
‘Adolescent Education Programme (AEP) & Emotional Coping Style’ 
 

ABSTRACT:  

In the present research practical it was undertaken to study the relation between students’ interest 

and receptivity to Adolescent Education Programme in a private school in Delhi and her/his 

emotional coping style. This study was carried out in Sri Ram School with the help of the School 

Counsellor. To fulfill this objective, 42 students (22 boys and 20 girls) aged 14-15 years of class 

10 were asked to fill up a questionnaire. However, due to quantitative errors only 28 of the 

students’ responses were analyzed. It was hypothesized that the higher the receptivity level, the 

more adaptive the emotional coping style will be. Pearson correlation using SPSS (Statistical 

Package for the Social Sciences) was used to find the correlation between the receptivity level 

and the emotional coping style of the AEP participants. The correlation was found to be 

significant that accepted the hypothesis. Moreover, results showed that boys displayed a slightly 

higher receptivity level than girls. And although boys varied from confronting to adaptive style 

of emotional coping, girls only came under the category of confronting style of emotional 

coping.  

 

 

 

INTRODUCTION  

 

Why AEP? 

 

ADOLESCENCE is a crucial phase of life. It is a stressful period in which the adolescent tries to 

adjust to his/her varied physical, emotional and psychological changes. Adolescents are curious 

to ask many questions but the problem lies on whom to address these questions? Since talking 

about sex is a taboo in the Indian society, adolescents cannot freely approach their parents for 

guidance. Also, those who seek guidance from parents are not satisfied because the latter try to 

evade discussion or are not able to give satisfactory answers. Most information is haphazardly 

gathered through books, films or from friends, often mixed with stereotypes, misconceptions and 



misinformation. The large urban slum or rural majority of the country do not even have access to 

such information. Thus, the large majority of the population is ill-informed throughout the adolescent 

period and well into their adulthood. The following studies are proving testament to this fact. 

 

• Study on Child Abuse: India 2007, published by the Ministry of Women and Child 

Development, says, “India has the world’s largest number of sexually abused 

children, with a child below 16 years raped every 155th minute, a child below ten 

every 13th hour, and one in every ten children sexually abused at any point in time.” 

Conducted across 13 states (Andhra Pradesh, Assam, Delhi and Bihar are the worst 

offenders), the Study on Child Abuse reveals that a shocking 53.22 per cent of all 

Indian children are sexually abused and 70 per cent keep silent about what happens to 

them, neither reporting the abuse to parents or the police. 

 

• However, Indian girls aren’t the only ones who are at risk. Boys, says the study, are 

more at risk for sexual abuse than girls. Out of the 12,447 child respondents who 

reported having faced one or more forms of sexual abuse that included severe and 

other forms, 52.94 per cent were boys and 47.06 per cent were girls.  

 

• According to the HIV Sentinel Surveillance and HIV Estimation, of the 2.5 million 

people living with HIV/AIDS in 2006, 3.8% were reported to be children (<15years), 

with the percentage having increased over 5 years. 

 

• The National Family Health Surveys II and III reveal that young people, who form 30 

per cent of the population, are sexually active at 12 and 13 years. NFHS II shows that 

fifty per cent of young women are estimated to be sexually active by 18 years; 57 

percent of the girls are married before they are 18 and 52 per cent have their first 

pregnancy between 15 and 19 years. Significantly, 35 per cent of all reported HIV 

infections are among those in the 15 to 24 age group.  

 



• The Population Council’s 2004-2005 in-depth survey of intimate interactions between 

unmarried young women and men in the 15 to 24 age group in Pune district of 

Maharashtra also shows that one in five men and a little less than one in 20 women 

have premarital sex. Urban youngsters are more sexually active than those in 

rural areas. The study breaks the myth of sex taking place largely within marriage in 

conservative Indian society and argues for inclusion of unmarried young people in the 

country’s reproductive health programmes. 

 

The most alarming aspect about child sexual abuse, indicates the study, is that the perpetrators of 

abuse are most often adults entrusted with the care of children. But “a girl whose mother has not 

spoken to her even about a basic issue like menstruation, is unable to tell her mother about the 

uncle or neighbour who has made sexual advances to her” says the study report by the Ministry 

of Women and Child Development. This silence encourages abusers, emboldens them to 

continue the abuse and to press their advantage to subject the child to more severe forms of 

sexual abuse. Very often, children do not even realize they are being abused. This situation 

similarly and simultaneously occurs with many other sexual incidents.  

 

Therefore, there is a need to provide adolescents and young adults with information so as to enable 

them to cope better with these changes. The only key to controlling the prevalence of abuse, 

unplanned pregnancy or sexually transmitted diseases and eventually getting rid of it is 

empowering children with knowledge about their own bodies and what constitutes appropriate 

and inappropriate behaviour and contact with the adults and caregivers they interact with. 

 

 

What? 

Sex education is a process of acquiring information and forming attitudes and beliefs about sex, 

sexual identity, relationships and intimacy. It is also about developing young people's skills so 

that they make informed choices about their behaviour, and feel confident and competent about 

acting on these choices. It is widely accepted that young people have a right to sex education, 



partly because it is a means by which they are helped to protect themselves against abuse, 

exploitation, unintended pregnancies, sexually transmitted diseases, and HIV. 

Sex education seeks both to reduce the risks of potentially negative outcomes from sexual 

behaviour like unplanned pregnancies and infection with STIs/ HIV and to enhance the quality of 

relationships. It is also about developing young people's ability to make decisions over their 

entire lifetime.  

It provides opportunities for young people to develop skills, as it can be hard for them to think 

and act purely on theoretical information. For example, being able to communicate, listen, 

negotiate, ask for and identify sources of help and advice, are useful life-skills and can be applied 

in terms of sexual relationships.  

Effective sex education also provides young people with an opportunity to explore the reasons 

why people have sex, and to think about how it involves emotions, respect for one self and other 

people and their feelings, decisions and bodies. Young people should have the chance to explore 

gender differences and how ethnicity and sexuality can influence people's feelings and options. 

They should be able to decide for themselves what the positive qualities of relationships are. It is 

important that they understand how bullying, stereotyping, abuse and exploitation can negatively 

influence relationships. 

                       All of this is the essential and universally accepted (more or less) concept of 

sexuality education. However, perspectives on what information should be given to young 

people, the time at which such an education should commence and who should be providing the 

education/information to them, has varied in cultural contexts and national policies.  

 

How? 

 

INDIA 

 

Adolescence Education Programme (AEP) was launched by the Ministry of Human Resource 

Development (MHRD in collaboration with National AIDS Control Organisation (NACO), 



Government of India in 2005. The Adolescence Education Programme (AEP) was implemented 

by MHRD in collaboration with NACO has specific contextual relevance.  

               The Department of School Education and Literacy, MHRD has positioned AEP as a 

Centrally Sponsored Scheme. It is being implemented as a key intervention for empowering 

adolescents to deal with risky situations, preventing new HIV infections reducing vulnerability to 

the infection and substance dependence and influencing positive behaviour development. It is 

designed as an early HIV preventive intervention by providing adolescents with information on 

Process of Growing up during adolescence, HIV/AIDS and Substance abuse as well as 

developing in them life skills as the most effective way to stem the spread of the infection as well 

as substance abuse. 

