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INTRODUCTION
7

In the United States, teenagers typically have
sexual intercourse for the first time around
age 17, and almost two-thirds have had sex

before graduating from high school.  From the
time they begin having sex until they marry,
which typically occurs in their mid-20s, young
people are at high risk for unintended pregnan-
cies and sexually transmitted diseases (STDs).
And it is during these formative teenage years
that young people first develop the communica-
tions and negotiation skills that will influence
whether their future sexual relationships are
mutually respectful and fulfilling or exploitive
and psychologically unhealthy.  Thus, it is imper-
ative that young people receive support in mak-
ing decisions regarding sexual activity so that
they can protect themselves from unintended
pregnancies and STDs and grow to be sexually
healthy adults.

Currently, adverse outcomes are far too common.
Each year, nearly 822,000 teenage women become
pregnant; 80% of these pregnancies are unintend-
ed.  An estimated nine million new STDs occur
among people younger than 25 each year, includ-
ing 15,000 cases of sexually transmitted HIV.
Harder to quantify is the annual number of
teenagers who are subjected to or engage in
exploitive sexual behavior.

The good news is that progress is being made:
Teenage pregnancy rates declined 28% between
1990 and 2000, reaching their lowest level in 30
years. This is attributable to both more teenagers
delaying the initiation of sexual intercourse and
improved contraceptive use among those
teenagers who are having sex. But teenagers in
this country continue to fare worse as a result of
their sexual activity than their peers in other
developed countries, even though teenagers
across developed nations, including the United

States, begin having sex at similar ages and have
similar levels of sexual activity. Clearly, more
must be done to improve the sexual and repro-
ductive health of U.S. teenagers.

Sex education can play a major role in helping
teenagers make healthy and responsible deci-
sions about sex, by providing them with the
information and skills they need to delay sexual
activity, to protect themselves and their partners
when they become sexually active and to engage
in mutually respectful relationships. However,
the content of sex education that is provided in
schools varies tremendously across the United
States, and controversy persists over the relative
merits of sex education that promotes abstinence
as the only acceptable form of behavior outside
of marriage and more comprehensive approach-
es that discuss contraception as well.

Historically, decisions about the content of sex
education were largely a state and local matter.
This changed in 1996 with the enactment of the
federal welfare reform law, which provided sig-
nificant funding for abstinence programs that
teach that sex outside of marriage is wrong and
harmful for people of any age and deny young
people complete and accurate information about
contraception. Within less than a decade, cumu-
lative federal and state matching funds for this
particularly narrow brand of abstinence educa-
tion approached the $1 billion mark. During this
time, the debate over sex education continued
and perhaps intensified at all levels of govern-
ment. Yet far too often this rancorous debate has
occurred in the absence of sound evidence-based
arguments, and policymakers have time and
again failed to heed “what works.”

Nonetheless, recent research by The Alan
Guttmacher Institute (AGI) and others now



offers a clearer picture of sex education in this
country, covering topics ranging from local
school district policy to classroom practice to
program effectiveness. With an eye toward
informing policy debates and aiding researchers
and program planners alike, this volume
includes all the major documents about
teenagers and sex education in the United States
produced or published by AGI between 1997
and 2003.  They represent the work of
researchers within AGI and at other institutions.
Thematically, these documents share a focus on
sex education in the home, school or communi-
ty, or address how teenagers get information
about sex, contraception, or sexual and repro-
ductive health. The collection includes articles
published after 1996—a practical and symbolic
starting point given that year’s enactment of the
welfare reform law, which, for the first time,
articulated the federal government’s approach
to sex education.

The volume is divided into five chapters that
begin with an overview of the subject and move
on to parent-child communication about sex;
school and community-based sex education pro-

grams; other sources of sex education (including
peer education efforts, the media and postsec-
ondary education settings); and, finally, federal,
state and local policy.  It was produced with
support from the Program on Reproductive
Health and Rights of the Open Society Institute
(OSI).

This volume provides researchers, program
planners, advocates and policymakers with a
comprehensive body of information about sex
education in this country at the start of the 21st

century. A better understanding of the sex edu-
cation landscape will help to meet the ongoing
challenge of providing young people with the
information and support they need to delay sex-
ual activity, to protect themselves and their part-
ners from pregnancy and disease when they
become sexually active, and, as adults, to
healthy sexual relationships.

8
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Sex and Pregnancy Among
Teenagers
• By their 18th birthday, 6 in
10 teenage women and nearly 
7 in 10 teenage men have had
sexual intercourse.

• A sexually active teenager
who does not use contraception
has a 90% chance of becoming
pregnant within a year.

• Of the approximately 950,000
teenage pregnancies that occur
each year, more than 3 in 4 are
unintended. Over 1/4 of these
pregnancies end in abortion.

• The pregnancy rate among
U.S. women aged 15-19 has
declined steadily—from 117
pregnancies per 1,000 women
in 1990 to 93 per 1,000 women
in 1997. Analysis of the
teenage pregnancy rate decline
between 1988 and 1995 found
that approximately 1/4 of the
decline was due to delayed
onset of sexual intercourse
among teenagers, while 3/4 was
due to the increased use of
highly effective and long-acting
contraceptive methods among
sexually experienced teenagers. 

• Despite the decline, the
United States continues to have
one of the highest teenage preg-
nancy rates in the developed
world—twice as high as those
in England, Wales or Canada
and nine times as high as rates
in the Netherlands and Japan.

• Every year, roughly 4 million
new sexually transmitted dis-
ease (STD) infections occur
among teenagers in the United
States. Compared with rates
among teens in other developed
countries, rates of gonorrhea
and chlamydia among U.S.
teenagers are extremely high.

• Though teenagers in the

United States have levels of
sexual activity similar to their
Canadian, English, French and
Swedish peers, they are more
likely to have shorter and 
more sporadic sexual relation-
ships and less likely to use 
contraception.

Local Sexuality Education Policy
• More than 2 out of 3 public
school districts have a policy to
teach sexuality education. The
remaining 33% of districts
leave policy decisions up to
individual schools or teachers.

• 86% of the public school dis-
tricts that have a policy to teach
sexuality education require that
abstinence be promoted. 35%
require abstinence to be taught
as the only option for unmarried
people and either prohibit the
discussion of contraception
altogether or limit discussion to
its ineffectiveness. The other
51% have a policy to teach
abstinence as the preferred
option for teens and permit dis-
cussion of contraception as an
effective means of preventing
pregnancy and STDs.

• Only 14% of public school
districts with a policy to teach

sexuality education address
abstinence as one option in a
broader educational program to
prepare adolescents to become
sexually healthy adults.

• Over 1/2 of the districts in the
South with a policy to teach
sexuality education have an
abstinence-only policy, com-
pared with 20% of such dis-
tricts in the Northeast.

• While most states require
schools to teach sexuality edu-
cation, STD education or both,
many also give local policymak-
ers wide latitude in crafting
their own policies. The latest
information on state-level 
policies is available at
www.guttmacher.org/pubs/
spib_SSEP.pdf.

Sexuality Education in the
Classroom
• Sexuality education teachers
are more likely to focus on
abstinence and less likely to
provide students with informa-
tion on birth control, how to
obtain contraceptive services,
sexual orientation and abortion
than they were 15 years ago.

• The proportion of sexuality

Sexuality Education

Teach abstinence
as only option

Teach abstinence as
one option in a broader
educational program

Teach abstinence
as preferred option

No sexuality 
education policy

Most school districts promote abstinence.
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Source: Landry DJ, Kaeser L and Richards CL, Abstinence promotion and the provision of information
about contraception in public school district sexuality education policies, Family Planning Perspectives,
1999, 31(6):280–286.
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education teachers who
taught abstinence as the only
way to prevent pregnancy and
STDs increased from 1 in 50
in 1988 to 1 in 4 in 1999.

• The overwhelming majority
of sexuality education teach-
ers believe that by the end of
the 7th grade, students
should have been taught
about puberty, how HIV is
transmitted, STDs, how to
resist peer pressure to have
sex, implications of teenage
parenthood, abstinence from
intercourse, dating, sexual
abuse and nonsexual ways to
show affection.

• The majority of teachers
believe that topics such as
birth control methods and
how to obtain them, the cor-
rect way to use a condom,
sexual orientation, and factu-
al and ethical information
about abortion should also be
taught by the end of the 12th
grade. These topics are cur-
rently being taught less often

and later than teachers think
they should be.

• More than 9 in 10 teachers
believe that students should
be taught about contracep-
tion, but 1 in 4 are prohibited
from doing so.

• 1 in 5 teachers believe that
restrictions imposed on sexu-
ality education are preventing
them from meeting their stu-
dents’ needs.

• The majority of Americans
favor more comprehensive
sexuality education over
abstinence-only education.

• At least 3/4 of parents say
that in addition to abstinence,
sexuality education should
cover how to use condoms
and other forms of birth con-
trol, abortion, sexual orienta-
tion, pressures to have sex
and the emotional conse-
quences of having sex.

• At least 40% of students
report that topics such as
STDs and HIV, birth control,

how to use and where to
obtain birth control, and how
to handle pressure to have
sex either were not covered
in their most recent sexuality
education course or were not
covered sufficiently.

Government Support of
Abstinence-Only Education
• There are currently 3 feder-
al programs dedicated to
funding restrictive absti-
nence-only education—
Section 510 of the Social
Security Act, the Adolescent
Family Life Act’s teenage
pregnancy prevention compo-
nent, and the Special Projects
of Regional and National
Significance program
(SPRANS)—with total annual
funding of $102 million for
FY 2002.

• Federal law establishes a
stringent 8-point definition of
“abstinence-only education”
that requires programs to
teach that sexual activity out-
side of marriage is wrong and
harmful—for people of any
age—and prohibits them
from advocating contracep-
tive use or discussing contra-
ceptive methods except to
emphasize their failure rates.

• There is currently no feder-
al program dedicated to sup-
porting comprehensive sexu-
ality education that teaches
young people about both
abstinence and contraception.

• Despite years of evaluation
in this area, there is no evi-
dence to date that absti-
nence-only education delays
teenage sexual activity.
Moreover, recent research
shows that abstinence-only
strategies may deter contra-
ceptive use among sexually
active teenagers, increasing
their risk of unintended preg-
nancy and STDs.

• Evidence shows that com-

prehensive sexuality educa-
tion programs that provide
information about both absti-
nence and contraception can
help delay the onset of sexual
activity in teenagers, reduce
their number of sexual part-
ners and increase contracep-
tive use when they become
sexually active. These find-
ings were underscored in
Call to Action to Promote
Sexual Health and
Responsible Sexual Behavior,
issued by former Surgeon
General David Satcher in
June 2001.

Sources of Data
The data in this fact sheet are the
most current available. Most of the
data are from research conducted by
The Alan Guttmacher Institute
(AGI) and published in:

Why is Teenage Pregnancy Declining?
The Roles of Abstinence, Sexual
Activity and Contraceptive Use;
Teenage Sexual and Reproductive
Behavior in Developed Countries:
Can More Progress Be Made?; 
and the peer-reviewed journal
Perspectives on Sexual and
Reproductive Health (formerly
Family Planning Perspectives).

Additional sources include the
Kaiser Family Foundation and the
National Campaign to Prevent Teen
Pregnancy.

A Not-for-Profit Corporation for
Reproductive Health Research,
Policy Analysis and Public
Education

120 Wall Street
New York, NY 10005
Phone: 212.248.1111
Fax: 212.248.1951
info@guttmacher.org

1120 Connecticut Avenue, N.W.
Suite 460
Washington, DC 20036
Phone: 202.296.4012
Fax: 202.223.5756
policyinfo@guttmacher.org

Web site: www.guttmacher.org
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pregnancy and disease. These “abstinence
only” programs may be driving other top-
ics from the curriculum. In 1999, teachers
were less likely to teach about condoms
as a means of disease prevention than they
were in 1988, to explain how each birth
control method works or to give infor-
mation about where students could go for
birth control.  Moreover, when asked at
what grade level specific topics should be
taught, the teachers in the “Changing Em-
phases” study reported more conservative
views in 1999 than they did in 1988.

“Grades 5–6” shows that sexuality ed-
ucation is much less common at these
grade levels than in grades 7–12. Where
programs exist, they mainly cover such
topics as puberty, HIV and AIDS, sexual-
ly transmitted diseases, sexual abuse and
abstinence; discussion of contraceptive
methods is relatively rare. Yet half of
teachers believe that birth control meth-
ods should be taught in or before grade
seven.

This discrepancy between belief and
practice may result from administrative
and community restraints. One in four
teachers say their school administration is
nervous about community reaction to sex-
uality education at these grade levels, one
in five cite restrictions that prevent them
from meeting their students’ needs and
nearly two out of five say they have to be
careful about what they teach because they
fear adverse community reaction.

Yet these studies reveal some bright
spots as well. While teachers in grades
7–12 have become more restrictive in their
beliefs about what topics they should
teach, the vast majority still favor teach-
ing topics relating to disease prevention
and birth control. Moreover, around one-
third of all teachers cover sensitive topics,
such as giving students information about
specific locations where they can go for
birth control, showing the proper way to
use condoms and showing actual birth

Sexuality Education: Our Current
Status, and an Agenda for 2010
By Susan N. Wilson

Three articles in this issue of Family
Planning Perspectives—on changing
emphases in secondary school sex-

uality education (“Changing Emphases”),
on sexuality education in grades 5–6
(“Grades 5–6”) and on adolescents’ views
of reproductive health education (“Ado-
lescents’ Views”)—provide valuable in-
formation for educators and advocates.
They also point the way to new directions
for research and for advocacy.

