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ABSTRACT 

KAREN BARTLETT 

SOURCES OF SEXUAL KNOWLEDGE AND ASSOCIATED  
OUTCOMES IN A DEAF POPULATION 

DECEMBER 2015 

The state of sexuality education in the United States is currently the subject of 

much research. Presently, federal funding supports abstinence-only sexuality education, 

which has been strongly associated with negative sexual outcomes in diverse hearing 

populations. Unfortunately, only a small amount of research related to sexuality and 

deafness has been published, and there is an even smaller amount of research evaluating 

sexuality education for deaf students in the United States. What evidence does exist 

suggests that Deaf students receive very little formal education related to sexuality from 

parents and schools. In addition to inadequate instruction about topics related to 

sexuality, Deaf students face increased difficulties accessing accurate sexual knowledge 

due to lack of access to signing adults, low literacy levels, and cultural barriers.  

The purpose of the study was to evaluate the relationships between sources of 

information, access to language models, and unwanted sexual outcomes in a Deaf 

population. Hypothesized correlations between causal factors (type of school attended, 

access to a trusted adult, sources of sexual knowledge, and perceptions of knowledge 

received) and outcomes (Sexual Knowledge Scale, and Sexual Outcomes Measure) were 

analyzed using a series of t-tests to determine the unique contribution of individual 
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variables. Additionally, a multivariate path analysis was conducted to evaluate complex 

relationships among the factors and outcomes. 

Results indicated that the type of school setting did not impact participants’ 

sources of sexual information, but that students who attended residential schools were 

more likely to experience unwanted sexual outcomes than those who attended 

mainstream schools.  Regardless of academic setting, access to a trusted adult during high 

school had a significant influence on variables associated with reduced negative 

outcomes. Additionally, findings indicated that regardless of participants’ actual sexual 

knowledge, their perception of the knowledge they received was shown to impact 

outcomes later in life. Implications for theory, research, practice, and training are 

discussed. 
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CHAPTER I 

INTRODUCTION 

Research has clearly demonstrated that open communication, parental 

communication about sexuality topics, and exposure to age-appropriate comprehensive 

sexuality education correlates with lower rates of unwanted sexual outcomes, such as 

pregnancy and sexually transmitted diseases (Kaiser Family Foundation, 2003; Parkes, 

Henderson, Wight, & Nixon, 2011; Powell & Segrin, 2004; Troth & Peterson, 2000). 

Unfortunately, longitudinal research has shown that approximately 96% of deaf children 

are born to hearing parents, and the majority (>70%) of those parents do not use sign 

language in the home (Gallaudet Research Institute, 2011), rendering parental influence 

and education, including sex education, inaccessible to most deaf children. At the same 

time, more than half of the states prohibit schools from providing comprehensive 

sexuality education (Stanger-Hall & Hall, 2011), creating yet another barrier to education 

for deaf people, who are defined as individuals who have a hearing loss ranging from 

profound deafness to the ability to hear but not distinguish sounds (Martin & Clark, 

2003).  

Comprehensive sexuality education programs have been shown to teach healthy 

decision-making skills to teens and have been repeatedly linked to lower levels of 

negative sexual outcomes, such as unwanted pregnancy and sexually transmitted 

diseases. Under the administration of George W. Bush, abstinence-only education
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became a federally funded program (Santelli et al., 2006), in spite of health care 

providers’ and parents’ support for comprehensive sex education (Lindberg, Santelli, & 

Singh, 2006). Subsequent empirical research into the effectiveness of abstinence-only 

education has demonstrated significant failures in the curricula, including a lack of 

education regarding rape, sexual assault, and interpersonal violence (Fay & Yanoff, 

2000). In fact, many of the federally-funded abstinence-only curricula contain serious 

scientific errors (U.S. House of Representatives, 2004). In response to these problems 

with the curricula, as well as the clear evidence against abstinence-only education, some 

states have refused federal funding for these programs, opting to use their own funds to 

provide more comprehensive sex education (Raymond et al., 2008). Unfortunately, most 

schools in the United States still provide abstinence-only education, preventing students 

from obtaining important information about their sexual health and well-being (Raymond 

et al.).  

 Accessing accurate information related to sexuality can be problematic for any 

adolescent, but for people who are deaf, acquisition of knowledge related to sexuality can 

be a daunting task. In addition to barriers at home and school, information presented in 

text form, such as websites or informational brochures, can also be functionally 

inaccessible (Fileccia, 2011). On average, deaf people with normal intelligence levels 

graduate from high school reading at a fourth grade level (Hindley, 1997) and the 

absence of incidental learning (i.e., knowledge obtained through indirect means, often 

auditory) creates a further barrier to accessing knowledge (Kleinig & Mohay, 1990). 

These barriers to auditory, written, and verbal communication have an enormous impact 
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on the psychosocial adjustment of the Deaf (Kvam, Loeb, & Tambs, 2007). Although 

some research has been done on the impact of these barriers on domains, such as 

adjustment, education achievement, and vocation (Kvam, Loeb, & Tambs; Lukomski, 

2007), little research has been conducted investigating the impact of barriers to sexuality 

education in a deaf population. 

Deafness is classified across a number of categories, including type and range of 

loss, capacity to understand speech sounds, the capacity to utilize technology, such as 

hearing aids or cochlear implants, causes of and age of onset of hearing loss, and the 

experience of ringing in the ears (Martin & Clark, 2003). The diagnostic categories 

applied to individuals with hearing loss range from profoundly deaf (i.e., hearing almost 

no sound) to hard-of-hearing (i.e., hearing sounds but not able to understand them). There 

are approximately 22 million deaf and hard-of-hearing people in the United States 

(Williams & Abeles, 2004), and of those, almost 1.2 million are identified as deaf 

(Gallaudet Research Institute, 2011). When writing about people who are deaf, the 

capitalization of the letter D indicates Deafness as a cultural affiliation (i.e., Deaf); when 

written in lower case, the word deaf indicates the condition of not being able to hear (i.e., 

deaf) (Sacks, 1980). 

Luckner and Gonzales (1993) pointed out that deaf adolescents have significant 

gaps in their levels of knowledge related to sexuality and sexual health. Some researchers 

have explored issues related to sexuality education in deaf education programs (Fitz-

Gerald & Fitz-Gerald, 1978; Getch, Branca, Fitz-Gerald, & Fitz-Gerald, 2001; Tripp & 

Khan, 1986) and have found that there are significant weaknesses in the types and 
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sources of sexual knowledge among this population. Deaf and hard-of-hearing people 

experience higher rates of sexual assault than their hearing counterparts, which can be 

partially attributed to their lack of knowledge surrounding sexuality, sexual 

communication, and sexual health (Job, 2004).  

What little research has been published strongly suggested that deaf students have 

disproportionate and insufficient access to information regarding health (Bat-Chava, 

Martin, & Kosciw, 2005; Job, 2004) These findings are commonly attributed to lack of 

access to sexuality education, communication barriers, and lower literacy levels (Moores 

et al., 2008). Other researchers have shown that deaf adolescents have serious gaps in 

their knowledge about sexuality, particularly related to HIV/AIDS, which can have 

serious, lifelong repercussions (Joseph, Sawyer, & Desmond, 1995; Luckner & Gonzales, 

1993). Even when formal sexuality education is provided, low literacy levels among the 

deaf often render the information inaccessible, even through media, such as closed 

captioning on health-related videos and written material provided on handouts or on 

posters (Peinkofer, 1994). 

Deaf students have unique educational needs that may require a specific type of 

educational setting (Luetke-Stahlman, 1998). Most attend a traditional mainstream public 

school, where they may be placed in one or more classes with a certified teacher of the 

deaf, or they may attend regular classes utilizing a sign-language interpreter or a real-time 

captioner (Reich, Hambleton, & Houldin, 1977; Steinfeld, 1998). Others may attend a 

residential school for the Deaf, where they may live on or off campus, and classes are 

conducted primarily in sign language (Musselman, Mootilal, & MacKay, 1996). 
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Researchers have identified and studied numerous social and academic differences 

between students who attend residential schools for the Deaf, and those who attend 

mainstream schools (Angelides & Aravi, 2006/2007; van Gurp, 2001), but to date there 

has been no research published evaluating the impact of the type of school setting on 

sexuality education and outcomes.  

The purpose of this study is to contribute to the existing body of literature related 

to deafness and sexuality by examining a unique factor that impacts the overall health and 

well-being of Deaf individuals. Understanding the impact of school setting and other 

sources of sexual knowledge, along with other variables that might affect sexual 

knowledge, may provide greater insight into the unique educational needs of these 

students, and help educators play a role in reducing unwanted sexual outcomes in the 

Deaf population. These findings will address an important public health and education 

issue as well as contribute to an underdeveloped body of research in the field of Deaf 

studies.   
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CHAPTER II 

LITERATURE REVIEW 

Deaf and Hard of Hearing Culture and Community 

For many individuals, deafness is not only a descriptor of their inability to hear, it 

is also a cultural identification.  As previously discussed in Chapter 1, when writing about 

people who are deaf, the capitalization of the letter D indicates Deafness as a cultural 

affiliation (i.e., Deaf); when written in lower case, the word deaf indicates the condition 

of not being able to hear (i.e., deaf). Deaf culture includes features, such as the use of a 

common language (American Sign Language), common social activities, such as Deaf 

clubs and organizations, Deaf Pride and Deaf Awareness celebrations, and residential 

schools for the Deaf, as well as a documented and shared cultural history (Parasnis, 1997; 

Sacks, 1990). This culture is borne of both commonality and isolation: Deaf individuals 

may experience a greater sense of shared experience with each other both because of their 

similar culture and because of their shared sense of isolation (Sacks). With limited access 

to the hearing world, Deaf individuals are often left with only each other for connection.  

Neither the cultural term nor the clinical term adequately represents the complex 

variations that occur within the population. There are approximately 1.2 million adults in 

the United States classified as deaf, and the diagnosis is not limited to any ethnicity, 

socio-economic status, or other demographic characteristic (Gallaudet Research Institute, 

2011). The degree of hearing loss is categorized by audiologists as mild, moderate,
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moderately severe, severe, or profound (Martin & Clark, 2003). Someone whose hearing 

loss falls in the mild to moderate range may be more successful at reading lips, learning 

to speak intelligibly, and may benefit from technology more than someone whose loss is 

more acute. For someone with a severe or profound hearing loss, even the most 

technologically advanced hearing aids or other devices offer little to no access to auditory 

information, and the development of comprehensible speech is nearly impossible for 

these individuals (Martin & Clark).  

Not only is the degree of hearing loss an important variable to consider when 

working with deaf individuals, so too is the age at which the hearing loss occurred. 

Individuals who become deaf after exposure to language (i.e., in early childhood or later) 

have an increased opportunity to become familiar with syntax, inflection, and idiomatic 

components of spoken language (Cloud, 2003). This exposure to language before the 

onset of their hearing loss can provide a solid basis by which to continue learning via 

written material. On the other hand, individuals who were born deaf or who became deaf 

in early infancy, especially those with a greater degree of deafness, will likely struggle 

with learning a written language composed of arbitrary symbols that reflect inaccessible 

sounds (Sacks, 1990). The majority of deaf individuals, however, lose their hearing pre-

lingually (Gallaudet Research Institute, 2011), rendering written language inaccessible 

for many (Cloud). These difficulties with reading and writing can delay or prevent the 

development of higher-order language skills unless the individuals are fortunate enough 

to live in a community with a shared language, which is not common (Sacks).  
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Community and family of origin have a profound impact on deaf individuals. 