 

Aims and Objectives of AEP 

 

The Adolescence Education Programme (2005) aims to: 

(i) Reinforce/support development of behaviours that will empower adolescents to make healthy 

choices. 

(ii) Provide opportunities for the reinforcement of existing positive behaviour and strengthening 

of life skills that enable young people to protect themselves from and to cope with risky 

situations they encounter in their lives. 

 

The objectives are to ensure that: 

(i) All schools provide accurate age appropriate life skills based adolescence education in a 

sustained manner to young people (10-18 yrs) in schools; 

(ii) Every child is equipped with accurate information, knowledge and life skills to protect 

themselves from HIV and manage adolescent reproductive sexual health (ARSH) issues and 

concerns; 

(iii) All out-of-school adolescents are provided basic information and services on adolescent 

reproductive and sexual health, HIV prevention and prevention of substance abuse; 

(iv) Effective integration of adolescence education components in school curriculum as well as 

the teacher education courses takes place; and 



(v) Linkages to youth friendly services are established and resources for additional information 

are easily accessible. 

 

Outputs 

The following five outputs8 have been specified for AE: 

• Organisation of life skills based co-curricular activities in classes IX-XI; 

• Integration of adolescence education in syllabi, textbooks and teaching learning processes of 

school education; 

• Integration of adolescence education in the pre-service and in-service teacher education; 

• Integration of adolescence education in programmes for out-of-school adolescents and young 

persons; and 

• Incorporation of measures to prevent stigma and discrimination into education policy. 

 

Scheme of Content 

Adolescence Education Programme focuses on major contents related to the following three 

components: 

 

Process of Growing up: This component covers contents on the process of growth and 

development during adolescence, such as physical growth and development including 

development of secondary sexual characteristics, psychological developments underscoring self 

identity, self concept, self esteem, sex drive and attraction towards opposite sex, socio-cultural 

development including relationships of adolescents with parents, peer group and the opposite sex 

and gender roles and myths and misconceptions. Critical issues like menstruation and menstrual 

hygiene, masturbation and the genital hygiene, adolescent pregnancy, nutritional needs of 

adolescents in general and adolescent girls in particular, major sexually transmitted infections 

(STIs), reproductive tract infections (RTIs) and adolescent friendly health services (AFHS) are 

also included in this component. 

 

HIV/AIDS : This component includes contents on causes and consequences of 



HIV/AIDS, preventive measures, anti-retroviral therapy (ART), individual and social 

responsibilities towards HIV/AIDS patients and the services available for prevention of spread of 

HIV and also for HIV infected persons. 

 

Substance (Drug) Abuse: Under this component are covered the critical mental health concerns 

and the situations in which adolescents are driven to substance (drug) abuse, commonly abused 

substances (drugs), consequences of substance abuse, preventive measures, treatment, 

rehabilitation of drug addicts and individual and social responsibilities. 

 

 

INTERNATIONAL (as devised by UNITED NATIONS) 

 

International Guidelines on Sexuality Education, published in June 2009, were commissioned by 

Chris Castle and Ekua Yankah in the Section on HIV and AIDS, Division for the Coordination 

of United Nations (UN) Priorities in Education at the United Nations Educational, Scientific  and 

Cultural Organization (UNESCO) with support from Laura Laski and Prateek Awasthi in the 

Adolescent and Youth Cluster of the Reproductive Health Branch at the United Nations 

Population Fund (UNFPA). 

 

The goals of the topics and learning objectives are to: 

 

• provide accurate information about topics that children and young people are curious about and 

about which they have a need to know; 

• provide children and young people with opportunities to explore values, attitudes and norms 

concerning sexual and social relationships; 

• promote the acquisition of skills; and 

• encourage children and young people to assume responsibility for their own behaviour and to 

respect the rights of others. 

 

The topics and learning objectives address four age groups and corresponding levels: 

1. Ages 5 to 8 (Level 1) 



2. Ages 9 to 12 (Level 2) 

3. Ages 12 to 15 (Level 3) 

4. Ages 15 to 18+ (Level 4). 

 

There is a deliberate overlap between levels 3 and 4 in order to accommodate the broad age 

range of learners who might be in the same class. Level 4 addresses learners from ages 15 to 18+ 

to acknowledge that some learners in the secondary level may be older than 18 and that the 

topics and learning objectives can also be used with more mature learners in tertiary institutions. 

All information discussed with the above-mentioned age groups would be in keeping with their 

cognitive abilities as to include children and young people with intellectual/learning disabilities. 

 

The sexual and reproductive health needs and concerns of children and young people, as well as 

the age of sexual debut, vary considerably within and across regions. This, in turn, is likely to 

affect the perceived appropriateness of particular learning objectives when developing curricula, 

materials and programmes. Learning objectives can, of course, be adjusted. However, this should 

be done in response to the available data and evidence rather than because of personal discomfort 

or perceived opposition. 

 

The topics and learning objectives cover four components of the learning process: 

 

1. Information: sexuality education provides accurate information about human sexuality, 

including: growth and development; sexual anatomy and physiology; reproduction; 

contraception; pregnancy and childbirth; HIV and AIDS; STIs; family life and interpersonal 

relationships; culture and sexuality; gender rights; empowerment; equality and gender roles; 

sexual behaviour; sexual diversity; sexual pleasure; sexual abuse; gender-based violence; and 

harmful traditional practices. 

 

2. Values, attitudes and social norms: sexuality education offers students opportunities to explore 

values, attitudes and norms (personal, family, peer and community) in relation to sexual 

behaviour, health, risk-taking and decision-making and in consideration of the principles of 

tolerance, respect, gender rights and equality. 



 

3. Interpersonal and relationship skills: sexuality education promotes the acquisition of skills in 

relation to: decision-making; assertiveness; communication; negotiation; and refusal. Such skills 

can contribute to better and more productive relationships with family members, peers, friends 

and romantic or sexual partners. 

 

4. Responsibility: sexuality education encourages students to assume responsibility for their own 

behaviour as well as their behaviour towards other people through the strategies of: respect; 

acceptance; tolerance and empathy for all people regardless of their health status or sexual 

orientation; insisting on gender equality; resisting early, unwanted or coerced sex; and practising 

safer sex, including the correct and consistent use of condoms and contraceptives. 

 

 

The overarching topics under which learning objectives have been defi ned are organized around 

six key concepts: 

 

1. Relationships 

2. Values, attitudes and skills 

3. Culture, society and law 

4. Human development 

5. Sexual behaviour 

6. Sexual and reproductive health 

 

Each topic is linked to specific learning objectives, grouped according to the four age levels. The 

learning objectives are the intended outcomes of working on particular topics. Learning 

objectives are defined at the level when they should be first introduced, but they need to be 

reinforced across different age levels. When a programme begins with older students, it may be 

necessary to cover topics and learning objectives from earlier age levels. Based on needs and 

country/region-specific characteristics, such as social and cultural norms and epidemiological 

context, the contents of the learning objectives could be adjusted to be included within earlier or 

later age levels. However, most experts believe that children and young people want and need 



sexuality and sexual health information as early and comprehensively as possible, and have a 

need to receive this important information. 

