use, level of sex education, and the likelihood of 
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unintentionally impregnating a partner (Dodge, Sandfort, Yarber, and de Wit, 2005). Identifying 

as religious predicted lower use of contraceptives, lower level of sex education, and an increased 

likelihood of unintentionally impregnating a partner (Dodge, Sandfort, Yarber, and de Wit, 

2005). These outcomes are most likely attributable to the fact that many popular religions, such 

as Christianity, stress abstinence ("Sex and Sensibility: Public School Sex Education and the 

Religious Right", 2013). As mentioned, this stresses telling people to avoid sexual intercourse 

until marriage instead of educating them about how to safely and responsibly participate in 

sexual activities. Although many popular religions stress abstinence, it is clear that not all 

religious youth are practicing this principles, as evidenced by the associations mentioned 

previously.  

According to the logistic regression analysis of the data, inadequate contraceptive use 

was associated with a higher importance of religion (Dodge, Sandfort, Yarber, and de Wit, 

2005). In addition, participants with a higher importance of religion had less overall sexuality 

education; Table 2 shows that American participants (typically more religious) had less sexuality 

education provided by parents, in middle school, and in secondary school (the Dutch equivalent 

of American high school) than the Dutch (Dodge, Sandfort, Yarber, and de Wit, 2005). Those 

who placed a higher importance on religion (namely American participants) were also more 

likely to ever have unintentionally impregnated a partner (Dodge, Sandfort, Yarber, and de Wit, 

2005). Interestingly, Americans were less likely to be involved in ‘exclusive’ sexual 

relationships, which the study defined as steady relationships in which the individuals engaged in 

sexual activity exclusively with one another for the past three months, even though religions 

typically promote these types of relationships and frown upon ‘nonexclusive’ ones.  
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Table 2 

 

Table 2: Means (SD), proportions, and comparisons of demographic variables with relationships 

between national cultures and sexual health outcomes controlling for demographic variables 

(N=242) (Dodge, Sandfort, Yarber and de Wit, 2005). 

Neglecting to provide proper sex education to young people with the expectation that they will 

abstain because of religious and/or cultural principles is not only wishful thinking, it also 

endangers their sexual health, severely limits their sexual and reproductive knowledge, and raises 

the risk of unplanned pregnancy. 

Culture of sex in the Netherlands  

 On the other hand, the culture of sex in the Netherlands is much different than the sex 

shaming, religiously motivated environment found in Arizona and the United States as a whole. 
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The Dutch views towards sexuality are much more liberal, positive, and pragmatic (Ferguson, 

Vanwesenbeeck & Knijn, 2008). Instead of using religion and abstinence-only propaganda to 

make adolescents fear and feel guilty about their sexuality, the Dutch use a ‘sex positive’ 

environment that accepts adolescent sexuality and promotes sexual responsibility (Ferguson, 

Vanwesenbeeck & Knijn, 2008). This was shown by the comparison study between U.S. and 

Dutch college males, which found that Dutch participants were significantly more erotophilic, 

meaning that they had a more positive view of sexuality, than American participants (Dodge, 

Sandfort, Yarber, and de Wit, 2005). Researchers determined this using the 7-point Likert-type 

erotophobia-erotophilia scale, which measures subjects’ avoidance or approach responses to 

different types of stimuli related to sex and assesses their level of agreement or disagreement to 

various statements (Dodge, Sandfort, Yarber, and de Wit, 2005). Participants responded using 

the 7-point scale where 1 correlated with strong agreement and 7 with strong disagreement 

(Dodge, Sandfort, Yarber, and de Wit, 2005). For the purposes of this study, a lower 

erotophobia-erotophilia score is associated with being more erotophilic (Dodge, Sandfort, 

Yarber, and de Wit, 2005). The mean scores for Dutch participants and American participants 

are listed in Table 2 (2.61 and 3.07, respectively), thus showing that Dutch participants were 

more erotophilic than American ones. It is important to note that these findings were statistically 

significant, as the p-value was less than 0.001 (Dodge, Sandfort, Yarber, and de Wit, 2005). 