More than 70% of deaf children live in homes where family members do not know sign 

language, and many attend public schools, where there is little sense of community and 

shared language (Gallaudet Research Institute, 2011). Although the impact of this 

linguistic isolation may be buffered by their degree of hearing loss, a great many Deaf 

individuals report feelings of isolation and abandonment by their parents, even when their 

parents are well-intentioned (Sacks, 1990). The experience of growing up in an 

environment without communication undoubtedly impacts the healthy attachment 

process, the disruption of which has been linked to the experience of traumatic stress 

symptoms and other distressing symptoms (Briere & Scott, 2006). 

Understanding the psychological needs of this population is difficult, particularly 

because there is so little research available. Black and Glickman (2006) described some 

of the difficulties with attempting to diagnose psychological disorders in individuals who 

are deaf: most assessments are not adequately normed for people with hearing loss, the 

population itself is quite heterogeneous, and there are a limited number of qualified and 

competent mental health professionals working in the community. Because of these and 

other issues, such as literacy levels, difficulties allying with research participants, 

ensuring cultural sensitivity, and the need for more population-appropriate technology 

(Berman, Eckhardt, Kleiger, Wong, Lipton, Bastain, & Barkin, 2000), there is little 

research evaluating the experience of mental health care related to deafness. 
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Educational Settings for Deaf Students 

There are two primary settings in which Deaf students are educated: residential 

schools for the Deaf and traditional mainstream schools.  A residential school for the 

Deaf is a segregated school setting with classes only for deaf students.  The students may 

live on campus or come to school daily and have the opportunity to interact with deaf 

peers on a regular basis, including involvement in extra-curricular activities, such as 

clubs or sport teams (Farrugia, 1982; van Gurp, 2001); whereas a traditional mainstream 

school is one in which Deaf or hard-of-hearing students attend five or more classes a day 

with hearing peers, often with the use of interpreters or assistive technology (Musselman, 

Mootilal, & MacKay, 1996).  

Historically, students with hearing impairments were most frequently placed in 

segregated schools; however, during the last 25 years, a distinct shift has occurred with 

regard to the placement of students, and now approximately 65% of deaf students receive 

education in a mainstream setting (Mitchell & Karchmer, 2006). These integrated settings 

may not always be the most appropriate setting for deaf students.   At least 80% of 

mainstream schools serving deaf students have three or fewer deaf students enrolled, and 

more than half of these schools serving the deaf have only one hearing impaired student, 

leaving almost 20% of deaf students in America completely isolated in their schools 

(Mitchell & Karchmer).  

Predictably, many deaf adults who attended mainstream secondary schools 

reported strong feelings of isolation and exclusion during their time there (Foster, 1989). 

Many deaf individuals who attended mainstream schools described their social lives in 
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terms of isolation, loneliness, and rejection as well as outright bullying, while others 

described classmates as friendly but distant due to communication barriers (Angelides & 

Aravi, 2006/2007; Foster; Leigh, 1999). Studies of the effects of mainstreaming over 

time have indicated that Deaf students who are mainstreamed experience greater levels of 

personal and social difficulties, including mental health concerns, compared to those who 

attended residential schools for the deaf (Ladd, Munson, & Miller, 1984; Reich, 

Hambleton, & Houldin, 1977).  

 Students who attended residential schools for the deaf reported greater access to 

peer groups and extra-curricular activities and reported strong familial ties with school 

peers and staff (Foster, 1989). Farrugia (1982) explored the non-formal education deaf 

students received in residential schools, and found that social experiences, such as 

interactions in the hallway, participation in clubs and sports, and conversations on the 

bus, were significantly more accessible to students in residential schools compared to 

mainstream schools.  

Angelides and Aravi (2006/2007) interviewed 20 deaf adults who were members 

of the National Association of the Deaf, almost all of whom had spent time in both 

residential and mainstream school settings. The researchers conducted qualitative 

interviews utilizing sign language in an attempt to understand the similarities and 

differences between their experiences in school. The participants reported experiencing 

greater opportunity to develop interpersonal relationships at residential schools than at 

mainstream schools. Those participants who attended residential schools reported 

positive relationships with both peers and educators and indicated that they felt more able 
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to talk with teachers about important issues. Perhaps because of these positive 

relationships, students in schools for the deaf consistently reported higher self-concept 

than mainstreamed students (Farrugia, 1982; van Gurp, 2001).  

Participants also reported that the academic demands in a mainstream setting were 

much higher and progressed at a much faster pace than the level of lessons in a residential 

setting (Angelides & Aravi, 2006/2007). Students who had only attended residential 

schools felt strongly that mainstream schools would have offered them a higher quality 

education, and those who had both agreed that there were significant differences in 

educational expectations.  

Mainstream schools, however, appeared to be more successful at providing 

academic knowledge and post-secondary preparedness when compared to residential 

schools for the deaf.  Researchers have demonstrated that, although students who 

attended residential schools felt more support and interpersonal connection, they 

overwhelmingly believed that their educational experiences had not prepared them for 

life after secondary school (Angelides & Aravi, 2006/2007; Foster, 1989). Many 

participants reported feeling inadequate when compared with deaf peers who had 

attended mainstream schools, indicating that deaf education programs provided 

significantly less challenging curricula in residential schools than in mainstream schools 

(Angelides & Aravi, 2006/2007; Foster, 1989).   

Another study comparing the experiences of mainstream and residential students 

showed similar results (Foster, 1989). The researcher conducted qualitative interviews 

with 25 participants. Participants who had attended mainstream schools reported a lack of 
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deaf peers, feelings of social isolation in hearing environments, and discomfort and 

embarrassment due to the need for visible assistance via technological devices or support 

staff (i.e., hearing aids, real-time captioners, interpreters), having to ask for 

accommodations, such as notes or extra tutoring, and when seeking out resources related 

to sensitive topics because of the necessity of using an interpreter. Many participants 

reported utilizing unorthodox methods of coping with this isolation and embarrassment, 

such as skipping class, cheating on tests, or feigning indifference to negative feedback.  

Participants who had attended residential schools for the deaf reported feeling an 

overwhelming emphasis on speech skills, resulting in less focus on learning academic 

material. Several participants who attended residential schools utilizing an oral method of 

instruction (i.e., non-signing classrooms allowing only speech and aural communication) 

complained that the emphasis on speech-reading, voice training, and auditory 

development bordered on abuse, recalling instances where they or their peers were 

punished for using sign language (Foster, 1989).  

In spite of the complaints about the level of education, most of the participants 

who attended residential schools reported feeling more included in social activities and a 

greater sense of interpersonal connectivity than those who attended mainstream schools 

(Foster, 1989). Participants from residential schools also reported a more positive 

experience developing a sense of a Deaf identity and expressed feeling supported and 

understood during difficult times in their lives.  Many participants identified the people at 

their residential school as a sort of second family, acknowledging that, while they did not 
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replace their biological family, they felt a deep and long lasting connection to the people 

with whom they spent time at school (Foster).  

In response to lower levels of academic achievement in residential schools, an 

increasing number of parents have been opting to send their children to mainstream 

schools (Powers, 2003). The increase in mainstreaming may have accounted for lower 

enrollment rates at colleges and universities for the Deaf, as students who are 

mainstreamed may be more likely to seek a mainstream college experience (van Gurp, 

2001). Because most mainstream schools provided minimal education, if any, regarding 

sexuality and sexual health (Raymond et al., 2008), the barriers to interpersonal 

connection reported by deaf students at mainstream schools may make this critical 

information even harder to obtain.  

Sexuality Education in the United States 

Sexuality education is not limited to topics related to sexual intimacy or 

intercourse, but rather includes topics related to sexual health, sexual activity, 

reproduction, and sexual communication, obtained through formal and informal means 

(Joseph, Sawyer, & Desmond, 1995).  The Sexuality Information and Education Council 

of the United States (SIECUS) (2004) described sexuality education as a lifelong process 

of gathering information and developing beliefs, values, and ideas about relationships and 

identity. Sexuality education also includes biological, psychological, emotional, social, 

and spiritual dimensions requiring knowledge and skills to ensure effective 

communication and decision making (SIECUS). The true impact of comprehensive 

sexuality education in schools is not yet understood; while some believe it is the answer 
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to many social problems, other researchers have shown that additional cultural issues, 

such as poverty, education, health care, social justice, and sexism, also impact the 

development of healthy sexual knowledge and skills (Braeken & Cardinal, 2008).  

Increased knowledge about sexuality has been strongly linked with a number of 

positive outcomes, including increased sexual communication, delayed onset of first 

sexual encounter, and increased use of contraception and safer-sex practices, enhanced 

sexual relationships when they begin, lower rates of sexual risk-taking, and a stronger 

sense of personal values (e.g., Kaiser Family Foundation, 2003; Parkes et al., 2011; 

Powell & Segrin, 2004; Somers & Gleason, 2001; Troth & Peterson, 2000; Walker, 

2004).  Safer-sex practices are defined as the use of materials (i.e., contraception, gloves, 

dental dams) and sexual practices (i.e., regular tests for sexually transmitted diseases 

(STDs), emotional self-awareness, sexual behaviors that are lower risk) that significantly 

reduce the risk of unwanted sexual outcomes (Corrinna, 2001).  

Adolescents who are clear about their own sexual values and intentions before the 

onset of sexual activity have been shown to make healthier and safer decisions than those 

who are unclear about their beliefs (Miller, Levin, Whitaker, & Xu, 1998), and overt, 

honest conversations about sexual intercourse and sexual health have been shown to 

delay first sexual encounters and cause young adults to use safer-sex practices more 

frequently than those who do not have such conversations (Somers & Surmann, 2005; 

Troth & Peterson, 2000).  

Safer-sex communication has been shown to impact sexual outcomes as well. One 

study of 1,349 participants between the ages of 18 and 25 found that participants who had 



!
!

15 

discussed sexuality with their parents and who perceived their parents as open to 

discussions about sexuality were more confident about their sexual knowledge and 

experienced greater self-efficacy when discussing sexuality information. Greater self-

efficacy related to sexual communication was linked to a higher likelihood of safer-sex 

communication with sexual partners and higher rates of condom usage (Dilorio, Dudley, 

Lehr, & Soet, 2000).  

Empirical evidence has clearly suggested that parents and teens want more 

sexuality education in schools (Eisenberg, Bernat, Bearinger, & Resnick, 2008; Kaiser 

Family Foundation, 2003).  Teens identified their primary sources of sexuality education 

as peers and media (Brooks-Gunn & Furstenberg, 1989; East, Felice, & Morgan, 1993; 

Heisler, 2005; Somers & Surmann, 2005), but demonstrated a clear preference for 

receiving information from parents or other adults (Somers & Surmann, 2004); likewise, 

most parents reported that they would prefer that their children receive age-appropriate 

comprehensive sexuality education in school (Constantine, Jerman, & Huang, 2007; 

Eisenberg et al.; Kaiser Family Foundation, 2003). Unfortunately, there is a significant 

mismatch between what parents and adolescents desire and what actually occurs.  