 

 

Attitude & Receptivity 

 

Despite startling studies and statistics reported on sexual activity and incidents of abuse and sexually 

transmitted diseases, there has been no resolution to the parliamentary debate in India on the 

institutionalization of sex education, especially the subject content.  

 

Though there is a need to educate the adolescents on sex education, parents oppose such educational 

programmes due to the fear that imparting sex education would lead to experimentation with sex. 

Educators and policy makers are perpetually engaged in a morality debate, maintaining that 

sexuality education will reduce the spread of HIV and other sexually transmitted infections and 

critics who fear that it will corrupt young minds.  

                       Resentment against the sex education programme is being fanned by a few right 

wing organizations and individuals like former HRD Minister Murli Manohar Joshi asserting that 

sex education is a “foreign conspiracy by international NGOs to get money under the guise of 

AIDS control and education.” They argue that Indian youth do not require sex education. Both 

UNICEF and NACO have been blamed for their overzealous push for sex education and for the 

content of the school manuals brought out by them. 

 

In a study conducted by Bhasin and Aggarwal (1999) on the knowledge and attitudes of school 

teachers regarding sex education, a majority of school teachers (73%) were in favour of 

imparting sex education to school children. Regarding contents of sex education, 90% agreed to 

the inclusion of reproductive anatomy, physiology including menstruation and birth control 

measures like condoms and oral pills. However, a majority of school teachers did not want sex 

education to include topics like abortion, premarital sex and masturbation etc. Fourteen years of 

age was considered to be the most appropriate for imparting sex education by 28.6% of school 

teachers.  

 



Vijay Nagaswami, a psychiatrist and author of The 24x7 Marriage, in an article on sex education 

for The Hindu writes, “Even as we enjoy the growth of our incomes, greater exposure to the 

world around us, and the ready access we have to information and entertainment at the flick of a 

switch, we have not yet come to terms with where exactly we want to position ourselves when it 

comes to dealing with value change”.  

 

There is no clear standpoint on the attitude and receptivity of the education system or the society on 

sex education. Urban mindsets are relatively more aware of the need for sex education for adolescent 

children, largely due to the prevalent culture of open exposure by the media and the permissiveness 

of eclectic lifestyles among the metro population, yet are not very sure to what extent of information 

and exposure. Many government and non-profit organizations have and are currently making in 

roads to the remote rural sectors of the country with culturally contextualized programmes and 

workshops, leading to greater awareness but only at a snail speed.   

 

 

Emotional Coping Style in Adolescents 

 

Throughout the course of the life span, all the developmental aspects have to be taken into 

account in order to develop a healthy individual. This is, of course, including the emotional 

aspect of the individual’s life. Adolescence is a critical period during which significant 

personality reorganization occurs. The suddenness and rapid pace with which the changes take 

place in the body and mind of adolescents, generate a number of problems and special needs 

which adolescents find difficult to understand on their own. Although they observe and 

experience the changes occurring in them, they are mostly unable to understand these 

developments. So far there is no authentic source readily available to them, through which they 

can get scientific knowledge regarding these changes. Since they need information regarding the 

changes and developments in them, they fall back upon the peer group that itself is ill-informed 

or cheap literature, which leads them astray. Being misinformed they fall prey to myths and 

misconceptions which adversely affect the process of personality development in them and leads 

them quite often to risky and irresponsible behaviour. 

 



Adolescents confront problems because of their inability to properly manage the sudden 

development of their interest in the opposite sex. The tendency to distance themselves from their 

parents and to become deeply involved with the peer group creates apprehensions and anxiety in 

them. In the absence of any well informed adult intervention to help them understand and 

appreciate the problems and issues, they turn towards the peer group. Generally, adolescents are 

vulnerable to peer pressure and a number of them are pushed into action without giving any 

thought to consequences. Many of them are found experimenting with smoking, alcohol, 

tobacco or drugs and also with sex for various reasons including the peer pressure. 

 

Nevertheless, such sensitive issues seem to be not considered as important by the parents. One 

survey has been done recently in Indian context by the International Institute for Population 

Science and Population Council (in Sunday Times of India, 21 February 2010), covering six 

states in India, Andhra Pradesh, Bihar, Jharkhand, Maharashtra, Rajasthan, and Tamil Nadu. The 

survey revealed that only 7% boys and 4% girls aged 15-24 discuss “growing up” issues with 

their fathers. When it comes to mothers, the survey found that only 6% boys, but 77% girls talk 

freely to their mothers. Furthermore, the survey found that only 2% boys and 6% girls discussing 

sensitive topics such as romance, relationships, and reproduction with their parents, while the 

school performance is found as the most common subject of conversation between adolescents 

and their parents.   

 

In the period when a big transition happens, adolescents is period of conflict. Therefore, they 

need to develop appropriate coping strategies in order to manage their feelings, attitudes, and 

behaviours, so that they would have healthy development. Frydenberg & Lewis (2000) stated 

that coping has come to represent the behavioural and cognitive efforts used by individuals to 

deal with the person-environment relationship. 

 

(Recklitis & Noam, 1999) stated that while it is widely accepted that the development of 

appropriate coping strategies is an important element in adjustment and health, few studies have 

examined this question empirically with children and adolescents. Studies that have examined 

the relationship of coping to health have focused primarily on physical health problems. Active 

coping strategies, for example have been associated with better metabolic control in adolescent 



diabetic patients, while denial of worry has been associated with less well adapted response to 

medical procedures.  

 

Investigations of the impact of coping on the psychosocial adaptation of adolescents have 

typically examined responses to normative and stressful life events such as the transition to 

college, or parental divorce. Studies that have examined the relationship between coping 

strategies and behavioral and emotional problems in adolescents have also relied on normal 

samples. Kurdek (1987) for example, found that use of ventilation was associated with greater 

overall level of symptomatology, while Tolor and Fehon (1987) found active coping strategies 

were associated with better overall adjustment in high school boys. 

 

Similarly Erickson et al. (1997) found that avoidance coping was negatively associated with 

overall adjustment at least in girls. Although these findings support the hypothesized role of 

coping as an important protective factor against maladaptation, they are limited by the groups 

which have been studied. It is quite possible, for example, that coping strategies may be 

important in adjustment to every day life or in the response to physical illness, but may not be an 

important factor in serious psychological disturbances where biological, cognitive and family 

factors may be the most important contributing factors.  

 

A second and equally important question for the study of adolescent coping, is to what extent are 

coping behaviors developmental in nature. Investigators have increasingly called for coping and 

defense research to take a developmental perspective on child and adolescent coping though few 

empirical studies have implemented such an approach. While several theoretical perspectives, 

including attachment theory,  and psychoanalytic theory have emphasized the importance of 

early experiences in the origins of coping behaviors, the impact of development in later life on 

coping strategies has been relatively neglected. Even studies which have specifically commented 

on development aspects of coping behaviors have generally not measured development directly 

(e.g. Nasserbakht et al., 1996) and have relied on chronological age alone as the index of 

development. The seminal work of Hann and Vaillant has demonstrated the impact of 

developmental maturation on coping behaviors in adults, but studies have yet to investigate how 

adolescent developmental processes are related to coping behavior. 