 I experienced this positive attitude towards sex first hand when I studied abroad in the 

Netherlands. I had the opportunity to meet with various sexual health educators and public health 

workers who explained how they as a country view sex. One of the most distinct experiences that 

I had on the trip occurred when my class met with Sanne Klunder, a sexual health educator in 

Eindhoven. During her presentation, she told us that she considers herself a ‘typical Dutch girl’ 
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because growing up she knew a lot about sex and was not afraid to talk about it. If one of my 

peers who grew up in Arizona, particularly a female, were to say that they were well informed 

about sex and felt comfortable talking about it, they most certainly would not be considered 

‘typical’ in our culture. From Sanne, I also learned that abstinence-only education is only present 

in some Dutch churches, not schools, because it has not been proven to work and therefore it 

does not make sense to use it (Honors Thesis Questionnaire, 2015). This is very different than in 

Arizona where state law requires an emphasis on abstinence (“Arizona State Profile Fiscal Year 

2014”, 2014). Instead, the majority of the Dutch see sex as “a healthy and fun thing to do” and 

the social norm is to be open when discussing it (Honors Thesis Questionnaire, 2015).  

Parent-adolescent communication and relationships 

 Along with the education provided in school, discussions that occur in the home between 

parents and adolescents are key as well. The study among male college students found that 51% 

of Dutch participants received sexuality education from their parents in addition to the education 

provided by their schools, while only 23% of American participants did (Dodge, Sandfort, 

Yarber, and de Wit, 2005). The content and quality of sex education and related conversations 

that occur in the home are important to evaluate as well. A study in Oregon used a sample of 55 

adolescents and their parents to determine the associations between parent-adolescent 

communication and sexual behavior, and it found that communication between parents and 

adolescents that was receptive, supportive, and open was associated with many outcomes among 

adolescents, such as first having sexual intercourse at a later age and a decrease in sexual risk-

taking (Rogers, Ha, Stormshak, & Dishion, 2015). The study also looked at the effect of 

lecturing, which the researchers defined as “…the parents' cautioning and warning about the 

negative consequences of dating and sex that was done in a harsh and/or demeaning tone” 
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(Rogers, Ha, Stormshak, & Dishion, 2015). The results from the study showed that the likelihood 

of adolescents having had sexual intercourse was increased by 86% by the strong presence of 

lecturing during parent-adolescent conversations about sexuality, relationships, and dating 

(Rogers, Ha, Stormshak, & Dishion, 2015). Conversational dominance by the parents was also 

associated with lower levels of sexual health knowledge (Rogers, Ha, Stormshak, & Dishion, 

2015). When parents approach sexuality and communicate in a manner that is open and 

understanding, as the Dutch do, they are more likely to see the behaviors in their children that 

they hope for. 

Government requirements for sex education 

In Arizona, the state law does not require that schools provide sex education or education 

about STDs and HIV ("Arizona State Profile Fiscal Year 2014", 2014). As previously stated, the 

state law does say that if schools choose to teach these topics they must stress abstinence until 

marriage ("Arizona State Profile Fiscal Year 2014", 2014). This is most likely related to the 

presence of religion in Arizona and the wishes of parents. Another issue is that Arizona uses 

‘opt-in’ and ‘opt-out’ policies that control whether or not a student can receive sex education 

lessons. If a school does provide sexuality or HIV/STD education, parents are able to remove 

their children by ‘opting out’ ("Arizona State Profile Fiscal Year 2104", 2014). Parents also must 

‘opt in’ to supplementary sex education courses that replace a health course, meaning that 

parents must sign a waiver for their child to attend ("Arizona State Profile Fiscal Year 2014", 

2014). This makes it seem as though sex education lessons are not important and it can result in 

many young people not getting the education that they need and desire because their parents can 

prevent them from receiving it. In addition, schools that do teach HIV education are not allowed 

to promote homosexuality, portray homosexuality as “a positive alternative lifestyle,” or suggest 
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that “some methods of sex are safe methods of homosexual sex ("Arizona State Profile Fiscal 

Year 2014", 2014). This policy is discriminatory and also may cause students who identify as 

homosexual to have negative feelings toward themselves because they are not included. 

The laws regarding sexuality education in the Netherlands are much different than here in 

Arizona. Per Dutch law, all primary school students in the country must receive sexuality 

education (de Melker, 2015). Although there can be flexibility in how it is taught, the curriculum 

must address a few core topics, such as sexual diversity and sexual assertiveness. These topics 

encourage students to respect all forms of sexual preferences and also how to protect themselves 

against sexual abuse (de Melker, 2015). These are both key topics when discussing sexuality 

with young people, and they are often not covered in Arizonan sex education. Another 

significant difference is that the topic of ‘opt in’ and ‘opt out’ polices do not really exist in the 

Netherlands, as they view healthy and factual knowledge about sexual health as a human right 

(Honors Thesis Questionnaire, 2015). In fact, sexual health topics are required to be taught and 

tested in exam material of biology courses in some schools (Honors Thesis Questionnaire, 2015). 