Abstinence-Only Education 

During his 2000-2008 presidential administration, George W. Bush instituted 

major federal funding for abstinence-only education, which emphasizes total abstinence 

from all sexual activity as the only effective way to prevent unwanted outcomes, and 

intentionally does not include information about sexual health or safer-sex (Starkman & 

Rajani, 2002).  Although the abstinence-only approach has met with considerable 
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criticism from health professionals due to correlated negative outcomes, there has been 

widespread acceptance of the ideology throughout the country (Raymond et al., 2008), 

and even in other countries, such as Uganda, whose oppressive political leadership has 

attempted to minimize individual sexual rights and limit access to contraception in spite 

of the HIV/AIDS epidemic in their country (Human Rights Watch, 2011).  

Thirty states currently require schools to provide abstinence-only education 

(Stanger-Hall & Hall, 2011), in spite of mounting evidence that these policies are 

ineffective and even harmful (Franzini et al., 2004; Hauser, 2004). Abstinence-only 

programs have limited students’ access to critical information about sexual development, 

sexual health and disease prevention, sexual communication skills, and reproductive 

control (Cagampang et al., 1997; Kaiser Family Foundation, 2003; Kendall, 2008; 

Starkman & Rajani, 2002).  

The Kaiser Family Foundation (2003) conducted a nationally representative 

survey of over 1800 teens and adolescents to explore their knowledge, attitudes, and 

behavior related to sexual topics. The researchers found that, although most of their 

participants reported that sexual health issues, such as pregnancy and STDs, were a major 

concern for them (even 79% of those who were not yet sexually active), they also 

reported feeling extremely uncomfortable talking about these issues with parents, 

teachers, and health care providers. 

Participants also reported that they experienced considerable pressure from their 

peers to engage in sexual activity, with adolescent males reporting significantly more 

pressure (Kaiser Family Foundation, 2003). One-third of the participants, including 75% 
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of those who were sexually active, reported that they engaged in oral sex. Twenty percent 

of participants did not know that STDs could be transmitted through oral sex and 

approximately 40 percent stated that they believed oral sex to be a method of safer-sex 

practice and that they considered it to be a more casual encounter than sexual intercourse. 

Additionally, while more than 75% of the survey participants said that sex 

without a condom would not be worth the risks, 20% stated that sex without a condom on 

occasion was not a big deal (Kaiser Family Foundation, 2003), and 10% said that 

condoms were only necessary if they were having sex with multiple people. Although 

90% of the participants believed that using condoms was a sign of caring and respect, 

50% also believed that using them could raise suspicion about fidelity or previous sexual 

partners (Kaiser Family Foundation). These issues served to highlight the need for 

sexuality education programs that teach healthy relationship and decision-making skills 

in addition to health-related topics.  

Abstinence-Only Curricula 

Eleven of the most frequently used abstinence-only curricula in the United States 

have contained significant errors in the information presented, and at times, provided 

misleading, distorted, or patently false information related to contraception, sexual risks, 

and other scientific information. Additionally, many of the curricula also contained 

shame-based references, emphasized sexual values related to religion or morality, and 

presented stereotypical gender roles as scientific fact (U.S. House of Representatives, 

2004).  
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A U.S. House of Representatives report (2004) outlined a number of serious 

problems with 11 of the 13 most commonly used federally funded abstinence-only 

curricula. The curricula contained significant errors in the information presented and 

were allowed to mention contraception only with regard to failure rates, which were 

frequently exaggerated. These programs often cited false information about HIV 

prevention, particularly with regard to the use of condoms to prevent the spread of the 

disease. The report also found that the curricula often provided statistically skewed 

analyses of contraceptive failure rates and misinformation regarding current rates of 

STDs, claiming erroneously that despite increased condom usage, rates of STDs have not 

gone down. 

The report (U.S. House of Representatives, 2004) also showed that many of the 

curricula provided false and misleading information regarding abortion. Significantly 

inaccurate information was presented, claiming links between abortion and sterility, 

premature births, mental retardation, and ectopic pregnancies, as well as mental health 

issues, such as depression and anxiety. There were also significant scientific errors 

related to human genetics, infectious disease, puberty, and HIV.  

Further, the report (U.S. House of Representatives, 2004) indicated that these 

abstinence-only programs inaccurately represented the risks of sexual activity, often 

using fear tactics, such as the risk of cervical cancer, in spite of strong medical evidence 

demonstrating that it is highly preventable when women get annual well-woman exams. 

Many of the curricula claimed that negative emotions and common mental health 
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concerns, such as depression and anxiety, are a result of sexual activity and can be 

eliminated by abstaining from sexual activity until marriage.  

The more strongly state laws have emphasized abstinence education, the higher 

the average teenage pregnancy rates, while states that provided comprehensive sexuality 

education reported the lowest teen pregnancy rates (Stanger-Hall & Hall, 2011). While 

some states have responded to the empirical evidence by choosing to refuse federal 

funding for abstinence-only education, most states have continued to ignore the evidence, 

and have continued to report higher rates of negative sexual outcomes (Raymond et al., 

2008). 

Considering the serious lack of knowledge that adolescents have regarding sex 

and sexuality, along with the problematic educational programs that are widely used, it is 

no surprise that the state of sexuality education for the deaf is even more problematic. 

The additional barriers of literacy levels, lack of social support, lack of access to 

language models, and barriers to obtaining academic achievement make the efforts of 

deaf educators to provide critical knowledge to their students particularly difficult (Holt, 

1994).  

Sexuality Education in Secondary Schools Serving Deaf Students 

Although evidence is clear that limiting adolescents’ access to sexuality 

knowledge has been linked to negative sexual outcomes, such as unwanted pregnancy 

and STDs, these issues become even more salient in the field of deaf education. In 

addition to, or perhaps as a result of, previously discussed communication barriers, deaf 

adolescents have significantly less sexual knowledge than their hearing counterparts 
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(Fitz-Gerald & Fitz-Gerald, 1978; Tripp & Khan, 1986), and often do not have the same 

resources to acquire information as hearing people do, particularly the ability to 

communicate with family members and access incidental information (Luckner & 

Gonzales, 1993). 

 Job (2004) identified several factors influencing Deaf individuals’ lack of sexual 

knowledge. She found that most Deaf people have not had an equal opportunity to 

acquire knowledge as compared to their hearing counterparts. While most hearing people 

acquire a great deal of information through incidental learning (i.e., through overheard 

conversations or media sources), Deaf people are unable to access this information source 

during developmentally critical times. She also found that the majority of parents of Deaf 

children were reluctant to provide sexuality education to their child, offering 

explanations, such as embarrassment, lack of knowledge themselves, and the belief that 

the school should be responsible for sexuality education. She also emphasized the serious 

lack of communication at home, noting that only 12% of hearing families had someone 

other than the Deaf child in the home who could communicate using sign language (Job). 

Other factors impacting the lack of sexual knowledge among Deaf individuals 

identified in the Job (2004) study were inadequate instruction from schools and 

misinformation from peers. She noted teachers’ discomfort with sexually-related material 

as well as the lack of formal teacher training in this area. With the lack of information 

coming from teachers, many Deaf students reported that they obtained the majority of 

their knowledge from their peers. In addition, she found that much of the information 
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received from friends and peers tended to be incorrect, and, once learned, was often 

difficult to correct.  

Some researchers have suggested that comprehensive sexuality education for 

Deaf adolescents should look different from that for hearing students. Heuttel and 

Rothstein (2001) suggested that, to truly educate Deaf students about sexuality, educators 

must also include incidental information, such as slang and figurative language, that 

hearing students might acquire indirectly. Fitz-Gerald and Fitz-Gerald (1980) emphasized 

the importance of working directly with deaf students to understand representations of 

sexuality in the media. In addition to these sorts of special issues, many teachers of the 

deaf reported that sexuality education materials are often presented in a way that is 

inaccessible to deaf students, requiring teachers to modify the materials or create their 

own (Getch et al., 2001). Many educators also reported a lack of training, feelings of ill-

preparedness, and lack of sign language vocabulary as barriers to teaching sexuality 

topics to deaf students (Getch et al.; Getch, Young, & Denny, 1998; Suter, McCracken, & 

Calam, 2009). Within the small body of research related to deafness and sexuality, there 

are no current studies comparing the sexuality education experiences of deaf students in 

the context of their school environments.  

Sources of Sexual Knowledge 

So where do students obtain information about sexuality? Many factors have been 

shown to impact adolescents’ sexual knowledge and behaviors, including parents and 

family, peers, media, and schools. Somers and Surmann (2005) conducted a study with 

672 ethnically and economically diverse participants evaluating the impact of sources of 
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sexual knowledge and the timing of the education. The authors found that earlier learning 

from any source as well as more education directly from schools was predictive of less 

frequent sexual activity and more conservative sexual risk-taking. They also noted that, 

when sexuality education occurred too late (i.e., after the teen had already become 

sexually active), it was less predictive of healthier decision-making. Student participants 

also reported a stronger understanding of what decisions might be good for them 

personally when they were allowed to develop their own values directly through adult 

instruction, while those who reported learning about sexual topics from peers or media 

sources were less clear about their sexual values. Medical sources were rarely cited as 

sources of sexuality education for hearing adolescents (Somers & Gleason, 2001), and 

even less frequently for the deaf (Sawyer, Desmond, & Joseph, 1996). 

Parents  

Parent-child communication about sexuality has been shown to have a significant 

impact on adolescent sexual behaviors. Some researchers, such as Guzman, Casad, 

Schlehofersutton, Villanueva, and Feria (2003), have shown that mothers were more 

likely to talk with their children about sexuality than fathers, but other evidence 

suggested that teens preferred to talk about sexuality with a same-sex parent (Hovell, 

Sipan, Blumberg, Atkins, & Hofstetter, 1994; Sprecher, Harris, & Meyers, 2008). It is 

interesting to note that, although both teens and parents rated parent-child communication 

as the most preferred method of sexuality education (Somers & Surmann, 2004), 

adolescents consistently reported that their primary sources of sexuality knowledge were 
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other, more informal, sources, such as peers and media (Sprecher, Harris, & Meyers, 

2008).  

In spite of their good intentions, parents reported feelings of embarrassment, 

concerns that conversations about sex might encourage their children to have sex, and 

fear that they may not be able to provide accurate information (Jaccard, Dittus, & 

Gordon, 2000; Walker, 2004). Somers and Surmann (2004) suggested that parents may 

benefit from understanding that research demonstrates that sexual education does not 

cause increased sexual activity, and in fact, overt discussions about intercourse, 

pregnancy, and safer-sex practices were correlated with delayed and less frequent sexual 

activity (Somers & Surmann, 2005; Troth & Peterson, 2000) and more positive sexual 

relationships when young people become sexually active (Parkes et al., 2011). In an 

exploratory study of unmarried college women, Moore and Davidson (1999) found that 

women whose mothers were their first sexual information source were more likely to 

have used safer-sex practices during their first sexual encounter than those who first 

learned about sex from peers or the media.  