 

It is important to note that there are differences in both what concerns boys and girls and in how 

they cope. Girls generally report problems more frequently than do males (Frydenberg & Lewis, 

1993; Seiffge-K,'enke, 1995; Stark, Spirito, Williams, & Guevremont, 1989), and they perceive 

problems as more extreme, either positive or negative (Newcomb, Huba, & Bender, 1986). When 

it comes to coping with concerns, the overall gender differences are generally consistent across 

studies. Girls are generally more affiliative and use more social support than do boys. For 

example, Bird andHarris (1990) found that females use more social support and males use more 

ventilation, while Patterson and McCubbin (1987) found that males use more humour while 

females are more focused on interpersonal relationships with siblings, parents, fliends, and other 

adults. Copeland and Hess (1995), using Patterson and McCubbin's (1987) ACope as the 

measure of coping, found that females used more proactive orientation and catharsis while the 

males tended to avoid problems and use physical diversions. In another study, boys were found 

to be less open and sociable but evaluated problems more optimistically and did not withdraw 

resignedly. However, when a more serious problem occurred that could not be solved readily 

they did resort to alcohol and other drugs (Seiffge-Krenke, 1995). The relationship between the 

use of particular strategies and outcomes to date remains relatively unexplored. There is one 

study, however, which found that boys who overachieved used social support to a greater extent 

than did other boys (Parsons, Frydenberg, & Poole, 1996). 

 

Finding of study by Recklitis & Noam (1999) showed that avoidant and negatively reactive 

coping strategies were more likely to be associated with behavior problems of all kinds, while 

more problem solving and cooperative strategies were associated with fewer symptoms. The 

results confirm the hypothesis that there are significant gender differences in adolescents' use of 

coping strategies. As predicted, girls were more likely to use interpersonal and avoidant coping 

behaviors, while boys were more likely to use physically active strategies. Not only were there 

differences between males and females on their coping preferences, but the relationship between 

coping strategies and both ego development and symptoms varied with gender. 

 

These findings are important because they suggest that not only is gender a factor in an 

individual's choice of coping strategy, it may also mediate the affects which are associated with 



that choice. The findings with the Social Support and Friendship Support factors, for instance, 

suggest that for girls seeking out interpersonal contact is a mature strategy which allows them to 

use meaningful contact with others to contain their behavior, and not act out. In boys, by 

contrast, coping with stress by seeking out interpersonal contact may be related to a less mature 

style of coping which could contribute to acting out.  

 

The impact of different types of coping styles on adolescents’ depressive symptoms was 

investigated in a prospective study by  Seiffge-Krenke & Klessinger (2000). One hundred and 

ninety-four adolescents participated in 4 annual assessments of coping styles and depressive 

symptoms. Longitudinal analyses revealed long-term differences in depressive symptoms, 

depending on coping style. Adolescents with an approach-oriented coping style reported the 

fewest depressive symptoms at Time 3 and Time 4, whereas avoidant copers reported the most at 

both times. Higher levels of depressive symptoms 2 years later were found in all adolescents who 

used avoidant coping, irrespective of whether they used avoidant coping consistently at Time 1 

and Time 2 or changed from approach-oriented coping to avoidant coping at Time 2. This effect 

was independent of gender and time. The results suggest that most adolescents show an overall 

adaptive way of coping, but a small subgroup shows a fairly rigid use of avoidant coping. They 

further suggest that all forms of avoidant coping, whether stable or not, were linked with high 

levels of depressive symptoms even 2 years later. 

 

A short-term longitudinal study was conducted by Herman-Stahl, Stemmier, & Petersen (1995) 

to examine the structure of coping behavior and the relationship between coping style and 

depression during adolescence. Approach copers reported the fewest symptoms of depression, 

while avoidant copers reported the most. 

 

In a study by Dumont & Provost (1999), 297 adolescents (141 eighth graders and 156 eleventh 

graders) were classified into 3 groups created from crossing scores of depressive symptoms and 

frequency of daily hassles: well adjusted, resilient, and vulnerable. A discriminant function 

analysis was performed to investigate group differences on self-esteem, social support, different 

strategies of coping, and different aspects of social life. The analysis revealed that self-esteem, 



problem-solving coping strategies, and antisocial and illegal activities with peers helped to 

discriminate groups:Well-adjusted adolescents had higher self-esteem than adolescents in the 2 

other groups; in addition, resilient adolescents had higher self-esteem than vulnerable 

adolescents. For the second significant discriminating variables, antisocial and illegal activities 

with peers, both resilient and vulnerable adolescents had higher scores than well-adjusted 

adolescents. Finally, resilient adolescents had higher scores on problem-solving coping strategies 

than adolescents in the 2 other groups. 

 

 

Categorisation of Coping 

 

In order to understand how people deal with stress, coping actions have been grouped into broad-

band categories. For example, Folkman and Lazarus (1988) and Compas et al. (1988) have two 

categories: problem and emotion-focused coping. Tile problem-focused category, comprising 11 

coping actions, allows subjects to indicate a preference for handling stress by dealing with the 

problem. The emotion-focused category reflects the use of emotion-regulating strategies and 

contains 62 coping actions which have been grouped into seven categories or scales. According 

to Lazarus, in the coping process there is both a problem-focused aspect and an emotionfocused 

aspect present in each interaction. This has been demonstrated in a number of studies (Edwards 

& Kelly, 1980; Fahs, 1986; Folkman & Lazarus, 1980, 1985; Lazarus & Folkman, 1984; Manzi, 

1986). 

 

Another dichotomous categorisation is provided by Ebata and Moos (1991) who have approach 

and avoidant coping, that is, whether the ,'esponse is directed towards or away from the stressor. 

Similarly, Greenglass (1991) talks in terms of two coping styles: palliative and instrumental. 

Some researchers have found that the strategies can best be grouped as three coping styles 

representing functional and dysfunctional aspects of coping (Cox, Gotts, Boot, & Kerr, 1988; 

Fwdenberg & Lewis, 1991; Seiffge-Krenke & Shuhnan, 1990). The three modes of coping 

identified by Seiffge- Krenke (1993) include active coping, internal coping, and withdrawal. The 

final of these includes defences such as denial or repression and entails a fatalistic attitude that 

ultimately leads to withdrawal. While withdrawal can be regarded as a "purposeful" reaction, it 



generally means that the problem is not solved at a given point of time. The ff, nctional styles 

represent direct attempts to deal with the problenl, with or without reference to others, whilst the 

dysfunctional styles relate to the use of non-productive strategies (Frydenberg & Lewis, 1993a). 