Also, homosexuality is incorporated into the curriculum and taught as a possible sexual 

preference, whereas there are Arizona state laws that specifically prohibit that.  

Government funding for sex education 

 Throughout Arizona’s history, millions of dollars have been poured into abstinence-only 

programs. In 2014 alone, the federal government provided $1,034,776 to the state of Arizona in 

Title V funding. The Title V Maternal and Child Health Block Grant Program of the Social 

Security Act is the oldest federal-state partnership, and its mission is to “improve the health and 

well-being of women, particularly mothers, and children” ("Title V Maternal and Child Health 

Services Block Grant Program", 2016). Some of the goals include providing access to quality 
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care, reducing infant mortality, and providing coordinated care to children that have special 

health needs ("Title V Maternal and Child Health Services Block Grant Program", 2016). These 

are all valuable goals, but none of the goals listed on the website mention sex education.  

In 1996, the Personal Responsibility and Work Opportunity Reconciliation Act added 

Section 510 to Title V of the Social Security Act, which created the Separate Abstinence 

Education Grant Program (U.S. Department of Health and Human Services, 2008). Then 

beginning in fiscal year 1998, the program provided $50 million each year across the country 

(U.S. Department of Health and Human Services, 2008). In order to receive this funding, state 

governments were required to match every four dollars of federal money with at least three 

dollars of state/locally raised money. In 2014, the state of Arizona overmatched the federal 

government’s $1,281,713 with $1,097,726 of state taxpayer money (“Arizona State Profile Fiscal 

Year 2014”, 2014).  

In January of 2008, then Governor Janet Napolitano cut Title V abstinence-only-until-

marriage funds from the fiscal year 2009 budget. In a public statement on the issue, she said that 

the state should only accept federal funding that could be used for a “comprehensive and 

medically accurate sex education” ("Arizona Rejects Title V Abstinence-Only-Until-Marriage 

Funding", 2016). While this was exciting news, the progress was short-lived; Janet Napolitano 

left office in 2009 and was succeeded by Jan Brewer, who submitted a late application for Title 

V funds for 2009 (“Arizona State Profile Fiscal Year 2009”, 2009). Arizona received the 

funding, but had to return it to the federal government due to the shortened disbursement period 

(“Arizona State Profile Fiscal Year 2009”, 2009). The next year, Arizona applied for the federal 

funding on time and the state has continued to receive Title V abstinence-only-until-marriage 

funding ever since (“Arizona State Profile Fiscal Year 2010”, 2010).  
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In the Netherlands, the federal government funds sexuality education programs, and none 

of their school programs teach abstinence-only-until-marriage (Marshall Cavendish Reference 

Books, 2010). The abstinence-only education is only found in some private churches (Honors 

Thesis Questionnaire, 2015). I believe that this is a more appropriate place for abstinence-only 

education. 

Cost to society 

In addition to abstinence-only programs being expensive, paying for the negative results 

of poor sex education is costly as well. This is related to the costs of teen pregnancies on society. 

In 2007 alone, the U.S. would have saved $505,330,540 if we had the same teen pregnancy rate 

as the Netherlands (“Adolescent Sexual Health in Europe and the U.S.”, 2011). Another study 

published by the National Campaign to Prevent Teen Pregnancy in 2004 found that $252 million 

of taxpayer money in Arizona went towards the costs of teen child bearing (“Sex Education”, 

2016). Arizona has one of the highest teen pregnancy rates, which can explain why this amount 

is so high (Sex Education, 2016). From an economic standpoint, it makes much more sense to 

invest funding in comprehensive sex education programs that will in turn lower the costs 

acquired by teen pregnancies. 

Contraceptive use 

 Contraceptive use is one of the most important topics in sex education because it provides 

young people with the knowledge to help them lower their risk of outcomes such as unplanned 

pregnancy and STI contraction. In the Netherlands, schools and parents preach the ‘Double 

Dutch method,’ which suggests using a condom and the pill together for optimal protection 

(Ferguson, Vanwesenbeeck & Knijn, 2008). As shown in Figure 1, the Dutch are much more 
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likely to use this method than Americans (Dodge, Sandfort, Yarber, and de Wit, 2005). The 

Dutch are also more likely to use each individual method.  