What little research has been conducted on deaf students’ sources of sexual 

knowledge has not identified parents as a primary source of information (Joseph et al., 

1995); however, it has shown that deaf students desire greater amounts of information 

from their parents (Gabriel & Getch, 2001). Additionally, it has been noted that many 

Deaf people view their family’s inability to use sign language as a strong indicator of 

rejection, which may also create an additional barrier to adolescents who are seeking 

information about sexuality (Gannon, 1998).  
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Peers 

In spite of their desire to obtain information from parents, adolescents reported 

that they received most of their sexuality education from peers (Heisler, 2005; Somers & 

Surmann, 2005). A particularly influential component of sex education was related to 

young adults’ beliefs about their peers’ sexual activity, whether or not those beliefs were 

actually accurate (Powell & Segrin, 2004). Adolescents reported higher rates of sexual 

activity when they believed their friends or older siblings were sexually active, even 

when they were not (Brooks-Gunn & Furstenberg, 1989; East, Felice, & Morgan, 1993), 

and peers of the same age tended to be more influential than older peers (Ballard & 

Morris, 1998).  

Ease of communication with peers regarding sexuality topics appeared to have an 

impact on sexual knowledge and practices: increased communication with peers about 

sensitive topics, such as HIV/AIDS, has been shown to be a predictive factor of safer-sex 

behavior (Kelly & Kalichman, 1995). Additionally, adolescents reported a clearer sense 

of sexual values when their primary source of education came from adults rather than 

peers or media (Somers & Surmann, 2005), and women who first learned about sex from 

peers were less likely to consider love a prerequisite for sexual intimacy than those who 

first learned about sex from parents (Moore & Davidson, 1999).   

Deaf students have reported utilizing peers as a primary source of sexual 

knowledge at a significantly higher rate than their hearing peers across several studies 

(i.e., Heuttel & Rothstein, 2001; Joseph et al., 1995; Sawyer et al., 1996). Research has 

also shown that, when deaf students use peers as sources, they are more likely to get 
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erroneous information, which is often left uncorrected by formal or informal sources 

because of barriers, such as low literacy levels and lack of language models (Heuttel & 

Rothstein, 2001).  

Media 

The impact of media sources on the lives of adolescents is an area of burgeoning 

research. Exposure to sexual content in the media has been shown to increase sexual 

activity in teenagers (Brown, L’Engle, Pardun, Guang, Kenneave, & Jackson, 2006; 

Collins, Martino, Elliott, & Miu, 2011), and Pardun, L’Engel, and Brown (2005) found 

that teens’ exposure to media that contained sexual content resulted in an increase in the 

desire and intent to engage in heavy sexual activity.  Bleakley, Hennessy, Fishbein, and 

Jordan (2009) found that the older the adolescents, the more they relied on media sources 

for information about sexuality. Parental rules that restrict adolescents’ access to 

television were associated with delayed sex and increased condom use, although a 

causative effect has not been shown (Parkes et al., 2011).   

Media as a source of sexual education is particularly problematic for young Deaf 

people because they are often unable to access the suggestive or more subtle sexual 

messages, relying only on information obtain through direct communication (Fitz-Gerald 

& Fitz-Gerald, 1980). Unfortunately, even direct attempts to utilize media for sexuality 

education, such as closed captioning or printed materials, are often inefficient due to low 

literacy levels among the deaf (Peinkofer, 1994).  
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Schools 

Most Americans support comprehensive sexuality education as part of middle and 

high school curricula (Kaiser Family Foundation, 2004).  Research on the impact of 

school-based sexuality education programs has been somewhat mixed. Some studies have 

suggested that school-based sex education programs increase teens’ use of contraceptives 

and delay onset of sexual activity (Kvalem et al., 1996; Somers & Surmann, 2005; 

Wellings et al., 1995). Although adolescents have reported that schools have much less 

influence on their sexual knowledge than parents and peers (e.g., Bleakley et al., 2009; 

Heisler, 2005; Somers & Surmann, 2005), research has suggested that sex education 

courses provide information about sexuality that might not be obtained elsewhere and 

that the perceived influence of peers is reduced when school-based programs are 

available to teens (Monge, Dusek, & Lawless, 1977). Although more recent research has 

indicated that adolescents would like more sexuality education in their schools (Kaiser 

Family Foundation, 2003; Somers & Surmann, 2004), teachers have  reported that 

outside pressures, such as district policies, parental influence, restrictions on what 

information can be provided, and potential adverse reactions from community members, 

are major barriers to providing sexuality education (Landry, Singh, & Darroch, 2000).  

Very little research has been conducted to evaluate the different sources of sexual 

knowledge that might exist among a deaf population. Sawyer, Desmond, and Joseph 

(1996) analyzed the results of a self-report study comparing sexual knowledge between 

181 hearing and 124 deaf college students. The authors found that hearing status was not 

correlated with onset of sexual activity, but that deaf students were more likely to be 
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concerned about contracting sexually transmitted diseases than their hearing counterparts. 

Their work also confirmed earlier findings that deaf students were more likely to get 

sexual knowledge from their peers than their hearing counterparts (Fitz-Gerald & Fitz-

Gerald, 1987). These apparent barriers to sexual knowledge may also have a direct 

impact on negative sexual outcomes for deaf adolescents. 

Unwanted Sexual Outcomes 

Mental health issues, such as those experienced by many deaf adolescents, have 

been shown to be linked to high risk sexual practices (Martens, Page, Mowry, Damann, 

Taylor, & Cimini, 2006). Adolescents who experienced moderate to severe depression 

appeared to be at greater risk for unwanted sexual outcomes, such as unplanned 

pregnancy and contraction of sexually transmitted diseases, than adolescents who were 

not depressed (Scholly, Katz, Cole, & Heck, 2010). In young adulthood, increased age 

(Kirby, Korpi, Barth, & Cagampang, 1997) and the normative behavior of social groups 

(Scholly et al.) correlated with increased odds for these negative sexual outcomes.  

Stanger-Hall and Hall (2011) utilized a correlational approach to evaluate national 

data in an effort to understand the impact of abstinence-only education on teen pregnancy 

rates in the U.S. A strong correlation between abstinence-education and teen pregnancy 

was discovered. The authors noted that the more strongly the abstinence-only educational 

approach was emphasized, the stronger the correlation between abstinence-education and 

teen pregnancy. They found that states that utilized comprehensive educational 

approaches (i.e., teaching both abstinence and self-protection) had the lowest pregnancy 

rates. Pregnancy scares have occurred in adolescence with alarming frequency, with 70% 



!
!

28 

of sexually active young people reporting they or a partner have had a pregnancy test 

(Kaiser Family Foundation, 2003).  

The Centers for Disease Control and Prevention (CDC) (2010) stated that STDs 

are one of the most critical health problems facing young people in the United States 

today, estimating that half of all new reported STDs occur among people aged 15-24. 

Many young people have unrealistic perceptions of their vulnerability to STDs and 

unintended pregnancy, believing themselves to be less susceptible to unwanted sexual 

outcomes than their peers (Sands, Archer, & Puleo, 1998). 

Although evidence regarding negative sexual outcomes in a deaf population is 

scant, what little there is has suggested that deaf adolescents are a more risk-taking 

population than their hearing counterparts, and that their underdeveloped ability to 

identify their emotional experiences and advocate for themselves may lead to more 

unwanted outcomes (Shaul, 1981). These issues, combined with immaturity and low 

frustration tolerance, may lead to unintended pregnancy and STD contraction (Erhardt, 

1992). 

There is clear evidence that unwanted sexual outcomes, such as unplanned 

pregnancy and the contraction of sexually-related illnesses, is of great concern to young 

people and their parents in the U.S. today (Kaiser Family Foundation, 2003). 

Unfortunately, these same young adults are not equipped with the knowledge and 

resources required to guard themselves effectively against these concerns (Scholly et al., 

2010). Because young people who are deaf face unique concerns regarding language, 

education, and social support, it is even more imperative that researchers develop a better 
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understanding of what factors are associated with unwanted sexual outcomes in a deaf 

population.  

Purpose of Study 

The purpose of the current study was to investigate sources of sexual education 

information and associated outcomes in a deaf population. Of particular concern was the 

complete lack of research comparing sexuality education in mainstream and residential 

schools for the deaf. An increase in evidence in this area might help influence teacher 

training, curriculum development, and policy-making in secondary school settings. 

Additionally, added knowledge about the types of sexuality education deaf students 

received in a school setting may help college-level instructors, counselors, and advisers 

become better prepared to work with students who are entering higher education from a 

variety of educational backgrounds.  

Hypotheses 

(1) Type of school compared to sources of information 

a. In comparison to participants who attended residential schools, participants 

who attended mainstream schools will have statistically significantly higher mean scores 

on endorsement of teachers/parents/trusted adults than other sources of information.  

b. In comparison to participants who attended mainstream schools, participants 

who attended residential schools will have statistically significantly higher mean scores 

on endorsement of peers/friends than other sources of information.  

(2) Sources of information compared to sexual outcomes 
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a. Participants who have higher mean scores for parents, teachers, or trusted 

adults as primary sources of sexual knowledge will have statistically significantly higher 

mean scores on the sexual knowledge survey than those who have higher mean scores for 

other sources of information.  

b. Participants who have higher mean scores for parents, teachers, or trusted 

adults as primary sources of sexual knowledge will have statistically significantly lower 

mean scores on the unwanted outcomes survey than those who have higher mean scores 

for other sources of information. 

(3) Access to trusted adults  

a. Participants who indicated they had regular access to a trusted adult who knew 

sign language will have a statistically significantly higher mean score on the sexual 

knowledge survey than those who did not have access to a signing adult.  

b. Participants who indicated they had regular access to a trusted adult who knew 

sign language will have a statistically significantly lower mean score on the unwanted 

outcomes survey than those who did not have access to a signing adult. 

 



!
!

31 

CHAPTER III 

METHODS 

Participants 

The study was conducted using a diverse sample of Deaf and hard-of-hearing 

adults. Participants were asked to identify their age, gender, hearing status, ethnicity, 

sexual orientation, the type of school attended, the highest level of education completed, 

whether they had access to an adult using sign language in the home, and what type of 

sexuality education curriculum was provided in their school. To avoid assessing sexual 

knowledge and outcomes that may have occurred through later-life learning, only 

participants who were within ten years of leaving high school were included in the study.   

Power Analysis 

Power is the ability to detect a significant difference in the outcome variables if 

the difference actually exists among the sample population. It was determined that 86 

participants would be necessary to establish a moderate effect size of (.40), a power level 

of .80 for correlations and .77 for t-tests, and an alpha level of .05.  

Measures 

Demographic Survey 

The demographic survey (see Appendix A) was comprised of the following items:  

Age; gender: (1 “female,” 2 “male,” 3 “transgender”); hearing status  (1 “Deaf,” 2 “hard-

of-hearing,” 3 “Hearing”); ethnicity (1 “Black/African American,” 2 “Caucasian,” 3
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“Latino/Hispanic,” 4 Asian/Pacific Islander,” 5 “American Indian,” and 6 “other”); 

sexual orientation (5 point Likert scale ranging from 1 “exclusively heterosexual” to 5 

“exclusively homosexual”); type of secondary school during high school  (1 “School for 

the Deaf,” 2 “Mainstream School,” 3 “both”); highest level of education completed ( 1 

“did not finish high school,” 2 “high school or GED,” 3 “some college or vocational 

training,” 4 “graduated from college,” 5 “graduate training”); during high school, how 

many adults living in your home were fluent in sign language ( 1 “none,” 2 “one,” 3 

“two,” 4 “more than two”);  and type of sexuality education provided in school (e.g., “my 

school used an abstinence-only curriculum,” “my school used a comprehensive sexuality 

education curriculum,” “my school used informal methods of sexuality education,” “my 

school did not provide sexuality education,” or “my school provided sexuality education 

but I am not sure what type”). 