Within tile literature the most common terminology applied to dysfunctional coping styles is 

"avoidant coping." It has been demonstrated that avoidant coping is associated with a range of 

outcomes such as, for example, depression (Seiffge-Krenke, 1998) and conduct disorders (Ebata 

& Moos, 1991). It has been argued that although avoidant coping may be of some assistance in 

dealing with short-term stresses or providing opportunity for amassing resources when stresses 

first inlpact, it is a maladaptive response to chronic stress (Green & Ross, 1996). The 

categorisations are sometimes made according to similarity of ideas or actions or a.re based on 

empirically derived groupings through factor analysis. Nevertheless, any categorisation remains 

a tool of convenience and its limitations in quantifying human endeavour need to be kept in 

mind. 

 

Fiydenberg and Lewis (1993a) have three categories of coping behaviour: reference to others, 

non-productive coping, and productive coping. These broad groupings can be divided into 

combinations of strategies: 

1.  Solving the Problem. Solving the Problem comprises eight coping strategies (Seeking 

Social Support, Focus on Solving the Problem, Physical P, ecreation, Seek Relaxing 

Diversion, Investing in Close Friends, Seek to Belong, Work Hard and Achieve, Focus 

on the Positive) and represents it style of coping characterised by working at a problem 

while remaining optimistic, fit, relaxed, and socially connected. 

2.  Non-productive Coping. Non-productive coping comprises eight strategies (Worw, Seek 

to Belong, Wishful Tl]inking, Not Cope, Ignore tile Problem, Tension Reduction, Keel) 

to Self, Self-blame). These primarily reflect a combination of what may be termed  

nonproduciive avoidance strategies which are empirically associated with an inability to 

cope. 

3.  Reference to Others. Reference to Others contains four strategies (Seek Social Support, 

Seek Spiritual Support, Seek Professional Help and Social Action) and can be 

characterised by turning to others for support whether they be peers, professionals, or 

deities. Ebata and Moos (1994) point out tile utility in not only employing composite 



styles but also retaining the narrow-band coping distinctions. Consequently in this 

investigation change in both coping styles and strategies will be reported. Strategies are 

tile 18 narrow-band categories of coping while the styles represent three broad-band 

groupings made up of tile strategies. 

 

 

Sexuality Education and Emotional Coping Style 

 
For several reasons, school-based sex education is a particularly important component in 

reducing the sexual risk-taking behavior of adolescents (Sanderson, 2000). First, the vast 

majority of teenagers are enrolled in school (National Center for Education Statistics, 1993), and 

thus, education administered in the classroom has the potential to reach most adolescents. 

Second, schools are obviously well suited to provide education, and many states even require the 

provision of education specifically on sexuality (DeMauro, 1990; Gambrell & Haffner, 1993). 

Finally, research on school-based sexuality education suggests that in-class education can be 

effective in leading to changes in knowledge, attitudes, and behavior for both junior and senior 

high school students (Barth, Fetro, Leland,&Volkan, 1992; Brown, Fritz,&Barone, 1989; Eisen, 

Zellman,&McAllister, 1990; Kirby, 1996; Kirby&Coyle, 1997; Main et al., 1994; Siegel, 

DiClemente, Durbin, Krasnovsky, & Saliba, 1995). Schoolbased sexuality education therefore 

has the potential to be one of the most effective methods of preventing teenage pregnancy, STDs, 

and HIVinfection. 

 

The study by Sanderson (2000) also suggests that reading a newsletter on sexual and health 

issues can have significant positive effects on teenagers’ knowledge and attitudes. Specifically, 

after reading SEX, etc., students had significantly more positive attitudes about postponing 

sexual involvement and more negative attitudes about drug use. This research is in line with prior 

work demonstrating the benefits of peer-based sexuality education (Davis, Weener, & Shute, 

1977; Howard & McCabe, 1990; Wren, Janz, Carovano, Zimmerman, & Washienko, 1997). 

These findings are particularly encouraging given the diverse population used in this study (i.e., 

students from a variety of districts across New Jersey) and the very minimal intervention (i.e., 

students were merely asked to read an issue of the newsletter at home). In sum, this research 



suggests that providing peer-written material on sexual and health issues may be a valuable 

addition to school-based sexuality education classes. 

 

Ashcraft (2008) pointed out that at least three factors make sexuality a potentially powerful 

resource for accomplishing these academic and democratic goals. First, sexuality saturates the 

lives of adolescents, consuming a great deal of their attention. This makes critical discussion of 

sexuality a powerful resource for developing culturally relevant curricula that would connect a 

diverse array of youth to academic content they otherwise often find irrelevant. Second, sexuality 

also plays a fundamental role in reproducing social inequities—especially when 

it comes to positioning youth in the existing social order. As such, involving students in social 

action to reform these existing conditions around sexuality can be a powerful arena for better 

preparing democratic justice-oriented citizens (Westheimer & Kahne, 2004)—citizens who are 

able to question the status quo and work for reform. Third, sexuality is an especially relevant 

resource for increasing academic success and civic engagement among urban youth and youth of 

color, as these are also the same youth who are disproportionately victims of sexually transmitted 

diseases (STDs) and HIV/AIDS (Centers for Disease Control, 2005; Overby & Kegeles, 1994; 

White, 1999). This and other conditions around sexuality (e.g., teen pregnancy, sexual violence) 

profoundly affect academic achievement and career possibilities, particularly for urban youth 

who often have access to fewer options for mitigating the potentially negative effects of these 

circumstances.  

 

It is obvious that the outcome of sexuality education is related to changing attitude, managing 

problems, and making healthy choices. Therefore, coping strategy is also one of the indirect 

outcome of the sexuality education. In regard to the Adolescence Education Programme (AEP), 

this programme is being implemented as a key intervention for empowering adolescents to deal 

with risky situations, preventing new HIV infections, reducing vulnerability to the infection and 

substance dependence and influencing positive behaviour development. It is designed as an early 

HIV preventive intervention by providing adolescents with information on Process of Growing 

up during adolescence, HIV/AIDS and Substance abuse as well as developing in them life skills 

as the most effective way to stem the spread of the infection as well as substance abuse.  

 



The aims of AEP are: 

1. Reinforce/support development of behaviours that will empower adolescents 

to make healthy choices. 

2. Provide opportunities for the reinforcement of existing positive behaviour and 

strengthening of life skills that enable young people to protect themselves 

from and to cope with risky situations they encounter in their lives. 

 

It is specifically mention that one of the aims of AEP is to enable young people to cope with 

risky situations they encounter in their lives. Therefore, it is expected that the participants of this 

programme would be able to develop healthy emotional coping strategies in their daily life. This 

study aims to find out whether there is correlation between the participants attitude toward the 

programme, represented in their receptivity level, and their emotional coping styles. 

 

 

Hypothesis 

 

On the basis of theoretical frameworks and the previous studies, one hypothesis has been formed 

for this study: 

The higher the receptivity level toward the AEP, the more adaptive the coping style 

strategies the adolescents adopted. 