Figure 1 

 

Figure 1: Contraception use at first intercourse among Dutch and U.S. teenagers 15-19 years of 

age (Dodge, Sandfort, Yarber, and de Wit, 2005). 

Although the rates of condom use between the groups shown in Figure 1 are similar, the 

Dutch rates are higher for both males and females (Dodge, Sandfort, Yarber, and de Wit, 2005). 

In terms of the pill, Dutch rates are much higher for both males and females (Dodge, Sandfort, 

Yarber, and de Wit, 2005). As a point of clarification, females who reported using a condom 

could be referring to a male condom or a female condom, and males who reported using the pill 

refer to their female partners using the pill (Dodge, Sandfort, Yarber, and de Wit, 2005). The 

U.S. participants had higher rates in only one category, which was using no method at all 

(Dodge, Sandfort, Yarber, and de Wit, 2005). This study also found that 33% of American 

participants used inadequate contraception, meaning they used no contraception at all or used it 



SEX EDUCATION 
	  

23	  

incorrectly, while only 6% of Dutch participants did so (Dodge, Sandfort, Yarber, and de Wit, 

2005). 

Teen pregnancy rates 

 One of the best ways to assess the effectiveness of sex education programs is to look at 

the associated health outcomes. Teen pregnancy rates are a great tool to do this. In 2013, the teen 

pregnancy rate was 37.7 pregnancies per 1,000 women between the ages of 15 and 19 in Arizona 

(“Teen Pregnancy, 2003-2013”, 2016). This takes into account all pregnancies, abortions, and 

fetal deaths. In the same year, the teen birth rate was 33.1 births per 1,000 women between the 

ages of 15 and 19 (“Arizona State Profile Fiscal Year 2014”, 2014). For comparison, the national 

teen birth rate in 2013 was 26.5 births per 1,000 women between the ages of 15 and 19, ranking 

Arizona as the 11th highest state in the country for teen birth rate (“Arizona State Profile Fiscal 

Year 2014”, 2014). The teen birth rate does not take abortions and fetal deaths into account.  

 In the Netherlands, both the teen pregnancy and teen birth rates are much lower. The 

Dutch teen pregnancy rate in 2006 was 14.1 per 1,000 women between the ages of 15 and 19, 

compared with the Arizonan teen pregnancy rate of 68.7 per 1,000 (“Adolescent Sexual Health 

in Europe and the U.S.”, 2106) and (“Teenage Pregnancy, 2003-2013”, 2016). In 2013, the 

Dutch teen birth rate was only 4 births per 1,000 women between he ages of 15 and 19 

("Adolescent Fertility Rate", 2016). This is over six times lower than the teen birth rate in 

Arizona that year. As shown in Table 3, the teen birth rates in the Netherlands have been 

consistently and dramatically lower than in Arizona for many years.  
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Table 3 

Year Arizona Netherlands 

2003 59.2 7 

2004 58.2 6 

2005 56.5 6 

2006 59.6 6 

2007 59.5 5 

2008 54.9 5 

2009 49.1 5 

2010 41.5 5 

2011 37.2 5 

2012 35.4 4 

2013 31.3 4 

Table 3: Teen birth rates in Arizona and the Netherlands, adolescents 15-19 years old, between 

2003 and 2013 (“Adolescent Fertility Rate”, 2016) and (“Teenage Pregnancy, 2003-2013”, 

2016). 

Teen STI rates 

 The Dutch also have significantly lower rates of STI infections. For example, in 2011 the 

incidence rate of chlamydia among adolescents between the ages of 15 and 19 in Arizona was 

1,906.3 per 100,000, while Dutch young adults ages 15-24 had an incidence of only 363.72 per 

100,000 (“Arizona State Profile 2011”, 2011) and (“STI Display Tool”, 2016). As shown in 

Table 4, incidence rates of chlamydia, gonorrhea, and syphilis (primary and secondary) have 

been significantly lower for the Dutch than in Arizona in every year. 
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Table 4 

 

Year 

Arizona Netherlands 

Chlamydia Gonorrhea Syphilis Chlamydia Gonorrhea Syphilis 

2007 1927.2 301.2 6.6 209.4 27.1 2.1 

2008 1950.0 211.7 5.2 248.1 26.5 3.2 

2009 2015.7 205.1 5.4 254.1 32.6 3.5 

2010 2060.1 210.8 6.5 314.3 44.2 3.1 

2011 2197.8 291.0 8.8 363.7 59.5 4.0 

Table 4: STI incidence rates in Arizona and the Netherlands, adolescents 15-24 years old, 

between 2007 and 2011 ("Reportable STDs in Young People 15-24 Years of Age, by State", 

2016) and (“STI Display Tool”, 2016). 