Retreat from Responsibility?
Overall, the three studies present discour-
aging news for advocates of comprehen-
sive sexuality education—i.e., those who
favor teaching a balanced, medically cor-
rect program including both abstinence
and protection against disease and unin-
tended pregnancy. “Adolescents’ Views”
reports major shifts in the prevalence and
content of school-based reproductive
health education in the United States over
the period 1988–1995. While instruction be-
came almost universal, it became more fo-
cused on the prevention of HIV and AIDS.
Instruction about contraception, about how
to say no to sex and about condoms was
much less common than education about
HIV and AIDS. Notably, the study reveals
increased instruction about abstinence be-
fore the 1996 passage of the federal Welfare
Reform Act, with its provision for major
funding of abstinence-until-marriage ed-
ucation programs.

In “Changing Emphases,” teachers of
grades 7–12 testify to a marked shift from
a more balanced treatment of abstinence
and protection in 1988 to much heavier re-
liance on abstinence in 1999. In particular,
there was a large increase in the percent-
age of teachers who taught abstinence as
the only effective means of preventing

control devices. And many critical topics
were actually taught earlier in grades 7–12
in 1999 than they were a decade before. 

Only one in five teachers believe that
students who learn about both abstinence
and contraception are more likely to be-
come sexually active than those taught
about abstinence alone. In addition, a sur-
prising percentage of secondary school
teachers who teach in abstinence-only pro-
grams go beyond abstinence to discuss
prevention topics.

With regard to sexuality education in
grades five and six, few of those who teach
this topic perceive their administration to
be nervous about possible adverse com-
munity reaction or feel a lack of adminis-
trative support for their efforts. More than
half of these teachers believe that infor-
mation about birth control methods and
abortion should be taught at or before sev-
enth grade, and more than two in five be-
lieve that sexual orientation, where to go
for birth control and how to use a condom
should also be taught.

Sexuality Education in 1999
The context of these studies, according to
a 1999 survey of public school district su-
perintendents, is that two districts in three
have a district-wide policy to teach sexu-
ality education. Of these, 14% have a com-
prehensive policy (where abstinence is
one option in a broader program), 51%
have an abstinence-plus policy (where ab-
stinence is the preferred option, but con-
traception is discussed as an effective
means of protecting against disease and
unintended pregnancy) and 35% (23% of
all districts) have an abstinence-only pol-
icy (where abstinence is the only option
and discussion of contraception is pro-
hibited, unless it is to emphasize its short-
comings). Districts in the South are far
more likely than those in the Northeast to
have an abstinence-only policy.1

The news from “Changing Emphases”

VIEWPOINT
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and “Grades 5–6” is disquieting for ad-
vocates of comprehensive sexuality edu-
cation. The balance seems to be swinging
toward the single message of abstinence,
with the result that fewer teenagers are
hearing classroom messages about birth
control methods, the benefits of condom
use, specific locations where they can go
for birth control and the proper way to use
condoms. 

Why are America’s schools providing
their students with less information than
they were a decade ago? Recent federal
promotion of abstinence-until-marriage
education programs cannot be respons-
ible. Although funded at $50 million per
year, these programs did not begin until
the 1997–1998 school year, and in some
states do not take place in schools at all.
The changes are more likely the product
of federal funding for HIV and AIDS ed-
ucation beginning in the mid-1980s, and
to a lesser extent the result of increased
funding for teenage pregnancy preven-
tion. The result is a state- and local-level
trend toward fear-based, abstinence-cen-
tered instruction. But if the federal absti-
nence-until-marriage funding—with its
ban on discussions of contraception and
safer sex practices—was not critical in the
period 1988–1999, it is likely to extend and
accelerate the trend toward abstinence-
only in the future. (This could be espe-
cially true if Gov. George W. Bush is elect-
ed president and fulfills a stated pledge
to “elevate abstinence education from an
afterthought to an urgent policy.”2)

The trend toward reliance on absti-
nence-only education is especially dis-
quieting in the face of recent statistics from
the Centers for Disease Control and Pre-
vention showing that 65% of students
have sexual intercourse before the end of
high school. These data also show that
other measures of teenage sexual activity
(such as the percentage of teenagers with
four or more partners in their lifetime or
the percentage who had intercourse in the
past three months) are on the rise and that
adolescents are having first intercourse at
younger ages.3 The safety and health of
these young people surely requires sexu-
ality education that balances the topics of
abstinence and HIV and AIDS with those
of responsibility and protection.

The CDC’s Youth Risk Behavior Surveys
for the years 1991–1999 show that for about
half of the 1990s—that is, from about 1991
to 1997—teenage sexual activity and the
adolescent pregnancy rate declined sub-
stantially, although sexual activity rose
again from 1997 to 1999.4 Proponents of ab-
stinence-only curricula have already

students learning a wider range of topics
than these studies reveal?
•Are school-based programs generally of-
fered in heterogeneous or homogeneous
instructional groupings? Which do stu-
dents prefer? Which are more effective?
•How much preservice education do el-
ementary classroom teachers receive? Are
they trained to talk about abstinence in
meaningful ways, to help students de-
velop behavioral skills through role-plays
and to handle community and adminis-
trative pressures?
•How much in-service training in sexu-
ality education (as opposed to pure HIV
and AIDS education) do secondary school
teachers receive? Who pays for it? Are
teachers aware of recent research indicat-
ing the effectiveness of comprehensive
programs and the lack of similar research
regarding abstinence-only programs? 
•Do teachers know of local or regional or-
ganizations that could help them per-
suade their administrations to make the
curriculum more relevant to student
needs? Do teachers see students as possi-
ble allies in efforts to improve school pro-
grams? 
•What do today’s students think should
be taught, and when? Do they believe that
school programs provide them with what
they need? Do they find their teachers to
be knowledgeable about and comfortable
with important topics? 
•What do former students—those now in
their young 20s—say about the usefulness
of the sexuality education they received
in high school? How do they think it has
affected them in such areas as health, re-
lationships and ability to communicate?

An Advocacy Agenda
Given the findings of the three studies,
proponents of comprehensive sexuality
education might consider these areas of
action and advocacy:
•Remind the public—and ourselves—that
a consistent 80–90% of Americans say they
favor courses that teach contraception and
disease prevention in addition to absti-
nence; that 70% oppose federal funding
for programs that prohibit teaching about
condoms and contraception; that 69% say
teaching abstinence until marriage is “just
not realistic”; and that 58% think seventh-
and eighth-graders should be taught
about condom use.6
•Continue to point out to politicians and 
to the public that “there does not currently
exist any scientifically credible, published
research” demonstrating that abstinence-
only programs have actually delayed the
onset of sexual intercourse or reduced any

claimed that their programs are responsible
for the decrease. (They have been silent
about the subsequent increase.) But condom
use also increased during the same period,
and one analysis suggests that only about
one-quarter of the decline in pregnancy is
attributable to more teenagers choosing ab-
stinence, while about three-quarters is at-
tributable to better use of contraceptives,
particularly long-term methods.5

One aim of comprehensive sexuality ed-
ucation is to teach an understanding of
and a respect for sexual diversity. So it is
of particular concern that teachers in 1999
were much less likely to teach about sex-
ual orientation—or to think that it should
be taught—than were teachers in 1988.
Why are these changes taking place in an
age of increasing tolerance and visibility?
Is it, in fact, a reaction to that tolerance and
visibility, or is it merely that the rise of ab-
stinence-only education is driving other
topics from the classroom?

“Changing Emphases” and “Grades
5–6” show that teachers are not merely ac-
ceding to restrictive laws and district pol-
icy, but are themselves more conservative
about what should be taught at various
grade levels. At the same time, a substan-
tial proportion feel that they are not meet-
ing the needs of students for information
and that many topics should be introduced
earlier. Teachers’ ambivalence may be root-
ed in real or perceived opposition in the
community, especially concerning sexual-
ity education in the elementary grades. All
in all, the timing of formal instruction
seems to have more to do with the fears of
adults than the needs of students.

An Agenda for 2010
The research articles in this issue record
changes in sexuality education during the
last decade of the 20th century. Our view
of conditions a decade from now will be
shaped, in part, by the actions of re-
searchers and advocates in the years ahead.

Areas for Further Research
Like all good research, the three articles
suggest avenues for new studies of sexu-
ality education: 
•Teachers who report that they cover both
abstinence and prevention might spend
98% of their time on one and 2% on the
other. What is the average amount of time
that teachers devote to key topics?
•To what extent do community-based or-
ganizations, including Planned Parent-
hood and prochoice and antiabortion
groups, visit and make presentations in
classrooms? Do they teach topics that reg-
ular classroom teachers do not? If so, are

14
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measure of sexual activity. Conversely,
there is growing evidence that compre-
hensive programs reduce sexual activity,
pregnancy rates and birthrates.7
•Continue to publicize Western European
teenage pregnancy rates, birthrates and
abortion rates, all of which are lower
than—and many of which are a fraction
of—U.S. rates, and have been achieved
without any reliance on abstinence-only
education programs.8
•Work to encourage the federal govern-
ment and Congress to support and eval-
uate comprehensive sexuality education
programs and to set aside narrow ap-
proaches that promote abstinence until
marriage as the sole acceptable sexuality
education strategy or only permitted ado-
lescent behavior.
•Reduce the remaining gaps in access to
school-based programs. Sexuality educa-
tion for young males, particularly for non-
Hispanic black males, should begin far
earlier than it does now, in order to reach
these students before they begin to have
intercourse. Moreover, both genders need
to hear identical messages about respon-
sibility and share classroom discussions
about abstinence and condom use.
•Provide sexuality education in non-
school settings where dropouts can be
reached, such as workplaces, alternative
schools, GED programs, the criminal jus-
tice system, the military and federal pro-
grams such as the Job Corps.
•Provide preservice training for grade-
school classroom teachers, since “Grades
5–6” reveals that it is largely regular class-
room teachers, not school nurses, who
teach the subject at this level. If any grade-
school teacher may be required to teach
sexuality education, all teacher candidates

lematic given today’s political climate and
the possible outcomes of upcoming elec-
tions. Advocates of comprehensive sexu-
ality education will be working to produce
a more positive picture when researchers
reexamine the subject in 2010.
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need the equivalent of a one-semester
course covering such topics as the sexual
development of children and adolescents,
how to answer children’s questions, how
to teach refusal, negotiation and commu-
nication skills using role-plays and small
groups, how to handle community and
parental opposition, and how to lead dis-
cussions about values.
•Provide in-service training for elemen-
tary and secondary teachers, covering new
materials, effective teaching strategies, cur-
rent research findings and ways to handle
community pressure and controversy.
•Create a privately funded national com-
mission to make recommendations about
implementing classroom programs and
involving parents in grades K–6. (Sever-
al excellent curricula already exist.)
•Finally, build a Web-based “second line
of defense” to help young people whose
schools fail to provide them with the in-
formation they need. Several excellent
Web sites are already attracting millions
of teenagers seeking balanced, medically
accurate, nonideological information
about birth control, condoms, emergency
contraception, abortion, pleasure, rela-
tionships and other vital topics.

Conclusion
The three research articles highlighted
here offer valuable, if disappointing, in-
formation about the present state of sex-
uality education programs in American
public schools and about changes in the
past decade. The findings are troubling,
given the needs of young people, the very
high rates of pregnancy and sexually
transmitted infections among U. S. ado-
lescents and the specter of HIV and AIDS.
The findings become even more prob-
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Sex Education: Needs, 
Programs and Policies

The Alan Guttmacher Institute
© April 2004

This presentation from The Alan Guttmacher Institute brings 
together the latest information about sex education in the 
United States as it relates to the prevention of unintended 
pregnancies and sexually transmitted diseases (STDs).  It 
includes background information about sexual activity 
among American youth, sex education policy and practice in 
public schools, the effectiveness of programs designed to 
delay sexual activity and to prevent unintended pregnancy 
and STDs among teenagers, and the disconnect between 
public opinion and public policy in this area. 

Note: These slides were updated in February 2004 to reflect 
the FY 2004 Appropriations Bills, and in April 2004 to reflect 
new teenage pregnancy and STD data.
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The Need to Help Young People 
Make Healthy Decisions

There is a clear need to help young people make healthy 
decisions regarding sexual activity so that they can protect 
themselves from unintended pregnancy and STDs. 

17
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Young people are at high risk of 
unintended pregnancy and STDs for 

many years
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The period of time during which young people are at 
greatest risk of unintended pregnancy and STDs spans many 
years.  

Most young people enter puberty in early adolescence—
around age 13 for women and age 14 for men. They 
typically have sexual intercourse for the first time around 
age 17, but do not marry until their middle to late 20s.  This 
means that they are at high risk of unintended pregnancy 
and STDs for almost a decade before marriage, at which 
point their risk diminishes but does not disappear.