Sources of Sexual Knowledge 

The Sources of Sexual Knowledge Survey (see Appendix B) included six items 

designed to assess where participants learned about the six key concepts outlined in the 

Guidelines for Comprehensive Sexuality Education (SIECUS) and their perceptions 

about their education in those domains: (1) human development, (2) relationships, (3) 

personal skills, (4) sexual behavior, (5) sexual health, and (6) society and culture.  Each 

key concept was presented with examples and then participants were asked to indicate 

where they learned most of the information related to the domain. Participants were asked 

to select one of five sources for each topic: “Teachers/Parents/Trusted Adults,” 

“Friends/Peers,” “Media,” “Medical Professionals,” or “I have never learned about this.” 
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Endorsements from all six domains were combined for a final score for each source 

ranging from 0-6. A higher score for a given source determined the primary source(s) of 

information for each participant. Because participants were asked to select one source, 

rather than rank the sources in order, a reliability coefficient for this measure was unable 

to be obtained without a test-retest methodology.  

Additionally, each domain question was followed by “I feel my education in this 

area was ___,” with a 4-point Likert-type scale ranging from poor to excellent.  Higher 

mean scores for these questions will indicate a more positive educational experience for 

participants. 

Sexual Knowledge Scale 

The Sexual Knowledge Scale (see Appendix C) was developed by Joseph, 

Sawyer, and Desmond (1995) in an effort to ascertain participants’ level of knowledge on 

a variety of sexuality topics with a limited number of items. This instrument was selected 

because it had been used in two previous studies with a deaf population (Joseph, Sawyer, 

& Desmond, 1995; Sawyer, Desmond, & Joseph, 1996). The items were selected from a 

pool of questions taken from a college course in sexuality and were pilot tested and 

revised for clarity and ease of comprehension. Each knowledge item was provided along 

with the option for the participant to select “true” or “false.” Correct responses were 

scored one point each, while incorrect answers were awarded zero points, for a total 

possible score of 15. A higher score on the scale indicates more accurate knowledge of 

sexuality topics, while a lower score indicates less accurate knowledge. The instrument 

has a moderate internal consistency (Chronbach’s alpha = .56) and a sixth-grade reading 
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level, as measured by the Flesch-Kincaid Grade Level Rating Scale (Joseph, Sawyer, & 

Desmond).  

Sexual Outcomes Measure 

The Sexual Outcomes Measure (see Appendix D) was an author-developed 

survey that asked participants a series of questions about their experiences related to 

sexual outcomes (i.e., “I have been worried that myself or my partner was pregnant”; “ I 

have never been tested for STDs”). Participants were scored one point for each item 

endorsed for a score ranging from zero to ten. Two items which would be considered 

positive outcomes (“I know where to go to get a test for a sexually transmitted disease” 

and “When I was a teenager, I knew who to ask for help about sexual issues”) were 

reverse scored. A higher score indicates a greater number of unwanted sexual outcomes. 

The instrument has a moderate internal consistency (Chronbach’s alpha = .51), which is 

considered acceptable for experimental scales. 

Procedures 

 Participants were recruited using convenience and snowball sampling techniques, 

which are commonly used when studying populations that are small or hard to access 

(Cozby, 2007). Deaf individuals were notified about the online survey via a number of 

marketing techniques, including posted notifications in social networking sites, such as 

Facebook and Twitter posts, and email and online notifications in Deaf chatrooms and 

websites, such as www.DeafNetwork.com and www.DeafCoffeeChat.com. Information 

was sent to college campuses and other sites geared toward education of the Deaf, was 

posted on professional listserves, and was provided to national sexuality education 
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advocacy programs, such as the Kinsey Institute, the Community-Academic Consortium 

for Research on Alternative Sexualities, the Sexuality Education and Information Council 

of the United States, and the Society for the Scientific Study of Sexuality. Recruitment 

materials were also sent directly to well-known leaders and educators in the Deaf 

community, as well as to several Deaf-related blog and video-blog pages. The posts 

included information on participant requirements, the purpose of the study, and how to 

access the study. Additionally, all recruitment materials included the name of the 

university and the researcher as well as information confirming that the study had been 

approved by an Institutional Review Board (IRB).  

Participants were asked to access the survey on a secure data collection website, 

www.PsychData.com, where no identifying information was collected unless specifically 

offered by the participant. In an attempt to overcome written language barriers common 

for Deaf participants (Berman et al., 2000), the survey was provided simultaneously in 

both written English and American Sign Language (ASL). Prior to survey development, 

each item was translated into ASL by a team of three highly qualified interpreters, 

including one Certified Deaf Interpreter.  Videos of the ASL translations were then 

provided to two additional interpreters who had no prior knowledge of the study for back 

translation. Each interpreter provided a separate English translation of the videos, and 

translations were compared to ensure accuracy. No substantial differences in translation 

were found, so the ASL interpretations of the survey information were considered 

reliable.  
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Before beginning the survey, participants were provided informed consent in both 

written English and ASL. Informed consent included an explanation of the purpose of the 

study, contact information for the researcher and major advisor, potential risks and 

benefits, and the amount of time it would likely take to complete the survey.  

Additionally, survey respondents were notified that participation was purely voluntary 

and were informed that they could quit any time during the survey without penalty.  

Statistical Analysis 

(1) Type of school compared to sources of information 

a. In comparison to participants who attended residential schools, participants 

who attended mainstream schools will have statistically significantly higher mean scores 

on endorsement of teachers/parents/trusted adults than other sources of information. A t-

test will be conducted to determine significance with a .05 confidence interval.   

b. In comparison to participants who attended mainstream schools, participants 

who attended residential schools will have statistically significantly higher mean scores 

on endorsement of peers/friends than other sources of information. A t-test will be 

conducted to determine significance with a .05 confidence interval.     

(2) Sources of information compared to sexual outcomes 

a. Participants who have higher mean scores for parents, teachers, or trusted 

adults as primary sources of sexual knowledge will have statistically significantly higher 

mean scores on the sexual knowledge survey than those who have higher mean scores for 

other sources of information. A t-test will be conducted to determine significance with a 

.05 confidence interval.    
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b. Participants who have higher mean scores for parents, teachers, or trusted 

adults as primary sources of sexual knowledge will have statistically significantly lower 

mean scores on the unwanted outcomes survey than those who have higher mean scores 

for other sources of information. A t-test will be conducted to determine significance with 

a .05 confidence interval.   

(3) Access to trusted adults  

a. Participants who indicated they had regular access to a trusted adult who knew 

sign language will have a statistically significantly higher mean score on the sexual 

knowledge survey than those who did not have access to a signing adult. A t-test will be 

conducted to determine significance with a .05 confidence interval.   

b. Participants who indicated they had regular access to a trusted adult who knew 

sign language will have a statistically significantly lower mean score on the unwanted 

outcomes survey than those who did not have access to a signing adult. A t-test will be 

conducted to determine significance with a .05 confidence interval.   

Hypothesized correlations between causal factors and outcomes will be analyzed 

using a multivariate path analysis (see Figure 1), which is appropriate for assessing 

complex relationships between variables simultaneously (Mertler & Vanatta, 2005). This 

analysis will determine the unique contribution of individual variables, while controlling 

for the relationship between other variables.  
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Figure 1. A path analysis hypothesis designed to evaluate the relationships’ predictor 
variables as well as their relationships with outcome measures.  
Note. Directionality could not be hypothesized for categorical variables. 
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CHAPTER IV 

RESULTS 

Descriptive Analysis 

The demographic survey included age, gender, ethnicity, sexual orientation, type 

of school attended, highest level of education completed, and the number of adults in the 

home who used sign language. A total of 107 individuals began the survey, with 86 

participants finishing it, for a completion rate of 80%. Of the 86 participants who 

completed the survey, 66 were women (76.7%), 16 were men (18.6%), and 4 identified as 

transgender (4.7%). The mean age of participants was 24.6 years old. See Table 1 for 

participants’ demographic information.

Table 1 

Self-reported Demographic Information 

Factor n % 

Age   

     18-22 23 26.7 

     23-26 42 48.8 

     27-32 21 24.4 

Gender   

     Women 66 76.7 

     Men 16 18.6 

     Transgender 4 4.7 

Ethnicity   

     Caucasian/White 67 77.9 

(continued)!!
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Factor n % 

     Latina/o 7 8.1 

     Black/African American 5 5.8 

     Asian/Pacific Islander 3 3.5 

     Other 4 4.7 

Sexual Orientation   

     Mostly or Exclusively Heterosexual 55 64 

     Mostly or Exclusively Gay/Lesbian 14 16.2 

     Bisexual 17 19.8 

Type of School Attended   

     Residential  38 44.2 

     Mainstream 48 55.8 

Education Level   

     Did not complete high school 4 4.7 

     Finished high school or earned GED 9 10.5 

     Some college or vocational training 27 31.4 

     Completed college 27 31.4 

     Post-college education 19 22.1 

Presence of signing adult in the home    

     One or more  45 52.3 

     None 40 46.5 

 

On the Sexual Knowledge Scale, participants had a mean score of 8.88 out of 15 

items, with scores ranging from 1 to 13 and a standard deviation of 1.71. On the Sexual 

Outcomes Measure, participants had a mean score of 3.59 out of 10 items, with scores 

ranging from 0 to 8 and a standard deviation of 1.94.    
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Analysis of Hypotheses 

Hypothesis One 

 It was hypothesized that compared to participants who attended residential 

schools, participants who attended mainstream schools would have higher mean scores 

on endorsement of teachers/parents/trusted adults as primary sources of information. An 

independent samples T-test was conducted, which found no significant difference 

between mainstream (M=1.69, SD = 1.50) and residential (M=1.42, SD = 1.52) schools; 

t(-.813), p=0.21 thus the null was not rejected.  

In comparison to participants who attended mainstream schools (M=1.44, 

SD=1.17), participants who attended residential schools (M=2.68, SD=1.60) t(4.19), 

p=0.0, did have statistically significantly higher mean scores on endorsement of 

peers/friends than other sources of information. Thus, the null was rejected. 

Hypothesis Two 

It was hypothesized participants who had higher mean scores for parents, 

teachers, or trusted adults as primary sources of sexual knowledge would have 

statistically significantly higher mean scores on the sexual knowledge survey than those 

who had higher mean scores for other sources of information. A t-test was conducted, 

which found no significant difference between teachers/parents/trusted adults (M=8.60, 

SD=1.60) and other sources (M=8.99, SD=1.75); t(.845), p=0.20, thus, the null was not 

rejected.    