 

Method 

 

Participants 

 

Initially, 42 students of 10th standard of one of Delhi private schools participated in this study, by 

filling up the questionnaires. However, only 28 responses could be included in the analysis 

because they left several questions blank or gave double answers. The participants consist of 11 

girls and 17 boys, 21 of them in the age of 15 and the rest are 16 (mean age: 15.25). Time of 

exposure to the AEP programme were varied, 8 of them started having the AEP since they were 

in standard 8, 7 of them since standard 5, and the rest do not mention in the questionnaire. The 



background of father's professions also varied, from businessman, working in service area, 

engineer, product designer, film maker, Army officer, and interior designer. 

 

Variables 

 

Two variables were being measured in this study: 

1) Receptivity level, which refers to how receptive the participants toward the 

AEP programme. 

2) Emotional coping style, which refers to strategy which used by individual in 

managing his/her problems. It includes four styles: 

a. Denial, refers to a strategy in which the individual does not accept the problem, 

ignores and may change the real problem into something else. 

b. Avoidance, refers to a strategy in which the individual avoid the problem and 

does not make any effort to solve the problem. 

c. Confronting, refers to a strategy in which the individual take action toward the 

problem in a more aggressive way. 

d. Adaptive, refers to a strategy in which the individual attempt to solve the problem 

by using a more assertive way, try to find win-win solution of the problem. 

 

Procedure 

 

The questionnaire consisted of two sections. The first section composed of 6 open ended 

questions on the students’ opinions, feelings and after thoughts on the exposure to the program. 

The second section composed of 14 multiple choice questions assessing their attitude towards 

development at their age and their level of emotional coping. It did not test their knowledge of 

sex per se. Questions from the second section were based on the four emotional coping styles of 

confronting, denial, avoidance and adaptive/flexible. 

 

The questionnaire was administered by the respective school counselor for the sake of our 

convenience and the students’ comfort in sincerely responding to the items in the questionnaire 

that were sensitive and personal in nature.  



 

Data Analysis 

 

The part one of the questionnaire consists of six open-ended questions related to the receptivity 

of the participants toward the AEP programme. The data that were generated from this part of 

the questionnaire were in the qualitative form. In order to analyzing the data quantitatively, 

coding was done to each of the question by interpreting the qualitative data then converting it 

into a scale data (0 = no response, 1 = not receptive, 2 = moderately receptive, 3 = receptive). 

The minimum score is 0 and the maximum score is 18, with the classification of the receptivity 

level as: no response (0), not receptive (1-6), moderately receptive (7-12), and receptive (13-18)  

 

In the part two of the questionnaire, the coping style was converted into a scale data, the more 

adaptive the coping style, the higher score it was given. Therefore, score 1 was given to denial 

coping style, 2 for avoidance, 3 for confronting, and 4 for adaptive. The minimum score of this 

part is 14 and the maximum score is 56, with the classification of the data as: denial (1-14), 

avoidance (15-28), confronting (29-42), and adaptive (43-56). 

 

After the coding, Pearson correlation analysis was done using the Statistical Package for Social 

Sciences (SPSS). The qualitative data derived from the part 1 was also taken into consideration 

while analyzing the data in order to support the result of quantitative data. 

 

Result 

 

The aim of this study was to find the correlation between the receptivity level and the emotional 

coping style of the AEP participants. Therefore, a hypothesis was formed on the basis of the 

theories and previous researches. The hypothesis of this study wass the higher the receptivity 

level, the more adaptive the emotional coping style will be. 

 

Table 1. Descriptive Statistics 

 N Receptivity 
Level 

Coping Style 



  Mean SD Mean SD 
All 28 11.46 4.52 39.32 9.03 

Boys 17 12.53 3.70 42.06 5.34 
Girls 11 11 4.07 38.64 2.46 

 

Table 1 shows the distribution of the data. The mean for receptivity level is 11.46 with SD as 

much as 4.52, it means that the receptivity level of all of the participants varied from the ‘not 

receptive’ level into the receptive level, although the average level of receptivity is moderate. 

The mean for emotional coping style is 39.32 with SD as 9.03, it means that none of the 

participants have tendency of using the denial or the avoidance coping style, since the data varied 

only in the category of confronting and adaptive. 

 

However, when we look at the data on the basis of the gender, a slight difference was shown. In 

both of receptivity level and coping style, boys are getting slightly higher mean scores than the 

girls. For the receptivity level, both boys and girls data are varied in the category of moderately 

receptive to receptive (boys: M=12.53, SD=3.70; girls: M=11, SD=4.07). In terms of coping 

style, boys data are varied from the confronting style to adaptive style of emotional coping 

(M=42.06, SD=5.34), while girls data are only falling in one category, i.e. confronting style of 

emotional coping (M=38.64, SD=2.46). 
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Graph 1. 
Sex-wise mean of receptivity level and coping styles 
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Graph 2. 
Receptivity level according to the coping styles 

 

Finally, Pearson correlation was calculated using the SPSS. Table 2 shows the Pearson 

correlation between receptivity level and the coping styles. The Pearson correlation between the 

two variables is 0.443, which means that correlation is significant between the two variables in 

0.05 level (2-tailed). Therefore, the hypothesis is accepted, i.e. the higher the receptivity level 

toward the AEP, the more adaptive the coping style which is used by the adolescent participant 

of AEP. 

Table 2. 
Correlation between receptivity level and coping styles 

  ReceptivityLevel CopingStyle 

Pearson Correlation 1.000 .443* 

Sig. (2-tailed)  .018 

ReceptivityLevel 

N 28.000 28 

Pearson Correlation .443* 1.000 

Sig. (2-tailed) .018  

CopingStyle 

N 28 28.000 

 

 

Discussion 

 

In the present research practical, the relation between students’ interest and receptivity to 

Adolescent Education Programme in a private school in Delhi and her/his emotional coping style 

was studied.  



 

Initially, 42 students of 10th standard of one of Delhi private schools participated in this study, by 

filling up a questionnaire, composing of two parts; the first that assessed their receptivity level 

and the second that assessed their emotional coping style.  However, only 28 responses could be 

included in the analysis because they left several questions blank or gave double answers. Thus, 

the results of the study were based on 28 participants (11 girls and 17 boys).  

 

It was hypothesized that higher the receptivity level, the more adaptive the emotional coping 

style will be. On applying Pearson correlation using SPSS (Statistical Package for the Social 

Sciences) to find the correlation between the receptivity level and the emotional coping style of 

the AEP participants, the correlation was found to be 0.443, which was significant at 0.05 level 

(2-tailed) of significance. Thus, the hypothesis was accepted. 

 

Adolescents are curious to ask many questions but the problem lies on whom to address these 

questions? Since talking about sex is a taboo in the Indian society, adolescents cannot freely 

approach their parents for guidance. Also, those who seek guidance from parents are not satisfied 

because the latter try to evade discussion or are not able to give satisfactory answers. Most 

information is haphazardly gathered through books, films or from friends, often mixed with 

stereotypes, misconceptions and misinformation. 

 

Sex education is a process of acquiring information and forming attitudes and beliefs about sex, 

sexual identity, relationships and intimacy. It is also about developing young people's skills so 

that they make informed choices about their behaviour, and feel confident and competent about 

acting on these choices. It provides opportunities for young people to develop skills, as it can be 

hard for them to think and act purely on theoretical information. For example, being able to 

communicate, listen, negotiate, ask for and identify sources of help and advice, are useful life-

skills and can be applied in terms of sexual relationships.  