Sources:  The Alan Guttmacher Institute (AGI), In Their 
Own Right: Addressing the Sexual and Reproductive Health 
Needs of American Men, New York: AGI, 2002, p. 8; and 
Dailard C, Marriage is no immunity from problems with 
planning pregnancies, The Guttmacher Report on Public 
Policy, 2003, Vol. 6, No. 2, pp.10-13.
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Many teenagers experience 
pregnancy and STDs

More than 800,000 women younger than 20 become 
pregnant each year 

80% of these pregnancies are unintended 

Nine million teenagers and young adults acquire an 
STD each year 

Two young people every hour become infected with 
HIV 

Each year, more than 800,000 teenage women become pregnant, and 
about 80% of these pregnancies are unintended.  Additionally, an
estimated nine million teenagers and young adults acquire an STD each 
year. 

Half of the 30,000 new sexually transmitted cases of HIV infection in the 
United States each year occur among individuals younger than 25. That 
means that every hour of every day, an average of two young people 
become infected with HIV. 

Note: These slides were updated in April 2004 to reflect new teenage 
pregnancy and STD data.

Sources:  Henshaw SK, U.S. teenage pregnancy statistics with comparative statistics 
for women aged 20-24, New York: AGI, February, 2004, 
<http://www.guttmacher.org/pubs/teen_stats.pdf>, accessed Apr. 8, 2004; 
Henshaw SK, Unintended pregnancy in the United States, Family Planning 
Perspectives, 1998, 30(1):24-29 & 46; and Weinstock H, et al., Sexually Transmitted 
Diseases Among American Youth: Incidence and Prevalence Estimates, 2000, 
Perspectives on Sexual and Reproductive Health, 2004, 36(1):6-10.  
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The teenage pregnancy rate is 
going down

Pregnancies per 1,000 women aged 15-19
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The good news, however, is that the teenage pregnancy rate 
in this country is down 28% since its peak in 1990, and is at 
its lowest level in 30 years.  

Note: These slides were updated in April 2004 to reflect new 
teenage pregnancy and STD data.

Source: Henshaw SK, U.S. teenage pregnancy statistics with 
comparative statistics for women aged 20-24, New York: 
AGI, February 2004, 
<http://www.guttmacher.org/pubs/teen_stats.pdf>, 
accessed Apr. 8, 2004.
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Both abstinence and contraceptive use 
are responsible for the decline in 

teenage pregnancy
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Research suggests that both increased abstinence and 
changes in contraceptive practice are responsible for the 
decline in teenage pregnancy, but in different proportions.  

An analysis by researchers at The Alan Guttmacher Institute 
found that approximately one-quarter of the decline in 
teenage pregnancy between 1988 and 1995 was due to 
more teenagers remaining abstinent.  

Approximately three-quarters of the drop resulted from a 
decrease in pregnancy rates among sexually active 
teenagers. This decline was caused by more effective 
contraceptive use, resulting in large part from greater 
reliance on highly effective, long-lasting hormonal methods 
such as Depo Provera. 

Source:  Darroch JE and Singh S, Why Is Teenage 
Pregnancy Declining? The Roles of Abstinence, Sexual 
Activity and Contraceptive Use, Occasional Report, New 
York: AGI, 1999, No. 1. 
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The proportion of high school students 
who have had sex has declined
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A complementary analysis shows that between 1991 and 
2001, the proportion of high school students who had ever 
had sex declined by 16% for both males and females.  

Source:  Brener N et al., Trends in sexual risk behaviors 
among high school students—United States, 1991-2001, 
Morbidity and Mortality Weekly Report, 2002, 51(38):856-
859.
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The proportion of sexually active high 
school students who use condoms 

has risen
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The proportion of teenagers who had had sex decreased 
between 1991 and 2001, and condom use among sexually 
active teenagers increased during that period by 19% for 
males and 35% for females.  

Source:  Brener N et al., Trends in sexual risk behaviors 
among high school students—United States, 1991-2001, 
Morbidity and Mortality Weekly Report, 2002, 51(38):856-
859.
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U.S. teenagers have higher rates of 
pregnancy, birth and abortion than teenagers 

in most other developed countries
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Notes: Teenage pregnancy rate=number of births and 
abortions per 1,000 women aged 15-19. Pregnancies do not 
include miscarriages. 

Nonetheless, more progress is needed.  Teenagers in the 
United States fare worse as a result of their sexual activity 
than do teenagers in most other developed countries.  U.S. 
teenagers have much higher pregnancy rates, birthrates and 
abortion rates.  They also have higher rates of STDs.    

Sources:  AGI, Teenage Sexual and Reproductive Behavior 
in Developed Countries: Can More Progress Be Made?
Occasional Report, New York: AGI, 2001, No. 3; and AGI, 
Fulfilling the Promise: Public Policy and U.S. Family Planning 
Clinics, New York: AGI, 2000.
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Why Do U.S. Teenagers Fare 
Worse Than Teenagers in Other 

Developed Countries?  
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Levels of teenage sexual activity across 
developed countries are similar…
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Note: Data are for the mid-1990s.

A common misperception is that teenagers in this country 
begin having sex at an unusually early age and have 
especially high rates of sexual activity.  But research 
comparing adolescents in the United States with adolescents 
in similar developed nations shows that this is not true.  By 
and large, American teenagers behave in much the same 
way as their counterparts in other countries in terms of their 
age at initiation of sex and their levels of sexual activity.   

Source: AGI, Teenage Sexual and Reproductive Behavior in 
Developed Countries: Can More Progress Be Made?
Occasional Report, New York: AGI, 2001, No. 3. 

26



13

©The Alan Guttmacher Institute Sex Education

…but U.S. teenagers have higher 
rates of unintended pregnancy and 

STDs because they

Are less likely to use contraceptives

Have shorter relationships 

Have more sexual partners

In comparison with their peers in other developed countries, 
sexually active teenagers in the United States are less likely 
to use contraceptives.  When they do, they are less likely 
than teenagers in other countries to use the pill or other 
highly effective hormonal methods, possibly because they 
have shorter relationships.

The fact that U.S. teenagers have shorter relationships and, 
consequently, more sexual partners over time also increases 
their risk for STDs.  

Source: AGI, Teenage Sexual and Reproductive Behavior in 
Developed Countries: Can More Progress Be Made?
Occasional Report, New York: AGI, 2001, No. 3. 
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What accounts for lower teenage 
pregnancy and STD rates in other 

countries? 

Clear and unambiguous prevention 
messages

Strong condemnation of teenage 
parenthood

Societal supports for young people

There is evidence that in many developed countries with low levels of 
teenage pregnancy, childbearing and STDs, adults tend to be more
accepting of sexual activity among teenagers than are adults in the 
United States.  However, adults in these countries also give clear and 
unambiguous messages that sex should occur within committed 
relationships and that sexually active teenagers are expected to take 
steps to protect themselves and their partners from pregnancy and 
STDs. 

Moreover, while these societies may be more accepting of teenage sex 
than the United States, they are, in fact, less accepting of teenage 
parenthood. Strong societal messages convey that childbearing should 
occur only in adulthood, which is considered to be when young people 
have completed their education, are employed and are living in stable 
relationships. Societal supports exist to help young people with the 
transition to adulthood, through vocational training, education and job 
placement services, and child care.  As a result, teenagers have
positive incentives to delay childbearing.  

Sources:  AGI, Teenage Sexual and Reproductive Behavior in 
Developed Countries: Can More Progress Be Made? Occasional Report, 
New York: AGI, 2001, No. 3; and Boonstra H, Teen pregnancy: trends 
and lessons learned, The Guttmacher Report on Public Policy, 2002, 
Vol. 5, No. 1, pp. 7-10.
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What accounts for lower teenage 
pregnancy and STD rates in other 

countries?

Greater access to contraceptive and 
reproductive health services

Comprehensive sex education

Teenagers in other developed countries also have greater 
access to contraceptives and reproductive health services 
than teenagers in the United States, and they are provided 
with comprehensive education about pregnancy and STD 
prevention in schools and community settings.  In contrast, 
sex education that exclusively promotes abstinence is 
common in U.S. public schools.

Sources:  AGI, Teenage Sexual and Reproductive Behavior in 
Developed Countries: Can More Progress Be Made? Occasional Report, 
New York: AGI, 2001, No. 3; and Boonstra H, Teen pregnancy: trends 
and lessons learned, The Guttmacher Report on Public Policy, 2002, 
Vol. 5, No. 1, pp. 7-10.
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Sex Education in U.S. Public 
Schools

Sex education can play a major role in helping teenagers to 
make healthy and responsible decisions about sex, but the 
content of sex education varies tremendously. Currently, 39 
states mandate either sex education or education on 
HIV/AIDS and other STDs, but their laws tend to be very 
general.  Policies specifying the content of sex education 
classes are typically set at the local level, and local school 
districts tend to have broad discretion in this area.

Sources: AGI, Sexuality education, State Policies in Brief, 
July 2003, <http://www.agi-usa.org/pubs/spib_SE.pdf>, 
accessed July 28, 2003; and Gold RB and Nash E, State-
level policies on sexuality, STD education, The Guttmacher 
Report on Public Policy, 2001, Vol. 4, No. 4, pp. 4-7.
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Most school district policies promote 
abstinence

35%

51%
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Abstinence as only
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contraceptives
effective
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option in broader
sex education

Districts with a sex education policy

Today, more than two out of three public school districts have a policy 
of teaching sex education.  Most adopted their current policies during 
the mid-1990s.  During this time, many state governments and local 
communities were experiencing heated debates over the content of
sex education curricula. 

School districts with a sex education policy universally require that 
abstinence be taught, and 86% require that abstinence be promoted 
over other options for teenagers.  Some 35% require that abstinence 
be taught as the only option for unmarried people, and either do not 
allow discussion of contraceptives or allow discussion only of their 
failure rates. The other 51% require that abstinence be taught as the 
preferred option for young people, but also permit discussion about 
contraception as an effective means of protecting against unintended 
pregnancy and STDs.   

Only 14% have a policy of teaching abstinence as part of a broader 
program designed to prepare adolescents to be sexually healthy 
adults.

Source:  Landry DJ, Kaeser L and Richards CL, Abstinence promotion 
and the provision of information about contraception in public school 
district sexuality education policies, Family Planning Perspectives, 
1999, 31(6):280-286.
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School district sex education policies vary 
widely by region

% of districts with a policy

0%

20%

40%

60%

80%

100%

Northeast South Midwest West

Abstinence as one option in broader sex education
Abstinence as preferred option/contraceptives effective
Abstinence as only option

There is significant regional variation in school district sex 
education policies. More than half of school districts in the 
South have a policy of teaching that abstinence is the only 
option for teenagers, compared with 20% of districts in the 
Northeast.  

The trend in school district policy is toward abstinence 
promotion.  Districts that switched their policies during the 
1990s were twice as likely to adopt a more abstinence-
focused policy as to move toward a more comprehensive 
approach.

Source:  Landry DJ, Kaeser L and Richards CL, Abstinence 
promotion and the provision of information about 
contraception in public school district sexuality education 
policies, Family Planning Perspectives, 1999, 31(6):280-
286.
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There is a large gap between what 
teachers believe should be covered in sex 
education and what they actually teach

% of sex education teachers
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Not surprisingly, the emphasis on abstinence in sex 
education policies influences what is being taught in sex 
education classes. In certain areas of sex education, there is 
a large gap between what teachers believe they should 
cover and what they are actually teaching. The great 
majority of sex education teachers believe that sex 
education should cover factual information about birth 
control and abortion, the correct way to use a condom, and 
sexual orientation. However, far fewer actually teach these 
topics, either because they are prohibited from doing so or 
because they fear teaching these topics would create 
controversy. 

As a result, one in four teachers believe they are not 
meeting their students’ needs for information.

Source: Darroch JE, Landry DJ and Singh S, Changing 
emphasis in sexuality education in U.S. public secondary 
schools, 1988-1999, Family Planning Perspectives, 2000, 
32(5):204-211 & 265.
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Many sex education teachers do not 
teach about contraception

One in four sex education teachers are 
prohibited from teaching about 
contraception

Four in 10 either do not teach about 
contraceptive methods (including condoms) 
or teach that they are ineffective

The gap between what sex education teachers think should 
be covered and what they actually teach is particularly acute 
when it comes to contraception. Sex education teachers 
almost universally believe that students should be provided 
with basic factual information about birth control, but school 
policies prohibit one in four teachers from doing so.  

Overall, four in 10 teachers either do not teach about 
contraceptive methods (including condoms) or teach that 
they are ineffective in preventing pregnancy and STDs.  

Source: Darroch JE, Landry DJ and Singh S, Changing 
emphasis in sexuality education in U.S. public secondary 
schools, 1988-1999, Family Planning Perspectives, 2000, 
32(5):204-211 & 265.
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Teachers who teach the effectiveness of 
contraception are more likely to cover 

key prevention topics
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That four in 10 sex education teachers either do not teach 
about contraceptives at all or teach that they are ineffective 
in preventing pregnancy and STDs is particularly troubling. 
New research shows that teachers who present 
contraception as effective are more likely than those who 
present it as ineffective to provide young people with 
specific information about topics key to the prevention of 
unintended pregnancy and STDs, including the importance 
of using contraceptives consistently, the use of condoms to 
prevent STD/HIV infection and where to obtain STD/HIV 
help.

Source:  Landry DJ et al., Factors influencing the content of 
sex education in U.S. public secondary schools, Perspectives 
on Sexual and Reproductive Health, 2003, forthcoming.
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Americans overwhelmingly favor 
broader sex education

81%

18%
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Public opinion

What many students are being taught in sex education 
classes does not reflect public opinion about what they 
should be learning.  Americans overwhelmingly support sex 
education that includes information about both abstinence 
and contraception. Moreover, public opinion polls 
consistently show that parents of middle and high school 
students support this kind of sex education over classes that 
teach only abstinence.  