Misconceptions 

 One of the most common misconceptions about sex education is that providing it to 

children and adolescents will encourage them to participate in sexual activities. As shown in 

Figure 2, the percentages of Dutch females and males that participate in vaginal sex, oral sex, 

and anal sex, are nearly identical to those of American males and females (Dodge, Sandfort, 

Yarber, and de Wit, 2005). The U.S. Department of Health and Human Services also published a 

study that compared students that participated in abstinence-only programs and students that did 

not. The study was released in 2007, and it found that both groups of students “were equally as 

likely to have sex, had the same average age for intercourse, and the same average number of 

sexual partners” (Arizona Rejects Title V Abstinence-Only-Until-Marriage Funding”, 2016). 

This shows that regardless of education style, adolescents participate in sexual activities at 
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similar rates because they have a desire to do so; it is not the content or openness of the sex 

education that causes young people to become sexually active, as some people believe.  

Figure 2 

 

Figure 2: Sexual experience among Dutch and US teenagers 15-19 years of age (N=369) (Dodge, 

Sandfort, Yarber, and de Wit, 2005).  

In reality, there is a physiological explanation for this sexual desire among adolescents. 

One aspect of this explanation has to do with hormones. Hormones are a class of chemicals that 

are produced by the body’s endocrine system, which is controlled by a portion of the limbic 

system within the brain called the hypothalamus (Halpern, 2006). These chemicals affect 

neurotransmitters, glands, and organs, and are responsible for many developmental stages such 

as sexual differentiation during the prenatal period and reproductive maturity during puberty 

(Halpern, 2006). Two of the most important sexual hormones are testosterone and estrogen, and 

their levels increase during puberty (Halpern, 2006). In females, the hormone oxytocin is key in 

lactation and is also associated with vaginal lubrication and orgasm (Halpern, 2006). When the 

levels of these hormones increase during puberty, adolescents feel their effects and are often 
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compelled to act on those feelings by engaging in sexual activities (Halpern, 2006). This occurs 

regardless of religious beliefs or sex education styles. 

Another physiological topic to take into account is brain development. The prefrontal 

cortex is responsible for decision making and understanding risks, and it is also one of the last 

brain structures to develop (Casey, Jones & Hare, 2008). In fact, many people do not have a fully 

developed prefrontal cortex until the age of 25 (Casey, Jones & Hare, 2008). In addition, risk 

taking is associated with increased accumbens activity, which is exaggerated in adolescents 

compared to both children and adults (Casey, Jones & Hare, 2008). Risk taking behaviors can 

include participating in unprotected sex and engaging in sexual activities before one is mature 

enough to handle an intimate relationship, which is why adolescents need a sex education that 

prepares them for this transitory period in their development. Again, these physiological changes 

take place no matter what beliefs adolescents have, and proper sex education will help them 

handle these changes. Neglecting to discuss them, as is done in abstinence-only programs, will 

not stop them from occurring, but it will make adolescents unprepared. 

Conclusion 

 Looking into the future, we need to change the way that we as a society view sexuality, 

as this has significant impacts on the way that we educate our youth and on their sexual health. 

In his budget proposal for the year 2017, President Barack Obama took the initiative to remove 

federal funding for abstinence-only programs ("Obama Seeks to End Federal Funding for 

'Abstinence-Only' Programs", 2016). This is a step in the right direction, but there is still a great 

deal of work to be done to ensure that this proposal becomes a reality and that this new view of 

sex education becomes the norm rather than just a progressive idea. In addition to addressing 

how we provide sex education, we need to address the underlying issue, which is the way that 
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American culture views sexuality. There are certainly cultural barriers to overcome, but I believe 

that with concerted efforts at many levels within our society, we can, and should, use the 

successful Dutch sexuality education system as our model. 
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