Young people should have the chance to explore gender differences and how ethnicity and 

sexuality can influence people's feelings and options. They should be able to decide for 



themselves what the positive qualities of relationships are. It is important that they understand 

how bullying, stereotyping, abuse and exploitation can negatively influence relationships. 

Adolescence Education Programme (AEP) was launched by the Ministry of Human Resource 

Development (MHRD in collaboration with National AIDS Control Organisation (NACO), 

Government of India in 2005. The Adolescence Education Programme (2005) aims to: 

(i) Reinforce/support development of behaviours that will empower adolescents to make 

healthy choices. 

(ii) Provide opportunities for the reinforcement of existing positive behaviour and 

strengthening of life skills that enable young people to protect themselves from and to 

cope with risky situations they encounter in their lives. 

 

The two variables under study in this practical research were:  

1) Receptivity level, which refers to how receptive the participants toward the AEP 

programme. 

 
Though there is a need to educate the adolescents on sex education, parents oppose such educational 

programmes due to the fear that imparting sex education would lead to experimentation with sex.  

 

In a study conducted by Bhasin and Aggarwal (1999) on the knowledge and attitudes of school 

teachers regarding sex education, a majority of school teachers (73%) were in favour of 

imparting sex education to school children. Fourteen years of age was considered to be the most 

appropriate for imparting sex education by 28.6% of school teachers.  

 

In the quantitative analysis of the present study, the mean for receptivity level was 11.46 with SD 

as much as 4.52 (table 1), which means that the receptivity level of all of the participants varied 

from the ‘not receptive’ level into the receptive level, although the average level of receptivity 

was moderate. Referring to graph 1, we find that the receptivity level of boys was slightly higher 

than that of girls. This finding could be interpreted in the light of gender socialization in the 

Indian cultural context wherein matters of sexuality are more restrained for girls than boys on an 

open platform.  

 



A recent survey by the International Institute for Population Science and Population Council (in 

Sunday Times of India, 21 February 2010), covering six states in India, Andhra Pradesh, Bihar, 

Jharkhand, Maharashtra, Rajasthan, and Tamil Nadu revealed that only 7% boys and 4% girls 

aged 15-24 discuss “growing up” issues with their fathers. Furthermore, the survey found that 

only 2% boys and 6% girls discussing sensitive topics such as romance, relationships, and 

reproduction with their parents, while the school performance is found as the most common 

subject of conversation between adolescents and their parents. 

 

In the feedback section of the AEP in the questionnaire, one of the questions asked, “How was 

your and your family’s initial receptivity to an Adolescent Education Program in school?” Many 

students responded that either their parents were indifferent to the program or were not even 

aware of it. One of them said, “My family did not care much for it as they felt my studies was 

more important”.  

There were a few exceptional responses which indicated a clear positive approval or 

participation from the parents. One of the students responded, “Both my parents and I were very 

approving and felt such awareness was needed”.  

  

The quantitatively moderate level of receptivity and the variations in responses of the students shows 

how there is no clear standpoint on the attitude and receptivity of the education system or the society 

on sex education. Urban mindsets are relatively more aware of the need for sex education for 

adolescent children, largely due to the prevalent culture of open exposure by the media and the 

permissiveness of eclectic lifestyles among the metro population, yet are not very sure to what extent 

of information and exposure.  

 

2) And, emotional coping style, which refers to strategy which used by individual in 

managing his/her problems. It includes four styles: 

e. Denial, refers to a strategy in which the individual does not accept the problem, 

ignores and may change the real problem into something else. 

f. Avoidance, refers to a strategy in which the individual avoid the problem and 

does not make any effort to solve the problem. 



g. Confronting, refers to a strategy in which the individual take action toward the 

problem in a more aggressive way. 

h. Adaptive, refers to a strategy in which the individual attempt to solve the problem 

by using a more assertive way, try to find win-win solution of the problem. 

 

Frydenberg & Lewis (2000) stated that coping has come to represent the behavioural and 

cognitive efforts used by individuals to deal with the person-environment relationship. Tolor and 

Fehon (1987) found active coping strategies were associated with better overall adjustment in 

high school boys. 

 

A short-term longitudinal study was conducted by Herman-Stahl, Stemmier, & Petersen (1995) 

to examine the structure of coping behavior and the relationship between coping style and 

depression during adolescence. Approach copers reported the fewest symptoms of depression, 

while avoidant copers reported the most. 

 

In the analysis of the present study, the mean for emotional coping style was found to be 39.32 

with SD as 9.03 (table 1). This means that none of the participants have a tendency of using the 

denial or the avoidance coping style, since the data varied only in the category of confronting 

and adaptive. 

 

The impact of different types of coping styles on adolescents’ depressive symptoms was 

investigated in a prospective study by  Seiffge-Krenke & Klessinger (2000). One hundred and 

ninety-four adolescents participated in 4 annual assessments of coping styles and depressive 

symptoms. Longitudinal analyses revealed long-term differences in depressive symptoms, 

depending on coping style. The results suggest that most adolescents show an overall adaptive 

way of coping, but a small subgroup shows a fairly rigid use of avoidant coping.  

 

Table 1 also shows that in terms of coping style, boys data was varied from the confronting style 

to adaptive style of emotional coping (M=42.06, SD=5.34), while girls data are only falling in 

one category, i.e. confronting style of emotional coping (M=38.64, SD=2.46). This was also 



depicted in graph 2 where the line representing girls’ coping style is centered on ‘confronting’ 

whereas the line representing boys’ coping style points from ‘confronting’ to ‘adaptive’.  

 

This result could be interpreted in light of researches (Frydenberg & Lewis, 1993; Seiffge-

K,'enke, 1995; Stark, Spirito, Williams, & Guevremont, 1989) which found that girls generally 

report problems more frequently than do males, and they perceive problems as more extreme, 

either positive or negative (Newcomb, Huba, & Bender, 1986). When a problem is perceived or 

considered to be more emergent or serious, one is bound to directly approach the issue rather 

than avoid or even devise a strategy on it.  

Even Erickson et al. (1997) found that avoidance coping was negatively associated with overall 

adjustment at least in girls. 

 

Enumerating on the boys’ results, Patterson and McCubbin (1987) found that males use more 

humour while females are more focused on interpersonal relationships with siblings, parents, 

fliends, and other adults. In another study, although boys were found to be less open and sociable 

but they also evaluated problems more optimistically and did not withdraw resignedly.  

 

The results of the study showing students’ central tendency towards confronting style in 

emotional coping, and boys’ adaptive approach of emotional coping style reflects their healthy 

and well adjusted approaches to their personal struggles as well as in dealing with the social 

issues in their environment. In the following pages, it leads to the obvious cause of this.  