Parents also want sex education classes to cover topics that 
are perceived as controversial by many school 
administrators and teachers. At least three-quarters of 
parents say that sex education classes should cover how to 
use condoms and other forms of birth control, as well as 
provide information on abortion and sexual orientation. Yet 
these topics are the very ones that teachers often do not 
cover.  

Finally, two in three parents say that significantly more 
classroom time should be devoted to sex education.  

Source:  The Henry J. Kaiser Family Foundation (KFF), Sex 
Education in America, Menlo Park: KFF, 2000.
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Students say they need more sex 
education in school than they 

currently receive
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Similarly, students report that they want more information 
about sexual and reproductive health issues than they are 
receiving in school.  Some 40-50% of students in grades 7-
12 report wanting more factual information about birth 
control and HIV/AIDS and other STDs, as well as what to do 
in the event of rape or sexual assault, how to talk with a 
partner about birth control and how to handle pressure to 
have sex.

Source:  The Henry J. Kaiser Family Foundation (KFF), Sex 
Education in America, Menlo Park: KFF, 2000.
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Many teenage males do not receive 
sex education before first sex

% who have sex before receiving sex education
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In addition to receiving too little information, students are 
receiving sex education too late to fully protect themselves 
against unintended pregnancy and STDs. For example, 
research on teenage males suggests that 30% do not 
receive any sex education before they have sex for the first 
time. This figure climbs to 46% for black teenage males.

With respect to specific topics, more than 40% of teenage 
males do not receive any formal education about birth 
control or STDs before they have sex for the first time.

Source: Lindberg LD, Ku L and Sonenstein F, Adolescents’ 
reports of reproductive health education, 1988-1995, Family 
Planning Perspectives, 2000, 32(5):220-226.
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Support for comprehensive 
sex education

American Medical Association
American Academy of Pediatrics
American Nurses Association
American College of Obstetricians and 
Gynecologists
American Psychological Association
American Public Health Association
National Institutes of Health
Institute of Medicine

Major medical and public health organizations also support 
more comprehensive forms of sex education that include 
information about both abstinence and contraception for the 
prevention of teenage pregnancy and STDs.  These include 
the American Medical Association, the American Academy of 
Pediatrics, the American Nurses Association, the American 
College of Obstetricians and Gynecologists, the American 
Psychological Association, the American Public Health 
Association, the National Institutes of Health and the 
Institute of Medicine. 

Source: Boonstra H, Legislators craft alternative vision of 
sex education to counter abstinence-only drive, The 
Guttmacher Report on Public Policy, 2002, Vol. 5, No. 2, pp. 
1-3.
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The Big Disconnect

Teachers, parents, students and health 
organizations want young people to receive 
comprehensive sex education

Conservative groups and politicians are 
promoting education in U.S. schools that 
emphasizes abstinence and denies young 
people accurate information about 
contraception.

A growing body of research therefore highlights a troubling 
disconnect:  Although teachers, parents, students and 
health organizations want young people to receive more 
comprehensive information about how to avoid unintended 
pregnancy and STDs and about how to become sexually 
healthy adults, U.S. policymakers continue to promote 
school-based abstinence education that fails to provide 
accurate information about contraception, including 
condoms.

Source:  Dailard C, Sex education: Politicians, parents, 
teachers and teens, The Guttmacher Report on Public Policy, 
2001, Vol. 4, No. 1, pp. 9-12; and Boonstra H, Legislators 
craft alternative vision of sex education to counter 
abstinence-only drive, The Guttmacher Report on Public 
Policy, 2002, Vol. 5, No. 2, pp. 1-3.
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The Federal Definition of 
Abstinence Education

“Abstinence education…has as its 

exclusive purpose, teaching the social, 

psychological, and health gains to be 

realized by abstaining from sexual activity”

Beginning in 1981, the federal government provided funding 
on a small scale for education that promoted abstinence. 
Under the 1996 welfare reform law, however, it committed 
$50 million a year in federal funding and required another 
$38 million in state matching funds to support abstinence 
education.   

The 1996 law established a stringent eight-point definition of 
“abstinence education” that requires funded programs to 
teach that sexual activity outside of marriage is wrong and 
harmful—for people of any age. Funded programs must 
exclusively promote abstinence.  As a result, they are 
prohibited from advocating contraceptive use.  They must 
either refrain from discussing contraceptive methods 
altogether or limit their discussion to contraceptive failure 
rates. 

This eight-point definition represents the only articulation of 
sex education policy in federal law. 

Source:  P.L. 104-193, Aug. 22, 1996.
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Total Federal Funding for 
Abstinence Education—FY 2004

Welfare:  $50 million
AFLA: $12 million
SPRANS: $75 million
Total: $137 million

Since 1996, Congress has also supported abstinence 
education that omits accurate information about 
contraception through two other funding streams, both of 
which use the welfare law’s eight-point definition. In 2004, 
Congress provided $12 million for abstinence education 
through the Adolescent Family Life Act and $75 million for 
Special Projects of Regional and National Significance.

Across these three programs, the federal government 
devoted $137 million to abstinence education in 2004.  

Note: Updated February 2004.

Source:  Dailard C, Abstinence promotion and teen family 
planning: the misguided drive for equal funding, The 
Guttmacher Report on Public Policy, 2002, Vol. 5, No. 1, pp. 
1-3.
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The Grand Total

Federal and matching state funding for 

abstinence education that fails to include 

accurate and complete information about 

contraception has totaled almost $1 billion 

since 1996.

Overall, federal and matching state funding for abstinence 
education that fails to include accurate and complete 
information about contraception has totaled almost $1 billion 
since 1996.

Note: Updated February 2004

Source: Dailard C, Funding history for abstinence programs, 
memorandum, Washington, DC: AGI, 2003.
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Effectiveness of 
Sex Education
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What do evaluations say about the 
effectiveness of sex education?

No evidence that abstinence without 
contraceptive education effectively 
protects teenagers

Contraceptive education does not 
encourage sexual activity

Despite at least two decades of abstinence education, there 
have been few rigorous evaluations to date of programs 
focusing exclusively on abstinence.  None of these, 
moreover, has shown evidence that these programs either 
delay sexual activity or reduce teenage pregnancy.   

Program evaluations clearly show, however, that 
contraceptive education does not promote sexual activity 
among teenagers. These results refute long-standing claims 
by proponents of abstinence education that providing 
teenagers with information about the value of both 
abstinence and contraceptive use sends “mixed messages” 
that encourage sexual activity.  

Sources:  Kirby D, Emerging Answers: Research Findings on 
Programs to Reduce Teen Pregnancy, Washington, DC: The 
National Campaign to Prevent Teen Pregnancy, 2001; and 
Satcher D, The Surgeon General’s Call to Action to Promote 
Sexual Health and Responsible Sexual Behavior, Rockville, 
MD: Office of the Surgeon General, 2001. 
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What do evaluations say about the 
effectiveness of sex education?

Considerable evidence that certain 
programs that include abstinence and 
contraceptive education help 
teenagers:

delay sexual activity
increase contraceptive use
reduce number of partners

Furthermore, there is considerable scientific evidence that 
certain programs that include information about both 
abstinence and contraception help teenagers delay sexual 
activity. Teenagers who have participated in these more 
comprehensive programs also demonstrate increased 
contraceptive use when they do become sexually active and 
have fewer sexual partners. 

Sources:  Kirby D, Emerging Answers: Research Findings on 
Programs to Reduce Teen Pregnancy, Washington, DC: The 
National Campaign to Prevent Teen Pregnancy, 2001; and 
Satcher D, The Surgeon General’s Call to Action to Promote 
Sexual Health and Responsible Sexual Behavior, Rockville, 
MD: Office of the Surgeon General, 2001. 
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The Potential for Harm

Virginity pledges may deter young 
people from using contraceptives  
when they become sexually active

HIV prevention messages that 
promote only abstinence and not 
condoms may result in more 
unprotected sex than do safer-sex 
messages

Research suggests that education and strategies that promote abstinence but 
withhold information about contraceptives in general, and condoms in 
particular, can actually place young people at risk of pregnancy and STDs. 
For example, a study of teenagers who took a pledge promising to abstain 
from sex until marriage and subsequently broke their pledge were one-third 
less likely to use contraceptives than those who had not pledged virginity in 
the first place. 

Another study found that sexually experienced teenagers who received 
messages promoting only abstinence for HIV prevention were more likely to 
have unprotected sex than those who received safer-sex messages 
emphasizing abstinence, but advising condom use for teenagers who are 
sexually active.   

More research needs to be done to determine how long these negative 
effects last.

Sources: Bearman PS and Bruckner H, Promising the future: virginity 
pledges and first intercourse, American Journal of Sociology, 2001, 
106(4):859-912; Jemmott JB, Jemmott LS and Fong GT, Abstinence and 
safer sex HIV risk-reduction interventions for African American adolescents: 
a randomized controlled trial, Journal of the American Medical Association, 
1998, 279(19):1529-1536; and Dailard C, Abstinence promotion and teen 
family planning: the misguided drive for equal funding, The Guttmacher 
Report on Public Policy, 2002, Vol. 5, No. 1, pp. 1-3.
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Fact: Sex among young people is common 
in the United States and worldwide

Fact: Undermining confidence in 
contraception threatens young people’s lives 
and health

Fact: Only a balanced approach will help 
young people protect themselves

A “risk reduction” approach to teenage 
sexual activity remains vital

The promotion of abstinence education that questions the effectiveness of 
contraceptives in general, and condoms in particular, is at the heart of a 
socially conservative movement to undermine the validity of “risk reduction” 
as a public health paradigm.  Proponents of this view say that only complete 
“risk elimination” through abstinence until marriage to an uninfected 
partner and mutual lifelong monogamy offers total protection from STDs. 
Furthermore, they say that this is the only prevention message that should 
be provided to young people.

Yet sex among young people, and unmarried people of all ages, is
common—both in this country and around the world. Thus, undermining 
people’s confidence in the effectiveness of contraceptives, including 
condoms, threatens their health and lives. 

Providing young people with balanced and accurate information about 
contraception as part of basic sex education must therefore remain a key 
component of public health efforts to help young people protect themselves 
against unintended pregnancies and STDs. 

Source: Boonstra H, Public health advocates say campaign to disparage 
condoms threatens STD prevention efforts, The Guttmacher Report on 
Public Policy, 2003, Vol. 6, No. 1, pp. 1-2 & 14.

51



38

©The Alan Guttmacher Institute Sex Education

Summary
Many U.S. teenagers experience unintended 
pregnancy and STDs

Teenagers in other developed countries fare better 

Abstinence education that omits accurate 
information about contraceptives is prevalent 
across the country

Many sex education teachers believe they are not 
meeting students’ needs

In summary, too many young people in this country 
experience poor reproductive and sexual health outcomes, 
including unintended pregnancy and STDs. Individuals and 
organizations working to improve the health and welfare of 
young people can learn from the experience of other 
developed countries, where young people have significantly 
lower rates of unintended pregnancy and STDs.  

In contrast to schools in these other countries, where sex 
education includes comprehensive information about 
pregnancy and STD prevention, U.S. schools commonly 
provide abstinence education that either excludes 
information about or denigrates contraception. As a result, 
many sex education teachers believe they are not meeting 
their students’ needs for information. 
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Summary

Current federal policy ignores public 
opinion and research on “what works” 

Only a balanced and comprehensive 
approach will help teenagers to 
become sexually healthy adults

By promoting abstinence education that omits accurate and 
complete information about contraception, U.S. policy 
ignores the experience of other countries, public opinion and 
research about “what works.”  

Preserving and continuing the gains of the last decade 
requires a balanced approach that emphasizes all the key 
means of prevention—including effective contraceptive and 
condom use, as well as abstinence. Ultimately, only such a 
comprehensive approach will provide young people with the 
tools they need to protect themselves and to become 
sexually healthy adults.  
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Major Sources
National Surveys

Youth Risk Behavior Survey–Centers for 
Disease Control and Prevention
National Survey of Family Growth–
National Center for Health Statistics
Surveys of school superintendents and 
sex education teachers–AGI
Survey of students and public opinion–
Henry J. Kaiser Foundation
National Survey of Adolescent Males–
Urban Institute

This presentation uses information from a variety of 
nationally representative surveys from federal and private 
agencies. The data sources include surveys of school 
superintendents, teachers, students and the general public. 
Other data and sources include birth and international 
abortion statistics from a range of sources, evaluation 
research results on the effectiveness of sex education 
programs and policy analysis conducted by AGI staff.
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Major Sources

Other Sources
Teenage pregnancy statistics–AGI
International birth and abortion 
statistics from various sources
Evaluation research–National Campaign 
to Prevent Teen Pregnancy
Federal law and policy
Statements on sex education from 
national organizations
Policy analysis from AGI
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There is strong consensus in the
United States that teenage pregnancy
and birth levels are too high. Despite
dramatic decreases in teenage preg-
nancy rates and birthrates in the
United States over the past decade,
this country still has substantially
higher levels of adolescent pregnancy,
childbearing and abortion than in
other Western industrialized countries.
Moreover, teenage birthrates have
declined less steeply in the United
States than in other developed coun-
tries over the last three decades (Chart
1, page 2). 