It was hypothesized that participants who had higher mean scores for parents, 

teachers, or trusted adults as primary sources of sexual knowledge would have 
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statistically significantly lower mean scores on the unwanted outcomes survey than those 

who had higher mean scores for other sources of information. An independent samples T-

test was conducted and there was a significant difference found between 

teachers/parents/trusted adults (M=2.70, SD=1.45) and those who endorsed other sources 

of information (M=3.86, SD=1.94); t(2.42), p=0.09, thus, the null was rejected, indicating 

that participants who utilized these adults as primary sources of information reported 

fewer experiences of unwanted sexual outcomes than those who endorsed other sources.  

Hypothesis Three 

It was hypothesized that participants who indicated they had regular access to a 

trusted adult who knew sign language would have a statistically significantly higher mean 

score on the sexual knowledge survey than those who did not have access to a signing 

adult. An independent samples T-test was conducted, and there was a significant 

difference found between having a signing adult in the home (M=9.18, SD=1.70) and 

having no signing adults (M=8.53, SD=1.69); t(-1.772), p=0.04, thus, the null was 

rejected, indicating that participants who had a signing adult in the home had greater 

amounts of sexual knowledge than those who didn’t. 

It was hypothesized that participants who indicated they had regular access to a 

trusted adult who knew sign language would have a statistically significantly lower mean 

score on the unwanted outcomes survey than those who did not have access to a signing 

adult. There was no significant difference found between having a signing adult in the 

home (M=3.33, SD=1.73) and having no signing adults (M=3.93, SD=2.13); t(1.41), 

p=0.08, thus, the null was not rejected. 
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Path Analysis 

A correlation matrix was developed to examine causal relationships between 

variables. Unwanted outcomes were most strongly correlated with participants’ 

perceptions of the sexual knowledge they received during high school and with the type 

of school participants attended. Additionally, statistically significant correlations were 

found between utilizing parents/teachers/trusted adults as a primary source of knowledge 

and participants’ perception of their knowledge. Correlational information can be 

examined in Table 2. 
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Table 2 

Correlations 

  Perceptions of Sexual 
Knowledge 

Sources of  Sexual Knowledge Other Variables 

  Some,  
Not  
Enough 

Okay Excellent Parents, 
Teachers, 
Adults 

Peers Media Health  
Professional 

Never 
Learned 

Signing  
Adult in 
Home 

Type of  
School 

Sexual  
Knowledge 

Unwanted  
Outcomes 

Pe
rc

ep
tio

ns
 o

f 
Se

xu
al

 
K

no
w

le
dg

e 

Poor .133 -.604** -.458** -.321** -.114 .016 -.070 .581** -.237* -.307** .018 .447** 

Some  -.436** -.484** -.205* .201* -.049 -.211* .164 .157 -.159 -.064 .383** 

Okay   -.124 .222* -.004 .094 .087 -.424** .122 .250* .062 -.390** 

Excellent    .252** -.046 -.079 .150 -.259** -.024 .168 .003 -.342** 

So
ur

ce
s o

f S
ex

ua
l K

no
w

le
dg

e 

Parents, 
Teachers,  
Adults 

    -.408** -.318** -.118 -.379** .025 .767** -.015 -.371** 

Peers      -.425** -.011 -.310** .316** -.251** -.079 .092 

Media       -.140 -.015 -.198* -.364** .155 .076 

Health 
Professionals 

       -.187* -.043 -.058 .038 -.212* 

Never 
Learned 

        -.212* -.261** -.060 .390** 

O
th

er
 V

ar
ia

bl
es

 Signing 
Adult in 
Home 

         .191* .191* -.153 

Type of 
school 

          .036 -.396** 

Sexual 
Knowledge 

           -.153 
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A path analysis diagram was constructed to explore the causal relationships 

between variables. Although the presence of a signing adult in the home was not directly 

correlated with unwanted outcomes, it is clear that the presence of a signing adult 

influenced participants’ sources of knowledge, which in turn impacted unwanted 

outcomes. The most influential variable studied in this survey was the use of 

parents/teachers/trusted adults as a primary source of knowledge, which was correlated 

with five other variables within the path. See Figure 2 for a path illustration.  

 



!
!

46 

 

Signing%Adult Sexual%Knowledge 

Unwanted%Outcomes 

Perceptions%of%%
Knowledge%Received 

Sources%of%%
Knowledge%Received 

+.252** 

Peers 

Teachers/!Parents!/!
Trusted!Adults 

Media 

Health!Professionals 

Never!Learned 

Poor 

Some,!but!not!enough 

Okay 

Excellent 

+.222* 

-.371** 

+ .201* 

-.211* 

-.205* 

+.390** 

-.321** 

-.2
12

* 

-.212* 

-.1
98

* 

+.447** 

+.
31

6*
* 

+.383** 

-.342** 
-.390** 

-.191* 

-.237* 

Figure 2. Multivariate path analysis of statistically significant relationships between 
variables. *p < .05. ** p <.01. *** p < .001. 
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CHAPTER V 

DISCUSSION 

Summary 

This study examined the relationships between causal factors (type of school 

attended, access to a trusted adult, sources of sexual knowledge, and perceptions of 

knowledge received) and outcomes (Sexual Knowledge Scale and Sexual Outcomes 

Measure) to contribute to a better understanding of how Deaf and hard of hearing 

adolescents obtain and utilize sexual information.  Increased empirical knowledge in this 

area might help influence many aspects of secondary and post-secondary education, 

including the development of more specific and targeted teacher training and more 

culturally competent policy making.  

Overall, participants demonstrated a moderate to high mastery of items on the 

Sexual Knowledge Scale, although no participants answered all fifteen items correctly. 

Most participants (68.5%) earned a score of eight, nine, or ten. On the Sexual Outcomes 

Measure, only four participants reported experiencing none of the ten unwanted outcomes 

listed. Most participants reported having experienced between two and six of the 

unwanted outcomes (81.4%).  
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School Setting 

The first hypothesis suggested that deaf students who attended mainstream 

schools would be more likely to utilize trusted adults as primary sources of information 

than students who attended residential schools. Results indicated that there were no

differences between students’ sources of information based on their school setting. This 

finding indicated that students in both residential and mainstream settings are able to use 

adults as primary sources of information, which is inconsistent with earlier findings that 

Deaf students felt more able to create bonds with adults in residential settings than in 

mainstream settings (Angelides & Aravi, 2006/2007).  This increased ability to connect 

with and seek information from adults regardless of educational setting is encouraging, 

especially in light of recent technological advances that may provide greater connection 

and communication to those who are most isolated, such as web/video chats, texting, and 

video relay services.  

Current findings verified the hypothesis that participants who attended residential 

schools would be more likely to identify peers and friends as a primary source of sexual 

knowledge than those who attended mainstream schools.  Considering previous findings, 

which describe the intense isolation most mainstream deaf students experience, the 

findings from the current study are unsurprising. Since most mainstream students are one 

of only two or three deaf in the whole school (Mitchell & Karchmer, 2006), and since 

these same students have reported significant difficulty connecting with and socializing 
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with peers (Angelides & Aravi, 2006/2007; Foster, 1989; Leigh, 1999), it is unlikely that 

mainstream students are able to connect with friends and peers in a manner that might 

allow for meaningful communication and exploration of difficult topics. In contrast, since 

students at residential schools have reported feeling deep, almost familial connections 

with peers (Foster, 1989), it is logical that they would feel more comfortable discussing 

potentially difficult and sensitive topics such as sexuality. 

Sources of Sexual Knowledge 

It was hypothesized that participants who were more likely to rely on parents, 

teachers, or trusted adults as primary sources of sexual knowledge would have higher 

levels of sexual knowledge than those who relied on peers, media, or health professionals 

as sources of information. However, levels of sexual knowledge were found to be the 

same, regardless of the source of information. Since parents and teachers have reported 

feeling ill-equipped to provide accurate information regarding sexuality and sexual health 

(Jaccard, Dittus, & Gordon, 2000; Landry, Singh, & Darroch, 2000; Walker, 2004), 

increased communication with adults may not actually result in increased access to 

correct and comprehensive knowledge. Additionally, because so few deaf children have 

trusted adults who can sign fluently (Gallaudet Research Institute, 2011), and because 

many deaf students have reported feeling rejected and isolated by adults in their lives 

(Gannon, 1998), these individuals may be less likely to internalize knowledge from adults 

even when it is provided.  

Findings from the current study support the hypothesis that participants who 

relied more on parents/teachers/trusted adults as primary sources of sexual knowledge 
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would have fewer unwanted outcomes than those who relied more on peers, media, or 

health professionals for information. In contrast with the findings indicating that sources 

of knowledge did not impact participants’ level of knowledge, respondents who indicated 

adults were their primary sources of knowledge did show significantly fewer experiences 

of unwanted outcomes, such as unplanned pregnancy or contraction of a sexually 

transmitted infection, than those who primarily obtained knowledge from peers, media, 

and health professionals. Because the data in this study indicated that scores on the actual 

knowledge survey were not impacted by adults as sources of that knowledge, the reduced 

experience of unwanted outcomes may not be linked to knowledge itself, but may instead 

be linked to other factors. For example, because previous research has demonstrated that 

the inability to communicate with a trusted adult correlates with increased isolation and 

feelings of rejection (Gannon, 1998), and that a positive relationship with a trusted adult 

increased feelings of empowerment and self-worth (van Gurp, 2001), it is possible that 

participants with the more positive self-concept might be better able to avoid unwanted 

outcomes.  Additionally, there are other protective factors associated with positive adult 

relationships during childhood that were not captured by this study, such as involvement 

in extra-curricular activities as a method of connecting with trusted adults (Foster, 1989), 

and whether the participants’ hearing loss occurred pre- or post-lingual, which would 

impact their ability to engage in higher order thinking skills (Sacks, 1990). Regardless, it 

is important to note the lifelong impact of these positive relationships.   
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Access to a Signing Adult 

Results from the current study supported the hypothesis that participants who had 

regular access to a signing adult would demonstrate higher levels of sexual knowledge 

than those who did not have access to a signing adult during their high school years. This 

finding is of particular interest when considered alongside the previous discussion related 

to adults as sources of information, which was not correlated with increased levels of 

knowledge. It was also hypothesized that participants who had regular access to a signing 

adult in the home would experience fewer unwanted outcomes than those who did not 

have access to a signing adult; however, findings indicated that having a signing adult in 

the home was not directly related to the number of unwanted outcomes experienced.  

Although access to a signing adult was indeed associated with greater sexual 

knowledge, that increased sexual knowledge was not directly associated with fewer 

unwanted outcomes, which is inconsistent with previous research indicating that 

increased knowledge is linked with more positive outcomes (e.g., Kaiser Family 

Foundation, 2003; Parkes et al., 2011; Powell & Segrin, 2004; Somers & Gleason, 2001; 

Troth & Peterson, 2000; Walker, 2004). However, there are many other protective factors 

that have been associated with frequent contact with signing adults, including increased 

communication skills and higher vocabulary level (Cloud, 2003), more well-developed 

coping skills and positive attachments (Briere & Scott, 2006), better comprehension of 

complex language and ideas (Sacks, 1990), increased feelings of self-worth (van Gurp, 

2001), and regular linguistic and identity affirmation in the home (Parasnis, 1997). These 
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factors could have an indirect influence on participants’ higher levels of knowledge and 

on participants’ experiences of sexual outcomes, and certainly warrant further study. 