School-based sex education is a particularly important component in reducing the sexual risk-

taking behavior of adolescents (Sanderson, 2000). The study by Sanderson (2000) also suggests 

that reading a newsletter on sexual and health issues can have significant positive effects on 

teenagers’ knowledge and attitudes. Specifically, after reading SEX, etc., students had 

significantly more positive attitudes about postponing sexual involvement and more negative 

attitudes about drug use. This research is in line with prior work demonstrating the benefits of 

peer-based sexuality education (Davis, Weener, & Shute, 1977; Howard & McCabe, 1990; 

Wren, Janz, Carovano, Zimmerman, & Washienko, 1997). 

 



Research on school-based sexuality education suggests that in-class education can be effective in 

leading to changes in knowledge, attitudes, and behavior for both junior and senior high school 

students (Barth, Fetro, Leland,&Volkan, 1992; Brown, Fritz,&Barone, 1989; Eisen, 

Zellman,&McAllister, 1990; Kirby, 1996; Kirby&Coyle, 1997; Main et al., 1994; Siegel, 

DiClemente, Durbin, Krasnovsky, & Saliba, 1995).  

 

In the preliminary part of this study, a questionnaire was filled by the School Counsellor of the 

private school from which students participated. This questionnaire was a starter checklist 

composed by The Population Council, Inc. (2007) called ‘Addressing Gender and Rights in Your 

Sex/HIV Education Curriculum’ (attached in the appendix). This was used to form a baseline to 

assess the level of exposure of the AEP in the respective school. Forming a baseline of the 

programme helped to understand the extent of knowledge and understanding the participants 

possessed, which in turn aided in composing the questionnaire for the study appropriately.  

 

Referring to the checklist, it reveals that the current AEP was developed for grade 8 audience for 

both boys and girls. The programme was focused on comprehensive sexuality education and to 

primarily promote life skills and goals and to provide accurate information and increase 

knowledge. The programme was conducted in 3 sessions of 1 hour each in a year. The content of 

the programme ‘adequately’ covers topics on gender, gender roles, sexual behavior, media & 

popular culture, contraception, pleasure, STDs & STIs, sexual harassment, gender based 

violence, eating disorders, depression, race, class and sexual minorities among many others. The 

programme also ‘extensively’ uses diverse/interactive teaching methods and images that 

encourage reflection, discussion and debate and lays strong emphasis on critical thinking skills. 

The School Counsellor wrote, “Very little information on dispensing information in the modules 

– and much more on challenging, discussing and debating the issues concerned. These are only 

guided and facilitated by the facilitator in minimal input”.  

Thus, there is a definite feel and understanding that the programme that the current participants 

were exposed to was relatively liberal, challenging and open minded in its inception and 

delivery. Moreover, some of the students’ mentioned in the preliminary section of the 

questionnaire that they had been exposed to AEP since class 5.  

 



All of this explains the favourable results of the study showing ‘confronting’ and adaptive (for 

boys, only) emotional coping styles of the students. This, firstly, further confirms the hypothesis 

stated that greater receptivity level leads to a more adaptive coping style as receptivity in the 

students was largely influenced by the school’s programme. Secondly, it reaffirms the gradually 

accepted, yet resistant, notion that sexuality education or Adolescent Education Programme 

serves the healthy and beneficial purpose of better adjusted adolescents.  

 

Although highly valid in its revelations, the present study does suffer from very apparent 

limitations, mainly of representativeness of the sample.  Due to quantitative limitations, all the 

respondents could not be included in the analysis. Moreover, it largely compromised the 

responses of the girls creating an imbalance in the gender representativeness in the sample. It is 

possible, that with an equal proportion of girls and boys, girls too would have bent towards an 

adaptive emotional coping style.  

Or it is also possible that an equal proportion of males and females or with a larger proportion of 

both, results could have shown deviant coping styles such as shown in researches by Copeland 

and Hess (1995), who found that females used more proactive orientation and catharsis while the 

males tended to avoid problems and use physical diversions. Also, when a more serious problem 

occurred that could not be solved readily they resorted to alcohol and other drugs (Seiffge-

Krenke, 1995).  

 

Secondly, it is not solely the influence of AEP that’s operating in the emotional coping styles but 

also the socio-economic background of the participants, who in this case come from socio-

economically well off families with well educated parents with an orientation towards life skills 

training or AEP. It would be fruitful for subsequent research to see how the same AEP 

programme would work for a different school or compare the emotional coping styles emerging 

from different designs of AEP in the same or different schools.  

 

Conclusion 

 

In the present research practical, the relation between students’ interest and receptivity to 

Adolescent Education Programme in a private school in Delhi and her/his emotional coping style 



was studied. It was hypothesized that higher the receptivity level, the more adaptive the 

emotional coping style will be. On applying Pearson correlation using SPSS (Statistical Package 

for the Social Sciences) to find the correlation between the receptivity level and the emotional 

coping style of the AEP participants, the correlation was found to be 0.443, which was 

significant at 0.05 level (2-tailed) of significance. Thus, the hypothesis was accepted. 
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Annexure 
Questionnaire Responses 

Participants Gender Age Fathers' professions Time of Exposure Part 1 a b c d sum of 
Part 2 

1 1 15 N/A CLASS 8 13 3 2 4 5 39 
2 1 16 film maker since 5th grade 8 1 3 6 4 41 
3 2 15 Engineer not mentioned 9 3 3 2 6 39 
4 2 15 Corporate house since last 4 years 15 5 0 5 4 36 
5 2 15 Army Officer since last 1 year 6 2 2 5 5 41 
6 2 16 Businessman Since class 5 9 3 0 5 6 42 
7 1 15 HR in bharti airtel I session 1 hr 16 3 2 4 5 39 
8 1 15 businessman 2 sessions I hr 

each 
11 1 7 3 3 36 

9 1 15 merchant navy 1 session I hr 16 3 2 5 4 38 
10 1 15 not sure Not mentioned 7 3 5 3 3 34 
11 2 15 N/A 2 sessions of 1 hr 

each 
8 1 0 1 12 52 

12 2 15 Interior designer 2 sessions of 1 hr 
each 

15 0 3 3 8 47 

13 2 16 Product Designer 4 yrs 15 4 3 4 3 34 
14 2 16  1 hr 14 2 1 3 8 45 
15 2 15 Entrepreneur 2 sessions of 1 hr 

each 
14 2 1 6 5 42 

16 2 15 HOTEL INDUSTRY not mentioned 10 3 4 3 4 36 
17 2 15 MINISTRY OF 

COMMERCE 
CLASS 8TH 14 0 0 2 12 54 

18 2 16 ADVERTISING 6 YEARS 8 1 3 4 6 43 
19 2 15 businessman not mentioned 15 1 7 2 4 37 
20 1 15 service Since class 5 8 3 3 6 2 35 
21 1 15 engineer Since class 5 11 3 1 5 5 40 
22 1 15 private sector 8th standard 5 2 3 3 6 41 
23 1 15 tourism Since class 5 8 3 1 4 6 41 
24 2 15 businessman not mentioned 18 3 2 2 7 41 
25 2 16 service not mentioned 10 3 1 4 6 41 
26 2 15 service CLASS 8TH 18 3 1 4 6 41 
27 2 16 Product Designer CLASS 8TH 15 2 1 4 7 44 
28 1 15 service class 8th 18 3 1 4 6 41 

 
 
 
 