While much can be learned from the
experience and insights of people in
the United States who are engaged in
efforts to reduce teenage pregnancy
rates and birthrates, important lessons
can also be learned from other coun-
tries. Cross-national comparisons can
help to identify factors that may be so
pervasive, they are not readily recog-
nized within the United States; such
comparisons can also suggest new
approaches that might be helpful.

This executive summary presents
the highlights of a large-scale investi-
gation, Teenage Sexual and
Reproductive Behavior in Developed
Countries, conducted in Sweden,
France, Canada, Great Britain1 and
the United States between 1998 and

THE ALAN GUTTMACHER INSTITUTE

2001 (see box, page 2). Teenage preg-
nancy rates and birthrates in these five
countries vary widely, with the lowest
rates in Sweden and France, moderate
rates in Canada and Great Britain, and
the highest rates in the United States.
Although the focus of this executive
summary is on what the United States
can learn from the other countries,
many of the insights gained may also be
useful to them, as well as to countries
not involved in this study.

Beneath the generalizations neces-
sary when making cross-national com-
parisons, there are often large differ-
ences across areas and groups within a
country, and varying national contexts
and histories. While all of the study
countries have democratic governments
and are highly developed, they differ in
some basic respects, such as population
size and density, and political, economic
and social perspectives and structures.
For example, the United States has long
emphasized individual responsibility for
one’s own welfare. As much as possible,
government is expected to stay out of
people’s lives, especially in the area of
health and social policy, and only as a
last resort, to play a remedial role as
provider of assistance.

The resulting deregulated, individual-
istic society has tended to foster more
fluid social structures, greater flexibility
and innovation, and more economic
vibrancy than can be found in much of
Europe. On the other hand, the social
and political commitment to providing a
social and economic safety net, including
health care for all, which has been so
strong in Europe since World War II, is
largely missing from the United States.
The large U.S. population, geographic
area and economy encompass far greater
diversity than is found in the other
study countries, but the United States is
also characterized by greater inequality
and more widespread poverty, which are
compounded by the country’s history of
slavery and racism.

Major Conclusions

■ Continued high levels of teenage child-
bearing in the United States compared with
levels in Sweden, France, Canada and
Great Britain reflect higher pregnancy rates
and smaller proportions of pregnant
teenagers having abortions. Since timing
and levels of sexual activity are quite similar
across countries, the high U.S. rates arise
primarily because of less, and possibly
less-effective, contraceptive use by sexually
active teenagers.

■ Growing up in conditions of social and
economic disadvantage is a powerful pre-
dictor of early childbearing in all five coun-
tries. The greater proportion of teenagers
from disadvantaged families in the United
States contributes to the country’s high
teenage pregnancy rates and birthrates. At
all socioeconomic levels, however,
American teenagers are less likely to use
contraceptives and more likely to have a
child than their peers in the other countries.

■ Stronger public support and expecta-
tions for the transition to adult economic
roles, and for parenthood, in Sweden,
France, Canada and Great Britain than in
the United States provide young people
with greater incentives and means to delay
childbearing.

■ Societal acceptance of sexual activity
among young people, combined with com-
prehensive and balanced information about
sexuality and clear expectations about com-
mitment and prevention of childbearing and
STDs within teenage relationships, are hall-
marks of countries with low levels of adoles-
cent pregnancy, childbearing and STDs.

■ Easy access to contraceptives and other
reproductive health services in Sweden,
France, Canada and Great Britain contributes
to better contraceptive use and therefore lower
teenage pregnancy rates than in the United
States. Easy access means that adolescents
know where to obtain information and ser-
vices, can reach a provider easily, are assured
of receiving confidential, nonjudgmental care
and can obtain services and contraceptive
supplies at little or no cost.

Can More ProgressBeMade?
Teenage Sexual and Reproductive Behavior in Developed Countries

Executive
Summary
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Pathways to High
U.S. Rates 
Teenage pregnancy levels are higher
in the United States than in the other
study countries.

U.S. teenagers have higher birthrates
than adolescents in the other study
countries because they are much more
likely to become pregnant, and because
those who become pregnant are less
likely than pregnant adolescents in the
other countries to have abortions
(Chart 2). At the same time, however,
U.S. teenagers also have a higher abor-
tion rate than their peers in the other
countries because they are more likely
to become pregnant unintentionally.

In addition to having higher rates of
unplanned pregnancy, teenage women
in the United States are more likely
than their peers in the other countries
to want to become mothers. Surveys
indicate that even if only those
teenagers who wanted to become
mothers did so, the resulting teenage
birthrate in the United States (18 per
1,000 women aged 15–19) would still
be higher than the total adolescent
birthrates in France and Sweden and
about two-thirds as high as the total
teenage birthrates in Great Britain
and Canada.

Differences between countries in
levels of sexual activity are too small
to account for the wide variation in
teenage pregnancy rates.

Levels of sexual activity and the age
when teenagers become sexually active
do not vary appreciably across the five

More sexual partners, a higher preva-
lence of infection and, probably, less
condom use contribute to higher
teenage sexually transmitted disease
(STD) rates in the United States.

STD rates are higher among U.S.
teenagers than among adolescents in
the other study countries. U.S.
teenagers have more sexual partners
than teenagers in the other study
countries, especially France and
Canada. This increases their risk of
contracting an STD, including HIV.
Moreover, while sexually active
teenagers in the United States are
more likely than their counterparts in
the other countries to rely on condoms
as their main method, available data
suggest they are less likely than
teenagers in Great Britain and proba-
bly Canada to use condoms in addition
to a hormonal method. Thus, American
teenagers who are sexually active are
more likely to be exposed to the risk of
STDs and may be less likely to use con-
doms. Higher levels of STD infection in
the U.S. population as a whole than in
the other study countries suggest that
another factor contributing to high
STD levels among teenagers is the
greater prevalence of both viral and
untreated bacterial STDs among their
partners.

Information Sources

Collaborating research teams carried out
case studies for each of the five countries.
The study teams used a common
approach to gather information and pre-
pare in-depth country reports. The project
also included two workshops, analyses of
teenage pregnancy and STD levels in all
developed countries, and site visits by the
U.S. study team, who were also the project
leaders, that involved extensive consulta-
tion with reproductive health professionals
in each of the focus countries.

Study-team participants were in
Canada, Eleanor Maticka-Tyndale, Alex
McKay and Michael Barrett; in France,
Nathalie Bajos and Sandrine Durand; in
Great Britain, Kaye Wellings; in Sweden,
Maria Danielsson, Christina Rogala and
Kajsa Sundström; and in the United States,
Jacqueline E. Darroch, Jennifer Frost,
Susheela Singh, Rachel Jones and
Vanessa Woog. Project funding was pro-
vided by The Ford Foundation and The
Henry J. Kaiser Family Foundation.

countries (Chart 3). Moreover, most
measures indicate less, rather than
more, exposure to sexual intercourse
among teenage women and men in the
United States than among those in the
other four countries.

However, some potentially important
differences exist between countries in pat-
terns of teenage sexual activity. Teenagers
in the United States are the most likely to
have sexual intercourse before age 15.
They also appear, on average, to have
shorter and more sporadic sexual relation-
ships. For example, American teenagers
who had intercourse in the past year are
more likely to have had more than one
partner than young people in the other
countries, especially those in France and
Canada (Chart 4).

Less contraceptive use and less use of
hormonal methods are the primary
reasons U.S. teenagers have the high-
est rates of pregnancy, childbearing
and abortion.

U.S. teenagers are less likely to use any
contraceptive method than young
women in the other study countries and
are also less likely to use the pill or a
long-acting reversible hormonal method
(the injectable or the implant), which
have the highest use-effectiveness rates
(Chart 5, page 4).

Data on the effectiveness with which
women and men use contraceptive
methods are available only for the
United States. However, estimates using
these effectiveness rates and country
method-use patterns suggest that less-
successful use of contraceptive methods
also contributes to higher pregnancy
rates among U.S. teenagers.

Chart 1. Teenage birthrates declined less steeply in the United States than in other devel-
oped countries between 1970 and 2000.

*Data are for 1997 in Canada, 1998 in France and 1999 in England, Wales and Sweden.
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tributes to widespread inequity in the
United States. For example, one-fifth of
U.S. women of reproductive age have no
health insurance. The national and local
governments play a remedial role, mak-
ing services such as public health clinics,
housing and income assistance available
to poor, uninsured and other disadvan-
taged people. However, because public
services are primarily for the disadvan-
taged, their use carries a stigma in
many communities. Numerous non-
governmental organizations help make
up for the lack of public services, but
their coverage and scope vary widely.

In contrast, the other study coun-
tries, especially Sweden and France,
have stronger social welfare systems,
and are committed to reducing economic
disparity within their populations.
Government provides or pays for basic
services such as health care for every-
one. Public services are therefore con-
sidered a right, and no stigma is
attached to their use. 

•Compared with adolescents in the
other countries, U.S. teenagers are more
likely to grow up in disadvantaged cir-
cumstances and those who do are more
likely to have a child during their
teenage years. In all of the study coun-
tries, young people growing up in disad-
vantaged economic, familial and social
circumstances are more likely than their
better-off peers to engage in risky sexual
behavior and to become parents at an
early age. Although the United States
has the highest median per capita
income of the five countries, it also has
the largest proportion of its population
who are poor. The higher proportion of
teenagers from disadvantaged back-

Chart 2: U.S. teenagers have higher preg-
nancy rates, birthrates and abortion rates
than adolescents in other developed
countries.
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Chart 3: Differences in levels of teenage
sexual activity across developed coun-
tries are small.

By age 15 By age 18 By age 20
Note: Data are for mid-1990s.

0 20 40 60 80 100

% of 18–19-year-olds who had two or more partners

Sweden

France

Canada

Great* 
 Britain*

United 
States

Chart 4: Among teenagers who had sex in
the last year, those in the United States
are more likely than those in other devel-
oped countries to have had two or more
partners.

*Data for 16–19-year-olds. Note: Data are for mid-1990s.
Note: Data are for mid-1990s.
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grounds contributes to the high teenage
pregnancy rates and birthrates in the
United States.

At all socioeconomic levels, however,
U.S. youth have lower levels of contra-
ceptive use and higher levels of child-
bearing than their peers in the other
study countries. For example, the level of
births among U.S. teenagers in the high-
est income subgroup is 14% higher than
the level among similarly advantaged
teenagers in Great Britain and higher
than the overall levels in Sweden and
France. Differences are greatest among
disadvantaged youth: U.S. teenagers in
the lowest income subgroup have birth
levels 58% higher than similar teenagers
in Great Britain. Not only do Hispanic
and black teenagers in the United States,
who are much more likely than whites to
be from low socioeconomic circum-
stances, have very high pregnancy rates
and birthrates, the birthrate among non-
Hispanic white teenagers (36 per 1,000)
is higher than overall rates in the other
study countries.

Strong and widespread governmental
support for young people’s transition
to adulthood, and for parents, may
contribute to low teenage birthrates in
the countries other than the United
States.

Adolescence is viewed in all the study
countries as a time of transition to adult
roles, rights and responsibilities.
However, while Sweden and France, and
to some extent Great Britain and
Canada, seek to help all youth through
this transition, the United States primar-
ily assists only those in greatest need.

•Education and employment assis-
tance help young people become estab-

Society’s Influences on
Teenagers’ Behavior 
The behavior of young people in the
study countries and the types of poli-
cies and programs developed for
teenagers reflect the social, historical
and governmental contexts of the indi-
vidual countries. For example, the
unplanned pregnancy rate among
women aged 15–44 in the early to mid-
1980s was much higher in the United
States than in Sweden, Canada and
Great Britain; the U.S. rate was similar
to the rate in France. The abortion
rate in the mid-1990s was higher not
only among teenagers but also among
women in their 20s and among all
women aged 15–44 in the United
States than in any of the other study
countries. The greatest differences in
abortion rates were not among
teenagers but among women in their
early 20s, with the U.S. abortion rate
at 50 per 1,000 women aged 20–24,
compared with rates in the other study
countries no higher than 31 per 1,000. 

Social and economic well-being and
equality are linked to lower teenage
pregnancy rates and birthrates.

•Government commitment to social
welfare and equality for all members of
society provides greater support for
individual well-being in other countries
than in the United States. The philoso-
phy that individuals are responsible for
their own welfare and that the govern-
ment should stay out of people’s lives
as much as possible, especially in the
areas of health and social policy, con-
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lished as adults. In the United States,
the transition to adult roles and the
process of settling on a vocation and
finding employment are generally up
to the individual adolescent and his or
her family. Government employment
training and assistance programs tend
to be remedial and directed at small
numbers of poor youth who are unable
to find work on their own. The U.S.
approach offers great freedom of choice
and flexibility for many, but does little
to help those who are less knowledge-
able about opportunities for school and
work or are less able to take advantage
of them on their own.

Youth in the other countries tend to
receive more societal assistance and
support for this transition, in the form
of vocational education and training,
help in finding work, and unemploy-
ment benefits. Such assistance is avail-
able to all youth through both public
programs and private employers. These
efforts not only smooth the transition
from school to work but also convey to
teenagers that they are of value to soci-
ety, that their development and input
are important, and that there are
rewards for making the effort to fit
into expected social roles.