Exploring Causative Factors 

The presence of a signing adult in the home was associated with several factors in 

this study. Participants who indicated they had a signing adult in the home were less 

likely to rely on media as a source of information than those who did not live with a 

signing adult. Those who had a signing adult in the home were also less likely to indicate 

they had never learned about topics related to sexuality, when compared to those who did 

not have a signing adult.  This is unsurprising when considering how incomprehensible 

media can be for Deaf and hard of hearing adolescents (Fitz-Gerald & Fitz-Gerald, 1980), 

and is also supported by previous findings indicating stronger familial ties with parents 

who know sign language (Sacks, 1990). These findings suggested that, although the 

presence of a signing adult did not directly impact the frequency of unwanted outcomes, 

it did appear to impact where participants obtained their knowledge, which was 

associated with fewer negative outcomes.  

Surprisingly, the presence of a signing adult in the home was not associated with 

the endorsement of adults as sources of information related to sexuality, but was strongly 

associated with the endorsement of peers as a source of knowledge, which was 

inconsistent with previous research indicating that most adolescents prefer to receive 

sexuality-related information from a parent when possible (Somers & Surmann, 2004). 

Although identification of peers as primary sources of knowledge was not associated with 

frequency of unwanted outcomes, it was associated with a perception of receiving “not 
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enough” knowledge, which in turn was associated with increased occurrences of negative 

outcomes. This finding is of particular importance when considering the non-formal 

educational experiences residential students receive, particularly from peers (Angelides & 

Aravi, 2006/2007), and the incomplete educational experiences mainstream students 

receive (Raymond et al., 2008; Suter, McCracken, & Calum, 2012).  

Frequency of unwanted outcomes was associated with all four categories of 

participants’ perceptions of the sexual knowledge they received: “poor,” “some, but not 

enough,” “okay,” and “excellent.” Those who categorized their sexual knowledge as 

“poor” or “some, but not enough” experienced more unwanted outcomes (e.g., unplanned 

pregnancy, sexually transmitted infections) than those who reported perceptions of their 

knowledge as “okay” or “excellent.” Participants who relied on teachers/parents/trusted 

adults as their primary source of information were less likely to perceive their knowledge 

as “poor” or “some, but not enough,” but were more likely to rate their knowledge as 

“okay” or “excellent.” Participants who perceived their knowledge as “okay” or 

“excellent” were less likely to experience unwanted outcomes, and those who rated it as 

“poor” or “not enough” were more likely to experience those negative outcomes. 

Coupled with primary findings, which identified a relationship between trusted adults as 

sources of information and reduced unwanted outcomes, the results of this study 

highlighted, once again, the importance of teachers, parents, and trusted adults as sources 

of information, both directly and indirectly.  

Although the endorsement of health professionals as a source of knowledge was 

relatively infrequent, those who did endorse health professionals were most likely to rate 
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their knowledge received as “some, but not enough,” and were less likely to experience 

unwanted outcomes. Previous research has clearly identified considerable barriers to 

accessing health care, including inability of clinicians to utilize sign language, reliance on 

writing when communicating face-to-face, and the inaccessibility of printed health care 

information (Bat-Chava, Martin, & Kosciw, 2005; Job, 2004; Moores et al., 2008; 

Peinkofer, 1994). It is particularly striking that the identification of “health professionals” 

as a source of sexuality information is directly linked to the reduction of negative 

outcomes in spite of these barriers. It is reasonable to suggest that increased linguistic 

access to health professionals, such as the availability of sign-fluent professionals, 

increased interaction in the school and community settings, and more accessible printed 

literature and materials, might have a positive impact on deaf individuals’ perceptions of 

their knowledge as well as their experiences of unwanted outcomes. 

Implications for Theory, Research, Practice, and Training 

When considering the implications of this research, it is important to maintain a 

broad socio-cultural view of the Deaf community. People who are deaf bring with them a 

diverse and intersectional experience that may or may not include cultural aspects of 

Deafness, as well as cultural aspects central to their own family or identity. For example, 

someone who is deaf and Latina/o might have a considerably different life experience 

than someone who is deaf and White. Similarly, people with intersectional abilities are 

also impacted differently, such as those who are deaf and blind, or those who are deaf and 

have mobility limitations that prevent fluent signing. For some, Deafness is the core of 

their identity, and for others, the presence of hearing loss may be viewed as a physical 
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disability or inconvenience. While it may seem easy to understand and generalize 

findings to the Deaf community as a whole, it is impossible to adequately explore these 

concepts without utilizing a multicultural, intersectional lens (Cho, Crenshaw, & McCall, 

2013).  

Future research should look more closely at the relationships between family 

members in the home, the impact of trusted adults on deaf individuals’ well-being, and 

the benefits of accurate sexual knowledge. Additionally, it would benefit the deaf 

community and the educational community at large to have a better understanding of the 

domains of sexual knowledge and how those might be different for people who are 

physiologically and culturally deaf.  

Perhaps the most significant variable identified in this study was the impact of 

teachers/parents/trusted adults as sources of information. Although the endorsement of 

this group as a primary source of information was not directly associated with increased 

factual knowledge about sexuality topics, it is clear that trusted adults play a significant 

role in deaf students’ perceptions of their knowledge, their willingness to receive 

information from other sources, and reduced rates of unwanted outcomes. Further 

research exploring the variables impacting these relationships would be exceptionally 

valuable to the community as a whole, and would provide evidence-based direction for 

developing targeted education and intervention programs in deaf communities. 

Because there has been so little research conducted on the impact of sexuality 

education on the lives of deaf individuals, the field is wide open for further research. It is 

hoped that this study can provide information and guidance that is immediately beneficial 
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for teachers, clinicians, and health care professionals who routinely work with deaf 

adolescents, as well as offer a launching point for further, more specific exploration of 

this population.  

Caregivers and service providers working with deaf individuals across the 

lifespan can benefit from an increased understanding of issues related to sexuality. The 

importance of a trusted, signing adult in a deaf child’s life cannot be stressed enough, and 

the current study only adds to a growing body of literature documenting the very real 

harm done to people who experience linguistic and social deprivation (e.g., Briere & 

Scott, 2006; Gallaudet Research Institute, 2011; Sacks, 1990). Health and mental health 

professionals should look critically at their methods of conveying information, 

particularly since current findings demonstrated a direct link between health professionals 

and decreased negative outcomes, and should consider utilizing non-written methods of 

communication, such as video-relay or in-person interpreters (Zodda, 2015). 

Additionally, this information can be used to help caregivers who are serving Deaf adults 

in residential or group home settings provide accurate, supportive, and culturally 

sensitive information. 

Educators can also benefit from increased understanding of the variables that 

influence unwanted sexual outcomes later in life. Secondary-school teachers of the deaf 

should pay close attention to the domains of sexuality education explored here, especially 

those related to communication and self-efficacy, which seemed to be two particularly 

salient characteristics in the current study. Additionally, in light of current findings as 

well as previous research (Job, 2004), educators at the secondary level should strive to 
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increase their own knowledge around sexuality and sexual health; since they are often the 

only signing adult deaf students regularly have access to, directly conveying accurate 

information is absolutely critical.  

It is especially important that post-secondary educators be familiar with the ideas 

and experiences explored in this study. Whether these educators are working directly 

with young Deaf adults, or they are training future teachers of the deaf, post-secondary 

instructors could have a particularly broad impact on sexuality education. Because 

students in post-secondary settings are typically over the age of 18, these instructors can 

help correct misinformation and intervene in situations that might have been overlooked 

or hidden in a high school setting. Also, instructors can help teachers-in-training develop 

educational tools for both students and parents, can serve as cultural and personal 

advocates for others who are striving to correct these problems, and can contribute to 

continued research endeavors.  

The field of Counseling Psychology would be well-served by continued 

exploration of the issues and experiences that impact the Deaf community. In addition to 

increased awareness as a requisite tool for multicultural competence, training directors 

and faculty should be aware of the broader cultural implications explored in this study 

and how it might relate to the field’s dedication to social justice advocacy (Kakkad, 

2005). As a marginalized and historically oppressed culture, the Deaf community needs 

the support of Counseling Psychologists as we advocate for increased access and 

assistance for all those who experience social, economic, interpersonal, and internal 

barriers to resources. Counseling Psychologists should also be mindful of the 
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overwhelming lack of mental health and psychological services available to the Deaf 

community, and should work to educate and empower psychologists from all branches, 

particularly School Psychologists and Clinical Psychologists who will likely encounter 

d/Deaf clients during their career.  

Educators, trainers, researchers, practitioners, caregivers, and family members 

should all strive to create more opportunities for meaningful adult-adolescent 

interactions. Whether that occurs through informal means, such as extra-curricular 

activities or socializing in mixed-age environments, or through more formal approaches, 

such as mentorship programs or community-based intervention, the impact of healthy 

adult connections on the lives of deaf adolescents cannot be emphasized enough. 

Limitations 

There are a number of factors that may have influenced the results of this study. 

With regard to sampling procedures, it is important to recognize that the Internet-based 

method of data collection may have excluded a portion of this population who may not 

have the financial, social, or intellectual capabilities to utilize a computer to take a 

survey. Additionally, because recruitment occurred primarily via snowball sampling, the 

sample may not be representative of the overall deaf population in the United States. 

Some demographic information indicated that the sample may be non-representative in 

other areas as well. The participant group in this study was disproportionately comprised 

of women (76.7%) and individuals who identified themselves as white or Caucasian 

(77.9%). Additionally, 84.9% of respondents indicated they had attended some college or 

vocational training, including 53.5% who graduated college. These and other 
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demographic variables (e.g., gender) likely have some impact on the outcomes of the 

study, but were not analyzed, which may make it difficult to generalize these findings to 

a more diverse population.  

Approximately 25% of the survey participants identified themselves as hard of 

hearing. Because the self-identification of “Deaf” or “hard of hearing” is not necessarily 

associated with the degree of hearing loss, it is possible that some individuals who 

identified themselves as Deaf may have some residual hearing that would put them at a 

social and linguistic advantage and would act as a protective factor by allowing them to 

access resources and navigate socio-cultural systems with greater ease and comfort. 

Similarly, some individuals who identify culturally as hard of hearing may experience a 

degree of hearing loss that would classify them as physiologically deaf. Because the 

survey did not ask participants for audiological information, there is no way to account 

for the impact of residual hearing on variables being studied.  

Access to technology, specialty training, and other resources during childhood 

may also have impacted the results of this study. Previous research suggested that early 

technological intervention for a deaf child has a positive impact on linguistic mastery 

(Martin & Clark, 2003), and would likely be related to access to socioeconomic resources 

as well. Those participants who had access to hearing aids, cochlear implants, and other 

assistive technology may have had easier and better communication with adults in the 

home, better access to material in classrooms, and more one-on-one connection with 

adults through speech-language therapy and specialized education settings. It is unclear 

what impact these variables may have had on the current study. 



!
!

60 

A more detailed look at the types of school settings and the length of enrollment 

in secondary schools might also provide more nuanced information. While mainstream 

and residential schools are the two primary educational settings, the actual academic 

environment within those settings can vary wildly. Some mainstream schools offer self-

contained deaf education classrooms, and some residential schools allow higher-

functioning students to attend some classes or participate with extra-curricular activities 

at nearby public high schools. Additionally, some deaf students graduate on time with 

their peers, attending 12-14 years of formal classroom education, while others receive 

early educational intervention and/or stay in school until they turn 22, providing them 

with up to 19 years of formal education. Future research should explore the impact of 

these specific educational experiences within the broader context of deaf education as a 

whole.  