•Support for working parents and
families signifies the high value of chil-
dren and parenting, and gives youth the
incentive to delay childbearing. In the
United States, paid maternity leave is
rare and child benefits are available
only to some poor women and families.
In the other study countries, working
mothers (and sometimes fathers) are
guaranteed paid parental leave and
other benefits. Although the parental
leave and family support policies in
these countries, particularly Sweden
and France, are quite generous in terms
of time and money, they are not an
incentive for younger women and
teenagers to have children, because
parental leave payments are tied to
prior salary levels. These policies appear
to reinforce societal norms that child-
bearing is best postponed until a young
couple’s careers have been established.
Support for working parents thus offers
young people both the incentive to delay
childbearing until they have completed
school and become employed and the
assurance that they will be able to com-
bine work and childrearing.

Positive attitudes about sexuality and
clear expectations for behavior in
sexual relationships contribute to

responsible teenage behavior. 

•Openness and supportive attitudes
about sexuality in other countries have
not led to greater sexual activity or risk-
taking. The U.S. society is highly con-
flicted about sexuality in general and
about expectations for adolescent behav-
ior in particular. Adults in the other
countries are less conflicted about both
sexuality and teenage sexual activity, at
least for older teenagers.

Although a majority of adults in all
five countries frown on young people’s
having sex before age 16, such behavior
is more likely to be accepted in Sweden
and Canada (where 39% and 25%,
respectively, think it is not wrong at all
or only sometimes wrong) than it is in
the United States and Great Britain
(where 13% and 12%, respectively, hold

these views).2 Adults in the other coun-
tries are also much more accepting of
sex before marriage than are Americans:
84–94% in Canada, Great Britain and
Sweden, compared with only 59% in the
United States. Although there are no
comparable data for France, initiation of
intercourse before marriage or cohabita-
tion is the norm there. In spite of these
differences in attitudes, similar propor-
tions of young people in all the study
countries become sexually active during
their adolescence.

•There is a strong consensus in coun-
tries other than the United States that
childbearing belongs in adulthood.
Young people in Europe are usually con-

% of of women 15–19 who used a method at last intercourse
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Chart 5: U.S. teenagers are less likely to
use a contraceptive method and to use a
hormonal method than teenagers in other
developed countries.

*Data are for 18–19-year-olds. †The condom category includes
all methods other than the pill, but the condom is the predomi-
nant “other method.” ††Data are for 16–19-year-olds. Note:
Users reporting more than one method were classified by the
most effective method. Data are for early to mid-1990s.
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sidered adults only when they have fin-
ished their education, become
employed and live independently from
their parents. And only when they
have established themselves in a stable
union is it considered appropriate to
begin having children. This view is
most clearly established in Sweden and
France, but it is also more common in
Canada and Great Britain than in the
United States.

Few adolescents in any of the study
countries meet these criteria for par-
enthood. For example, the proportion
of adolescent women who are married
or cohabiting ranges from 4% to rough-
ly 10% in these countries. Nonetheless,
of the few teenage births that occur in
Sweden and France, 51% in each coun-
try are to young women who are mar-
ried or cohabiting, compared with 38%
in the United States (data are not
available for Canada or Great Britain).
Because the overall teenage birthrate
in the United States is so high, the
birthrate among women who are not in
union—37 per 1,000—is much higher
than in Sweden and France—no more
than 5 per 1,000. 

•Countries other than the United
States give clearer and more consistent
messages about appropriate sexual
behavior. Positive acceptance of sexual-
ity in countries other than the United
States is by no means value-free. In
France and Sweden in particular, sexu-
ality is seen as normal and positive,
but there is widespread expectation
that sexual intercourse will take place
within committed relationships
(though not necessarily formal mar-
riages) and that those who are having
sex will protect themselves and their
partners from unintended pregnancy
and STDs. In these countries, and also
increasingly in Canada and Great
Britain, sexual relationships among
adolescents are accepted by others.
This acceptance carries with it expecta-
tions of commitment, mutual
monogamy, respect and responsibility.

While adults in the other study
countries focus chiefly on the quality of
young people’s relationships and the
exercise of personal responsibility
within those relationships, adults in
the United States are often more con-
cerned about whether young people are
having sex. Close relationships are
often viewed as worrisome because
they may lead to intercourse, and con-
traception may not be discussed for
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fear that such a discussion might lead
to sexual activity. These generalities
across countries are borne out in the
behavior of young people. As was noted
earlier, teenagers in the United States
who have had sex appear more likely
than their peers in the other countries
to have short-term and sporadic rela-
tionships, and they are more likely to
have many sexual partners during
their teenage years.

•Comprehensive sexuality education,
not abstinence promotion, is emphasized
in countries with lower teenage preg-
nancy levels. In Sweden, France, Great
Britain and, usually, Canada, the focus
of sexuality education is not abstinence
promotion but the provision of compre-
hensive information about prevention
of HIV and other STDs; pregnancy pre-
vention; contraceptives and, often,
where to get them; and respect and
responsibility within relationships.
Sexuality education is mandatory in
state or public schools in England and
Wales, France and Sweden and is
taught in most Canadian schools,
although the amount of time given to
sexuality education, its content and the
extent of teacher training vary among
these countries and within them as
well. In Sweden, the country with the
lowest teenage birthrate, sexuality edu-
cation has been mandated in schools for
almost half a century, which reflects,
and promotes, the topic’s acceptance as
a legitimate and important subject for
young people.

Extremely vocal minority groups in
the United States pressure school dis-
tricts not to allow information about
contraception to be provided in sexuali-
ty education classes, and substantial
federal and state funds are directed to
promoting abstinence for unmarried
people of all ages, particularly for ado-
lescents. Some 35% of the school dis-
tricts that mandate sexuality education
require that abstinence be presented as
the only appropriate option outside of

marriage for teenagers and that contra-
ception either be presented as ineffective
in preventing pregnancy and HIV and
other STDs or not be covered at all.

•Media is used less in the United
States than elsewhere to promote positive
sexual behavior. Young people in all five
countries are exposed through television
programs, movies, music and advertise-
ments to sexually explicit images and to
casual sexual encounters with no consid-
eration for preventing pregnancy or
STDs. However, entertainment media
and advertising messages about sexuali-
ty are seemingly less influential in the
other countries than in the United
States, because they are balanced by
more pragmatic parental and societal
attitudes and by nearly universal com-
prehensive sexuality education.

Pregnancy and STD prevention cam-
paigns undertaken in the United States
generally have a punitive tone and focus
on the negative aspects of teenage child-
bearing and STDs rather than on pro-
motion of effective contraceptive use.
The media have been used more fre-
quently in the other countries for public
campaigns to prevent STDs and HIV;
the messages are generally positive
about sexuality and are more likely to be
humorous than judgmental. For exam-
ple, the Swedish government works
closely with youth to publish a frank
and informative periodical magazine fea-
turing subjects such as love, identity and
sexuality that is widely read—and trust-
ed—by young people. A government con-
traceptive campaign in France used tele-
vision spots to air the message,
“Contraception: The choice is yours.” 

Contraceptive use is higher, and preg-
nancy and STDs less common, where
teenagers have easy access to sexual
and reproductive health services. 

•Only in the United States do substan-
tial proportions of adolescents lack
health insurance and therefore have poor
access to health care. Study countries

other than the United States have
national systems for the financing and
delivery of health care for everyone.
Although the systems vary, they pro-
vide assurance that teenagers can
access a clinician.

In contrast, substantial proportions
of U.S. teenagers and their families
have no health insurance, and some
who do have insurance may not be cov-
ered for contraceptive supplies or may
fear that using insurance for reproduc-
tive health services will compromise
their confidentiality, since their cover-
age usually comes through their par-
ents’ policy. Many teens, regardless of
their insurance status, turn to public
health care providers for contraceptive
services.

•Contraceptive services and other
reproductive health care are generally
more integrated into regular medical
care in countries other than the United
States. In Sweden, France, Great
Britain and Canada, contraceptive ser-
vices are usually integrated into other
types of primary care. This not only
contributes to ease of access, but also
lends support for the notion that con-
traceptive use is normal and impor-
tant. In the United States, in contrast,
contraception is still not fully accepted
as basic health care. It is often not cov-
ered by private health insurance poli-
cies and, at least for teenagers, not
always provided confidentially and sen-
sitively by private physicians, who pro-
vide most people’s care. The fact that
teenagers rely heavily on family plan-
ning clinics rather than the family doc-
tor for contraceptive services simulta-
neously stigmatizes the clinics for pro-
viding care that is somewhat outside
the mainstream and their teenage
clients for doing something wrong by
seeking those services in the first place.

•U.S. teenagers have greater diffi-
culty obtaining contraceptive services
than do adolescents in the other study
countries. Youth in the study countries
obtain contraceptive services and sup-
plies from a variety of providers,
including physicians, nurse clinicians
and clinics that either provide care to
women and men of all ages or serve
adolescents exclusively. No one type of
contraceptive service provider appears
necessarily the best for teenagers.
What appears crucial to success is that
adolescents know where they can go to
obtain information and services, can
get there easily and are assured of

Table 1: The cost of reproductive health care for teenagers varies by country and by type
of service.

Service Sweden France Canada Great Britain United States

Clinic visit Free Free Free Free Mostly free

Private physician Free Pay full cost; Free Free Pay full cost; 
visit insurance will insurance may

reimburse 80% reimburse at
varying levels

Pill prescription Initial cycles Free at Initial cycles Free Free or discount-
free; then clinic; $1–7 free; then ed at clinics;

$1–3 per cycle at pharmacy $3–11 per cycle $5–35 per cycle
at pharmacy
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clinics, youth clinics throughout the
country provide primary health care,
including contraceptive and STD ser-
vices, and psychological counseling to
adolescents. These clinics are run by
nurse-midwives who have direct authori-
ty to prescribe oral contraceptives. Young
people often make informational visits to
these clinics as part of school programs,
and the clinics offer hotlines to call for
information, advice and appointments. 

Other approaches have been used in
France, where many family planning
clinics offer sessions just for teenagers
on Wednesday afternoons, when public
schools throughout the country are
closed. A recent government media cam-
paign offered a hotline and brochures to
help publicize government health clinics
that provide free contraceptives to youth. 

•In study countries other than the
United States, there is easier access to
abortion. There is relatively little contro-
versy in Sweden, France, Canada and
Great Britain over the provision of abor-
tion services, which are often provided
through government health services or
covered by national health insurance,
and which are available confidentially to
teenagers, although providers often
encourage young women to involve their
parents. In contrast, almost all abortion
services in the United States are provid-
ed by private organizations, separate
from women’s regular sources of medical
care. Abortion is barred from coverage in
federal and most state insurance pro-
grams, except in cases of rape, incest and
danger to the woman’s life. Many
American teenagers live in states that
mandate parental consent or notice, or
approval by a judge, before minors can
obtain abortions.

Final Thoughts
The findings suggest that improving ado-
lescents’ prospects for successful adult
lives and giving them tangible reasons to
view the teenage years as a time to pre-
pare for adult roles rather than to
become parents are likely to have a
greater impact on their behavior than
exhortative messages that it is wrong to
start childbearing early. Many in the
United States give little support to
young people as they establish sexual
relationships. They consider adolescents
to be developmentally incapable of mak-
ing good judgments about their own
behavior and of using contraceptives and
condoms effectively. In contrast, the

other countries—most notably Sweden
and France—appear to have clear social
expectations that young people can and
will make responsible decisions about
sexual relationships, use contraceptives
effectively, prevent STDs and obtain
health services they need in a timely
fashion, and that adults should provide
them with guidance, support and assis-
tance along the way. Where young peo-
ple receive social support, full informa-
tion and positive messages about sexu-
ality and sexual relationships, and have
easy access to sexual and reproductive
health services, they achieve healthier
outcomes and lower rates of pregnancy,
birth, abortion and STDs.

1 Great Britain comprises England, Scotland and Wales.
Some of the study information is available only for
England and Wales.
2 Widmer ED, Treas J and Newcomb R. Attitudes toward
nonmarital sex in 24 countries, Journal of Sex Research,
1998, 35(4):349–357.
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receiving confidential, nonjudgmental
care, and that these services and con-
traceptive supplies are free or cost very
little.

In all five countries, teenagers seek-
ing contraceptive services from clinic
providers are guaranteed confidentiali-
ty, both legally and in practice.
However, in the United States, numer-
ous attempts to reverse this policy
have been made at the national and
state levels. While private physicians
are usually legally protected from lia-
bility for serving minors on their own
consent, there is little information
about whether they always provide
confidential care. Regulations in Great
Britain state that physicians may pre-
scribe contraceptives for an adolescent
younger than 16 if it is in her best
medical interest and she can give
informed consent, but controversy
about the standards and changes in
policy guidelines have left many youth
confused about whether they can
obtain care confidentially from clinics
or from private physicians.

Contraceptive services and supplies
are free or low-cost in Sweden, France,
Canada and Great Britain. In the
United States, the cost of care and sup-
plies can be very high and depends on
the type of provider; a young person’s
income level; whether she is covered by
health insurance that includes contra-
ceptive coverage and, if so, whether she
feels comfortable with the possibility
her parents will know she used that
coverage (Table 1, page 5).

Providers’ attitudes may influence
teenagers’ choice of a method. In coun-
tries other than the United States, the
pill is the method usually offered to
young women and most providers view
oral contraceptives as the best method
for adolescents and assume that young
people are able to use them effectively.
In the United States, almost all
providers offer the pill along with a
range of other methods, and many
young women have turned to long-act-
ing hormonal methods because of their
own or their provider’s perception that
these may be easier to use successfully.

Sweden offers examples of ways to
provide youth-friendly services. All
Swedish providers guarantee confiden-
tiality for young people seeking contra-
ceptive and STD information and ser-
vices; youth who seek STD testing are
considered to be acting responsibly. In
addition to maternal and child health
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Issues & Implications

The word “sex” is commonly
acknowledged to mean different
things to different people. The same
can be said for “abstinence.” The
varied and potentially conflicting
meanings of “abstinence” have signif-
icant public health implications now
that its promotion has emerged as
the Bush administration’s primary
answer to pregnancy and sexually
transmitted disease (STD) prevention
for all people who are not married.

For those willing to probe beneath
the surface, critical questions
abound. What is abstinence in the
first place, and what does it mean to
use abstinence as a method of preg-
nancy or disease prevention? What
constitutes abstinence “failure,” and
can abstinence failure rates be mea-
sured comparably to failure rates for
other contraceptive methods? What
specific behaviors are to be
abstained from? And what is known
about the effectiveness and potential
“side effects” of programs that pro-
mote abstinence? Answering ques-
tions about what abstinence means

at the individual and programmatic
levels, and clarifying all of this for
policymakers, remains a key chal-
lenge. Meeting that challenge should
be regarded as a prerequisite for the
development of sound and effective
programs designed to protect
Americans from unintended preg-
nancy and STDs, including HIV.

Abstinence and Individuals

What does it mean to use absti-
nence? When used conversationally,
most people probably understand
abstinence to mean refraining from
sexual activity—or, more specifi-
cally, vaginal intercourse—for moral
or religious reasons. But when it is
promoted as a public health strategy
to avoid unintended pregnancy or
STDs, it takes on a different conno-
tation. Indeed, President Bush has
described abstinence as “the surest
way, and the only completely effec-
tive way, to prevent unwanted preg-
nancies and sexually transmitted
disease.” So from a scientific per-
spective, what does it mean to
abstain from sex, and how should
the “use” of abstinence as a method
of pregnancy or disease prevention
be measured?

Population and public health
researchers commonly classify peo-
ple as contraceptive users if they or
their partner are consciously using
at least one method to avoid unin-
tended pregnancy or STDs. From a
scientific standpoint, a person would
be an “abstinence user” if he or she
intentionally refrained from sexual
activity. Thus, the subgroup of peo-
ple consciously using abstinence as a
method of pregnancy or disease pre-

vention is obviously much smaller
than the group of people who are not
having sex. The size of the popula-
tion of abstinence users, however,
has never been measured, as it has
for other methods of contraception.

When does abstinence fail? The def-
inition of an abstinence user also
has implications for determining the
effectiveness of abstinence as a
method of contraception. The presi-
dent, in his July 2002 remarks to
South Carolina high school students,
said “Let me just be perfectly plain.
If you’re worried about teenage preg-
nancy, or if you’re worried about
sexually transmitted disease, absti-
nence works every single time.” In
doing so, he suggested that absti-
nence is 100% effective. But scientif-
ically, is this in fact correct?

Researchers have two different ways
of measuring the effectiveness of
contraceptive methods. “Perfect
use” measures the effectiveness
when a contraceptive is used exactly
according to clinical guidelines. In
contrast, “typical use” measures how
effective a method is for the average
person who does not always use the
method correctly or consistently.
For example, women who use oral
contraceptives perfectly will experi-
ence almost complete protection
against pregnancy. However, in the
real world, many women find it diffi-
cult to take a pill every single day,
and pregnancies can and do occur to
women who miss one or more pills
during a cycle. Thus, while oral con-
traceptives have a perfect-use effec-
tiveness rate of over 99%, their typi-
cal-use effectiveness is closer to 92%
(see chart). As a result, eight in 100
women who use oral contraceptives
will become pregnant in the first
year of use.

Thus, when the president suggests
that abstinence is 100% effective, he
is implicitly citing its perfect-use
rate—and indeed, abstinence is
100% effective if “used” with perfect

Understanding ‘Abstinence’:
Implications for Individuals,
Programs and Policies

By Cynthia Dailard

The Guttmacher Report on Public Policy
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CONTRACEPTIVE EFFECTIVENESS RATES FOR
PREGNANCY PREVENTION*

*Percentage of women who successfully avoid an unintended pregnan-
cy during their first year of use. **Depending on formulation. Sources:
Perfect use—Hatcher, RA, et al., Contraceptive Technology, 17th ed., 1998,
page 216. Typical use—AGI, Fulfilling the Promise: Public Policy and U.S.
Family Planning Clinics, 2000, page 44.

ABSTINENCE 100 ???
FEMALE STERILIZATION 99.5 99.5
ORAL CONTRACEPTIVES 99.5–99.9** 92.5
MALE CONDOM 97 86.3
WITHDRAWAL 96 75.5

CONTRACEPTIVE PERFECT TYPICAL
METHOD USE USE
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consistency. But common sense sug-
gests that in the real world, absti-
nence as a contraceptive method
can and does fail. People who intend
to remain abstinent may “slip” and
have sex unexpectedly. Research is
beginning to suggest how difficult
abstinence can be to use consis-
tently over time. For example, a
recent study presented at the 2003
annual meeting of the American
Psychological Society (APS) found
that over 60% of college students
who had pledged virginity during
their middle or high school years
had broken their vow to remain
abstinent until marriage. What is not
known is how many of these broken
vows represent people consciously
choosing to abandon abstinence and
initiate sexual activity, and how
many are simply typical-use absti-
nence failures.

To promote abstinence, its propo-
nents frequently cite the allegedly
high failure rates of other contracep-
tive methods, particularly condoms.
By contrasting the perfect use of
abstinence with the typical use of
other contraceptive methods, how-
ever, they are comparing apples to
oranges. From a public health per-
spective, it is important both to sub-
ject abstinence to the same scien-
tific standards that apply to other
contraceptive methods and to make
consistent comparisons across meth-
ods. However, researchers have
never measured the typical-use
effectiveness of abstinence.
Therefore, it is not known how fre-
quently abstinence fails in the real
world or how effective it is compared
with other contraceptive methods.
This represents a serious knowledge
gap. People deserve to have consis-
tent and accurate information about
the effectiveness of all contraceptive
methods. For example, if they are
told that abstinence is 100% effec-
tive, they should also be told that, if
used correctly and consistently, con-
doms are 97% effective in preventing
pregnancy. If they are told that con-

doms fail as much as 14% of the
time, they should be given a compa-
rable typical-use failure rate for
abstinence.

What behaviors should be abstained
from? A recent nationally representa-
tive survey conducted by the Kaiser
Family Foundation and seventeen
magazine found that half of all 15–17-
year-olds believed that a person who
has oral sex is still a virgin. Even
more striking, the APS study found
that the majority (55%) of college stu-
dents pledging virginity who said they
had kept their vow reported having
had oral sex. While the pledgers gen-
erally were somewhat less likely to
have had vaginal sex than non-

pledgers, they were equally likely to
have had oral or anal sex. Because
oral sex does not eliminate people’s
risk of HIV and other STDs, and
because anal sex can heighten that
risk, being technically abstinent may
therefore still leave people vulnerable
to disease. While the press is increas-
ingly reporting that noncoital behav-
iors are on the rise among young peo-
ple, no research data exists to
confirm this.

Abstinence Education Programs

Defining and communicating what is
meant by abstinence are not just
academic exercises, but are crucial
to public health efforts to reduce
people’s risk of pregnancy and STDs.
For example, existing federal and
state abstinence-promotion policies
typically neglect to define those
behaviors to be abstained from. The
federal government will provide
approximately $140 million in FY
2004 to fund education programs

that exclusively promote “absti-
nence from sexual activity outside of
marriage” (“Abstinence Promotion
and Teen Family Planning: The
Misguided Drive for Equal Funding,”
TGR, February 2002, page 1). The
law, however, does not define “sex-
ual activity.” As a result, it may have
the unintended effect of promoting
noncoital behaviors that leave young
people at risk. Currently, very little
is known about the relationship
between abstinence-promotion activ-
ities and the prevalence of noncoital
activities. This hampers the ability
of health professionals and policy-
makers to shape effective public
health interventions designed to
reduce people’s risk.

There is no question, however, that
increased abstinence—meaning
delayed vaginal intercourse among
young people—has played a role in
reducing both teen pregnancy rates in
the United States and HIV rates in at
least one developing country.
Research by The Alan Guttmacher
Institute (AGI) indicates that 25% of
the decrease in the U.S. teen preg-
nancy rate between 1988 and 1995
was due to a decline in the proportion
of teenagers who had ever had sex
(while 75% was due to improved con-
traceptive use among sexually active
teens). A new AGI report also shows
that declines in HIV-infection rates in
Uganda were due to a combination of
fewer Ugandans initiating sex at
young ages, people having fewer sex-
ual partners and increased condom
use (see related story, page 1).

But abstinence proponents fre-
quently cite both U.S. teen preg-
nancy declines and the Uganda
example as “proof” that abstinence-
only education programs, which
exclude accurate and complete
information about contraception, are
effective; they argue that these pro-
grams should be expanded at home
and exported overseas. Yet neither
experience, in and of itself, says any-
thing about the effectiveness of pro-

The Guttmacher Report on Public Policy
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Abstinence is 100% effec-
tive if ‘used’ with perfect
consistency. But common
sense suggests that in the
real world, it can and
does fail.
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grammatic interventions. In fact, sig-
nificant declines in U.S. teen preg-
nancy rates occurred prior to the
implementation of government-
funded programs supporting this
particularly restrictive brand of
abstinence-only education. Similarly,
informed observers of the Ugandan
experience indicate that abstinence-
only education was not a significant

program intervention during the
years when Uganda’s HIV prevalence
rate was dropping. Thus, any
assumptions about program effec-
tiveness, and the effectiveness of
abstinence-only education programs
in particular, are misleading and
potentially dangerous, but they are
nonetheless shaping U.S. policy both
here and abroad (see related story,
page 13).

Accordingly, key questions arise
about how to measure the success of
abstinence-promotion programs. For
example, the administration is defin-
ing program success for its absti-
nence-only education grants to com-
munity and faith-based organizations
in terms of shaping young people’s
intentions and attitudes with regard
to future sexual activity. In contrast,

most public health experts stress the
importance of achieving desired
behavioral outcomes such as delayed
sexual activity.

To date, however, no education pro-
gram in this country focusing exclu-
sively on abstinence has shown suc-
cess in delaying sexual activity.
Perhaps some will in the future. In
the meantime, considerable scien-
tific evidence already demonstrates
that certain types of programs that
include information about both
abstinence and contraception help
teens delay sexual activity, have
fewer sexual partners and increase
contraceptive use when they begin
having sex. It is not clear what it is
about these programs that leads
teens to delay—a question that
researchers need to explore. What is
clear, however, is that no program of
any kind has ever shown success in
convincing young people to post-
pone sex from age 17, when they
typically first have intercourse, until
marriage, which typically occurs at
age 25 for women and 27 for men.
Nor is there any evidence that the
“wait until marriage” message has
any impact on young people’s deci-
sions regarding sexual activity. This
suggests that scarce public dollars
could be better spent on programs
that already have been proven to
achieve delays in sexual activity of
any duration, rather than on pro-
grams that stress abstinence until
marriage.

Finally, there is the question of
whether delays in sexual activity
might come at an unacceptable
price. This is raised by research
indicating that while some teens
promising to abstain from sex until
marriage delayed sexual activity by
an average of 18 months, they were
more likely to have unprotected sex
when they broke their pledge than
those who never pledged virginity in
the first place. Thus, might strate-
gies to promote abstinence inadver-
tently heighten the risks for people
when they eventually become sexu-
ally active?

Difficult as it may be, answering
these key questions regarding absti-
nence eventually will be necessary
for the development of sound and
effective programs and policies. At a
minimum, the existing lack of com-
mon understanding hampers the
ability of the public and policymak-
ers to fully assess whether absti-
nence and abstinence education are
viable and realistic public health and
public policy approaches to reducing
unintended pregnancies and
HIV/STDs.

This is the fourth in a series of articles
examining emerging issues in sex education
and related efforts to prevent unintended
pregnancy and sexually transmitted
diseases. The series is supported in part by a
grant from the Program on Reproductive
Health and Rights of the Open Society
Institute. The conclusions and opinions
expressed in these articles, however, are
those of the author and The Alan Guttmacher
Institute.
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To date, no education
program focusing exclu-
sively on abstinence has
shown success in delay-
ing sexual activity.
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The extent to which parents are 
involved and the manner in which
they are involved in their children’s

lives are critical factors in the prevention
of high-risk sexual activity. Children
whose parents talk with them about sex-
ual matters or provide sexuality education
or contraceptive information at home are
more likely than others to postpone sex-
ual activity. And when these adolescents
become sexually active, they have fewer
sexual partners and are more likely to use
contraceptives and condoms than young
people who do not discuss sexual matters
with their parents, and therefore are at 
reduced risk for pregnancy, HIV and other
sexually transmitted diseases (STDs).1

The positive effects of parent-child com-
munications appear to be mediated by
several critical factors: the frequency and
specificity of communications;2 the qual-
ity and nature of exchanges;3 parental

Effects of a Parent-Child Communications
Intervention on Young Adolescents’
Risk for Early Onset of Sexual Intercourse
By Susan M. Blake, Linda Simkin, Rebecca Ledsky, Cheryl Perkins and Joseph M. Calabrese 

knowledge, beliefs and comfort with the
subject matter;4 and the content and tim-
ing of communications (for example,
whether they take place before the young
person initiates sexual activity).5 A num-
ber of more general indices of family struc-
ture and relationship quality also play a
role in adolescent sexual behavior. These
include family cohesion or closeness;6 fam-
ily structure;7 parenting style, including
parental monitoring, supervision or co-
ercion;8 and general parent-child com-
munication patterns.9 Thus, while the pre-
cise mechanisms whereby parental
communications influence adolescent sex-
ual behavior have not been fully deter-
mined, the preponderance of evidence re-
garding communication effectiveness
supports the important role that parents
can play in preventing early sexual onset. 