The presence of a signing adult in the home was an important variable in the 

current study; however, no information was gathered regarding the hearing status of the 

signing adult(s) in the home. If these signing adults were hearing, they may have had 

more access to resources and information during their own educational experience, but 

may have limited linguistic fluency if they were non-native signers. If the signing adult 

was Deaf, they might also have been impacted by the topics explored in the current study 

(e.g., linguistic barriers, lack of comprehensive education, limited access to native 

signers), which might confound the results of those items, but they may have been a more 

apt linguistic model.  
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It is important to consider the impact of the measures and survey items on the 

integrity of the study. The Sexual Outcomes Measure was an author-developed survey 

designed to have high face-validity, consistent with the domains evaluated in other 

measures. While a low reliability score is considered acceptable for new and 

experimental scales, the Chronbach’s alpha for this measure was only .51, and should 

thus be the focus of further attention should the measure be reused in future studies. 

   Another limitation to consider is the presentation of survey questions through 

video interpretation of the written English items. Although the translation and back 

translation process was conducted carefully and in keeping with professional standards, 

and the researchers believe the translations to be accurate and appropriate, there still may 

have been some loss of meaning or failure to capture latent meaning adequately because 

the items were originally developed in written English, as opposed to developing the 

survey first in ASL. One participant reported concerns about the translation of item two 

in the sexual knowledge scale, indicating they believed the structure of the question left 

its true intent ambiguous. Upon review, it was determined that the item could have been 

perceived as equally unclear in its original English form, and that the translation was an 

accurate representation of the item. Although no other concerns were reported with 

regard to translation, it is possible that other participants found survey items difficult to 

understand.  

Conclusions 

Sexuality education is a hot-button issue in current American culture, and it is 

made even more sensitive when discussed within a disability model. More than just 



!
!

62 

teaching about sex, true comprehensive education provides people with the tools they 

need to make their life better, including communication and negotiation skills, self-

awareness, intentional intimacy skills, and reproductive knowledge and control. Sexuality 

and sexual health are important parts of a healthy adult, regardless of cultural variables 

such as physical ability, intellectual ability, or socio-economic status. It is critical that 

anyone who works with d/Deaf populations understand that auditory and linguistic 

deprivation play a more significant role in the oppression and marginalization than does 

the actual deafness. As a culture, we would be better served to worry less about the 

deafness, and focus more on the external barriers to language and information.   

Although there is a wealth of information captured in this study, it is still a small 

piece of a much larger puzzle. Given the dearth of reliable, peer-reviewed information 

related to deafness and sexuality, is absolutely imperative that continued research take 

place with a variety of methodologies and in a variety of settings. Taken individually, 

these small pieces of data are interesting, but when there is enough data to provide a 

comprehensive, wholistic picture of these issues and ideas, change can truly take place.
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(1) What is your current age? 

(2) What is your gender?  

Female 

Male 

Transgender 

(4) What is your hearing status? 

Deaf 

Hard of Hearing 

Hearing 

(5) What is your ethnicity? 

Black/African American 

Caucasian 

Latina/Latino/Hispanic 

Asian/Pacific Islander 

American Indian 

Other 

(6) What is your sexual orientation?  

1--------------------2--------------------3--------------------4--------------------5 
Exclusively        Exclusively  
Heterosexual        homosexual 

 

(7) What type of school did you attend for most of your high school education? 

School for the Deaf 

Mainstream School 

(8) What is the highest level of education you have completed?  

did not finish high school 

high school or GED 

some college or vocational training 

graduated from college 
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post-college education 

 

(9) During high school, how many adults living in your home were fluent in sign 

language? 

None 

One 

Two 

More than two 

 

(10) What type of sexuality education did your school provide? 

My school used an abstinence-only curriculum. 

My school used a comprehensive sexuality education curriculum. 

My school used informal methods of sexuality education. 

My school did not provide sexuality education. 

My school provided sexuality education but I am not sure what type. 
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APPENDIX B 

Sources of Sexual Knowledge Survey 
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(1) I learned about human sexual development (e.g., anatomy, puberty, pregnancy, 
menopause) mostly from 
 Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
 
(2) I learned about sexual relationships (e.g., dating, falling in love, marriage, raising 
families) mostly from 
 Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
 
(3) I learned personal skills related to sexuality (e.g., knowing when I was ready to have 
sex, deciding my own opinions about sexuality, understanding other people’s beliefs, 
decision making, sexual communication) mostly from 
 Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
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(4) I learned about sexual behavior (e.g., understanding sexual feelings, kissing, touching, 
masturbation, oral sex, intercourse, fantasies) mostly from 
 Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
 
(5) I learned about social/cultural ideas about sexuality (e.g., legal issues related to 
sexuality, sexual stereotypes, gender roles, religion and sexuality, sexual diversity, sex in 
the media, artistic and historic representations of sexuality) mostly from 
 Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
 
(6) I learned about sexual health (e.g., sexually transmitted diseases, contraception, breast 
cancer, prostate cancer, what you should and shouldn’t do during pregnancy, abortion, 
sexual abuse, sexual harassment) 

Teachers, parents, and trusted adults 
 Peers and friends 
 Media such as internet, television, movies, or newspapers 
 Health professionals such as doctors, nurses, or counselors 
 I never learned about this in high school 
 
   I feel my education in this area was 
 Poor 
 Some, but not enough 
 Okay 
 Excellent 
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APPENDIX C 

Sexual Knowledge Survey 
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(1) Latex condoms provide more effective protection against HIV/AIDS than natural 
sheepskin condoms. 
 True 
 False 
 
(2) If a woman has taken the pill for two years, she will have a more difficult time getting 
pregnant, compared to a woman who has never used the pill. 
 True 
 False  
 
(3) In terms of preventing pregnancy, antibiotics do not reduce the effectiveness of birth 
control pills. 
 True 
 False  
 
(4) It is possible for men and women to get HIV/AIDS by performing oral sex on one 
another. 
 True 
 False  
 
(5) The middle of a woman’s menstrual cycle is a safe time to have sex and avoid 
pregnancy. 
 True 
 False  
 
(6) A woman ovulates 14 days after her last period. 
 True 
 False  
 
(7) A diaphragm should be removed one hour after sexual intercourse. 
 True 
 False  
 
(8) Norplant is the most effective, reversible form of birth control in the United States. 
 True 
 False  
 
(9) You can get HIV/AIDS by donating (giving) blood. 
 True 
 False  
 
(10) An HIV/AIDS test may not be able to detect the HIV virus until 6 months after 
infection. 
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 True 
 False  
 
(11) The incubation period for HIV/AIDS (the time from infection until obvious 
symptoms of sickness begin) is usually about two years. 
 True 
 False  
 
(12) You cannot get HIV/AIDS from heterosexual (penis/vagina) sex. 
 True 
 False  
 
(13) Fertilization of the egg by the sperm (conception) occurs in a woman’s uterus.  
 True 
 False  
 
(14) Sperm remain capable of fertilization in a woman’s body for up to 72 hours (3 days).
 True 
 False 
 
(15) Using Vaseline or petroleum jelly is a good way to increase the effectiveness of a 
condom. 
 True 
 False 
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Unwanted Sexual Outcomes 
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(1) ____ I have been worried that I or my partner might be pregnant. 

(2) ____ I have never had a test for a sexually transmitted disease. 

(3) ____ I or my partner have gotten pregnant when we didn’t mean to. 

(4) ____ I have engaged in sexual activity (intercourse or oral sex) with someone when I 

really didn’t want to. 

(5) ____ I know where to go to get a test for a sexually transmitted disease. 

(6) ____ I have had an abortion. 

(7) ____ When I was a teenager, I knew who to ask for help about sexual issues. 

(8) ____ I have tested positive for a sexually transmitted disease. 

(9) ____ When I was a teenager, I was confused about sexual issues. 

(10) ____ I do not talk openly with my partner(s) about sex. 
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Recruitment Flyer 
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TEXAS WOMAN’S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

 
Title: Sources of Sexual Knowledge and Associated Outcomes in a Deaf Population 
 
Investigator: Karen Bartlett, M.S., M.A.  ............. karenelizabeth@twu.edu  972/832-1441 
Advisor: Linda Rubin, PhD ....................................... Lrubin@twu.edu  940/898-2314 
 
Explanation and Purpose of the Research 
 
You are being asked to participate in a research study for Ms. Bartlett’s dissertation at 
Texas Woman’s University. The purpose of this research is to determine how, for 
individuals who are Deaf, sources of information during adolescence might impact later 
experiences related to sexuality, such as pregnancy, illness, and communication.  You 
have been asked to participate in this study because you are Deaf or hard-of-hearing, and 
you have been in high school at some point in the last ten years.  
 
Description of Procedures 
 
As a participant in this study you will be asked a series of questions about yourself, your 
school, how you feel about your own education, and where you got most of your 
knowledge about sexuality. Also, you will be asked to take a short quiz about sexuality, 
and then you’ll be asked to look at a list of situations and let us know if you’ve 
experienced any of those things.  
 
In order to be a participant in this study, you must be at least 18 years of age or older and 
have been enrolled in high school in the last ten years. You can pause or stop this survey 
at any time, and you can contact the researcher at any time with questions or concerns. 
 
Potential Risks 
 
The survey will ask some questions about your sexual history and knowledge. A possible 
risk in this study is discomfort with these questions. If you become tired or upset you 
may take breaks as needed.  You may also stop answering questions at any time and end 
the interview.  If you feel you need to talk to a professional about your discomfort, the 
researcher has provided you with a list of resources. 
 
Another risk in this study is loss of confidentiality. In an effort to protect your privacy, at 
no time will the survey ask for your name or any identifying information. The results of 
the study will be reported in scientific magazines or journals but no names or any other 
identifying information will be included. 
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You may become frustrated or tired while taking the survey. In an effort to make the 
survey as accessible as possible, all survey instructions and questions are presented in 
both written English and in American Sign Language. If you are tired, or are having 
difficulty understanding or participating in the survey, you may stop at any time. You 
may email the researcher with questions or concerns at any time.  
 
The researchers will try to prevent any problem that could happen because of this 
research. You should let the researchers know at once if there is a problem and they will 
help you. However, TWU does not provide medical services or financial assistance for 
injuries that might happen because you are taking part in this research. 
 
 
 
Participation and Benefits 
 
Your involvement in this study is completely voluntary and you may withdraw from the 
study at any time. If you would like to know the results of this study, let us know where 
you would like them to be sent: 
__________________________________________________________________ 
 
 
Questions Regarding the Study 
 
You will be given a copy of this signed and dated consent form to keep. If you have any 
questions about the research study you should ask the researchers; their phone numbers are 
at the top of this form. If you have questions about your rights as a participant in this 
research or the way this study has been conducted, you may contact the Texas Woman’s 
University Office of Research and Sponsored Programs at 940-898-3378 or via e-mail at 
IRB@twu.edu. 

 

 
 
___________________________________________________ _______________ 
Signature of Participant       Date 
 