Previous investigators have suggested
that efforts to increase parent-child com-

Context: The quality of parent-child communications about sex and sexuality appears to be a
strong determinant of adolescents’ sexual behavior. Evaluations of interventions aimed at im-
proving such communications can help identify strategies for preventing early onset of sexual
behavior.

Methods: A school-based abstinence-only curriculum was implemented among 351 middle
school students, who were randomly assigned to receive either the classroom instruction alone
or the classroom instruction enhanced by five homework assignments designed to be completed
by the students and their parents. An experimental design involving pretest and posttest sur-
veys was used to assess the relative efficacy of the curriculum delivered with and without the
parent-child homework assignments.

Results: In analyses of covariance controlling for baseline scores, immediately after the inter-
vention, adolescents who received the enhanced curriculum reported greater self-efficacy for
refusing high-risk behaviors than did those who received the classroom instruction only (mean
scores, 16.8 vs. 15.8). They also reported less intention to have sex before finishing high school
(0.4 vs. 0.5), and more frequent parent-child communications about prevention (1.6 vs. 1.0) and
sexual consequences (1.6 vs. 1.1). In all significant comparisons, the direction of the findings
favored adolescents who received the enhanced curriculum. Dose-response relationships sup-
ported the findings.

Conclusions: Parent-child homework assignments designed to reinforce and support school-
based prevention curricula can have an immediate impact on several key determinants of sex-
ual behavior among middle school adolescents.

Family Planning Perspectives, 2001, 33(2):52–61
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munications should parallel the HIV, STD
and pregnancy prevention education that
is provided in schools.10 Although multi-
ple strategies and programs to increase
parent-child communication have been
described in the literature,11 relatively few
have been evaluated. Programs designed
to increase parent-child communications
about HIV, sexuality or sexual abuse have
been effective in elevating parental knowl-
edge;12 building communication confi-
dence and skills, as well as intentions to
discuss sexuality;13 and raising the fre-
quency or quality of parent-child com-
munications about sex and sexuality.14  The
few studies that have reported an impact
on the sexual attitudes, skills or behaviors
of participating children have document-
ed generally positive results.15 Yet, none
of these studies clearly demonstrated a di-
rect impact of parent-child communication
on adolescent intentions, other potential
mediators or sexual behavior, and few dis-
cussed how self-selection may have in-
fluenced the makeup of the groups of par-
ents and children participating or the
nature of the parent-child communication.

In summary, the quality of parent-child
relationships and parenting style in gen-
eral, and communications about sex and
sexuality more specifically, appear to be
strong determinants of adolescent sexual

71



53Volume 33, Number 2, March/April 2001

course (4% in the intervention group vs.
20% in the comparison group), but it had
no discernible impact on adolescents who
were already sexually active. While results
were less impressive after one year, group
differences remained significant, partic-
ularly among females.19

MPM and PSI use basically the same
content and instructional methods. Both
consist of five one-hour sessions led by
pairs of trained youth leaders. Both ad-
dress risks of early sexual involvement, so-
cial and media pressures to become sex-
ually active, and assertiveness and
communication skills an adolescent needs
to resist peer pressure. Instructional strate-
gies include brainstorming, critical analy-
sis, role-playing, and skill training and re-
hearsal. The only significant difference
between these two curricula is that MPM
reinforces the message that abstinence
until marriage is the expected standard of
behavior, whereas PSI provides a gener-
al message that students should postpone
sexual intercourse without specifying for
how long.

The five homework assignments were
developed on the basis of formative re-
search. Focus groups were conducted with
parents and adolescents, and the lessons,
other available curricula and scientific lit-
erature related to parent-child communi-
cations about sexuality and sexual be-
havior were reviewed. The homework
assignments were designed to increase
parents’ understanding of the changes
and pressures that their children of mid-
dle school age face; facilitate open and re-
ceptive parent-child communications
about sex and sexuality; increase parents’
ability to encourage their children to avoid
or resist peer pressure to become sexual-
ly active; and build parents’ and children’s
skills in identifying and reducing the risks
of pregnancy, HIV and other STDs. The as-
signments did not stress abstaining from
sex until marriage. (Details of each as-
signment are described in the appendix,
page 60).

Like the school-based curriculum, the
strategies and activities developed for the
homework assignments were based upon
principles of social learning theory. Com-
munication exercises were aimed at facil-
itating new parent-child exchanges, 
encouraging interpersonal learning, 
increasing equity and exchange during
parent-child communications, and shift-
ing habitual ways of communicating and
thinking about these issues. For example,
both parents and children were encour-
aged to discuss challenges they face, to
talk about their wishes for one another

behavior. Relationships to adolescent sex-
ual behavior have been found in both
cross-sectional and prospective studies,
particularly when parent-child commu-
nications were characterized as being
“open and receptive.” Given the consis-
tency of these findings, it is rather sur-
prising that so few interventions have
been developed and tested for effective-
ness in improving parent-child commu-
nications related to sex and sexuality, and
consequently adolescent sexual behavior. 

We sought to develop such an inter-
vention targeting younger adolescents, the
majority of whom were not yet sexually
experienced, to prevent early onset of sex-
ual intercourse. Five homework assign-
ments, each involving parental participa-
tion, were developed to reinforce and
support a standard abstinence-only cur-
riculum, entitled Managing the Pressures
Before Marriage (MPM), that was being
used in middle schools. Social learning
and social cognitive theoretical constructs
were applied to involve parents in rein-
forcing the skills and information that chil-
dren learned in class, and in clearly spec-
ifying and modeling expected behaviors.16

The purpose of this study was to assess
the effectiveness of these homework as-
signments delivered in conjunction with
the curriculum (referred to here as MPM-
enhanced) as compared with the effec-
tiveness of the school-based curriculum
alone (MPM only). We hypothesized that
the enhanced intervention would be more
effective in changing adolescent beliefs,
self-efficacy and intentions to delay sex-
ual onset than the curriculum alone.
Specifically, we expected that students 
receiving the homework assignments
would, as a result, not only communicate
more often with their parents about these
issues, but also express stronger beliefs
supporting abstinence, greater self-effi-
cacy and firmer intentions to remain ab-
stinent than those who received the stan-
dard curriculum only.

Methods
Intervention Description
The MPM curriculum, developed by the
Center for Adolescent Reproductive
Health at Grady Memorial Hospital, is a
modified version of Postponing Sexual In-
volvement (PSI), a skills-based curriculum
that has been tested and found to be ef-
fective.17 Early studies demonstrated PSI’s
acceptability and its contribution to ado-
lescents’ decisions to postpone sex.18

Among lower-income, minority adoles-
cents of middle school age, PSI reduced
the proportion initiating sexual inter-

and to compare their responses to similar
questions (such as what kinds of qualities
to look for in close friendships or dating
relationships). Activities included struc-
tured communications, modeling, demon-
stration and rehearsal.

Procedures
Active parental consent procedures were
used. All parents were offered the oppor-
tunity to exempt their child from partici-
pation in a class where instruction would
be based on an abstinence-only pregnan-
cy prevention curriculum. (Only one par-
ent refused.) Along with the consent form,
parents of children in the MPM-enhanced
group received copies of the homework
assignments.

Youth leaders were recruited from local
high schools by means of morning or af-
ternoon announcements; interested stu-
dents were invited to attend an informa-
tional meeting after school that described
the basic program and youth leader re-
sponsibilities. Contacts at the high schools
(usually health or home economics teach-
ers) also recruited students who they
thought might be interested and would do
a good job. Of the 38 students who par-
ticipated, 25 were female and 36 were
white; 28 were in grades 10 and 11, six
were in ninth grade and four were in 12th
grade.

Youth leaders received 30 hours of train-
ing before conducting MPM classroom
sessions. In general, one pair of leaders
was assigned to each classroom, but on oc-
casion, one leader filled in for another in
a different classroom. One program staff
member attended and assisted with each
lesson. Youth leaders were aware that
some classes were receiving homework
assignments and some were not. Howev-
er, they were not given detailed informa-
tion regarding why, nor was there any ev-
idence that their presentation of the
lessons changed as a result of differences
in classroom assignment. The lessons were
implemented in five weekly sessions and
were identical for classes receiving MPM
alone and those receiving the enhanced in-
tervention.

Additional coordination activities were
required in the MPM-enhanced group.
Project staff introduced the first parent-
child homework assignment immediate-
ly after students completed the baseline
survey, and before the classroom sessions
began. The difficulties both adolescents
and parents have when talking about sex
or sexuality-related topics were ac-
knowledged, and students’ concerns and
questions about talking to their parents
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the subset of 351 adolescents from whom
we collected both questionnaires—190
who received the enhanced curriculum
and 161 who received MPM only. The
preintervention sample was equally di-
vided by gender (males, 52%; and females,
48%); the majority of adolescents were
white and non-Hispanic (85%). Students
lived in predominantly middle-class sub-
urban communities outside Rochester,
New York. No additional demographic
data were collected because of program-
matic constraints and a desire to reduce
the burden on respondents and the time
required to complete the survey. 

Three forms in addition to the survey
questionnaires were used to gather data:
an attendance form, which project staff
completed at each session; a homework
form, which students in the MPM-en-
hanced group were asked to fill out with
their parents after completing each as-
signment; and a form given to students
who did not return a homework form, to
document that the assignment had not
been completed. Linkages among data
sources, as well as participants’ confi-
dentiality, were facilitated by unique iden-
tification numbers staff assigned to each
student on the basis of classroom enroll-
ment data.

Homework forms included questions
regarding which lesson activities were
completed, the date of completion, and
what the student and parent separately
liked or disliked about the lesson. A space
was provided, if an activity was not com-
pleted, to explain why not. The bottom of
the form contained a line for both the par-
ent and the child to sign, verifying com-
pletion (or not) of each assignment.

Because of initial difficulties in retriev-
ing homework forms, incentives were 
provided for their completion. For each
form students returned, they were given
one ticket for a raffle at the end of the in-
tervention; prizes (e.g., a family pack of
four tickets to the movies or a video 
arcade) had been voted upon by each
class. Students who turned in forms could
also select one item from a “goodie box”
filled with candy bars, markers, key
chains, pens and stickers. Those who did
not turn in a signed homework form but
completed a form describing whether the
assignment was completed or the reason
for noncompletion were given a lesser 
incentive.

A total of 642 homework forms and
noncompletion forms were returned—
68% of the possible 950 (190 students for
each of five sessions). Of these, 492 indi-
cated that some portion of the assignment

were addressed. Students who felt un-
comfortable talking with their parents
were encouraged to complete the assign-
ments with a project staff member or an-
other adult. The remaining homework as-
signments were completed after each of
the first four classroom sessions so that the
last one could be reviewed on the final day
of class.

After each lesson, if time permitted, pro-
gram staff asked the students general
questions about the homework assign-
ment (e.g., whether they completed it and
liked the activities). Staff acknowledged
that the lessons generally left little time to
go into specifics about the homework ac-
tivities. Students were reminded at the
end of each session to complete at least
one activity in the next assignment before
the next class.

Study Design and Data Collection
The relative efficacy of the MPM curricu-
lum delivered with and without the five
parent-child homework assignments was
assessed by means of an experimental de-
sign in which study and comparison
groups in the same schools were exam-
ined before and after the intervention.
Once we had obtained administrative 
approval in three middle schools, we ran-
domly assigned (by quarter marking 
period within schools) 19 eighth-grade
health or family and consumer science
classrooms to receive either the curricu-
lum only or the curriculum plus the five
parent-child homework assignments dur-
ing the 1998–1999 school year. Because the
number of classrooms available in each
school was smaller than we would have
preferred, and we wished to maximize 
exposure to the parent-child homework
assignments, eight classrooms received
the curriculum only, and 11 received the
enhanced intervention.

One week prior to the intervention,
project staff introduced the study to stu-
dents, explained that it involved two sur-
veys, and stressed the confidential and
voluntary nature of students’ responses
and participation. Students completed
baseline surveys at this time. Postinter-
vention surveys were administered seven
weeks later, within one week following
completion of the MPM curriculum.

Survey questionnaires were collected
from 389 students at baseline and from 410
students immediately postintervention.
The analyses presented here include only

was completed, and 41 that the assign-
ment had not been completed; 109 forms
were unclear as to whether the assignment
had been completed.

The proportion of returned homework
forms was 78% for the first session, but it
declined steadily, to 58% for the last ses-
sion. Similarly, the proportion of students
who completed the homework assign-
ments was 65% for the first session, but it
declined for each session thereafter (to
38% for the final session). 

Measures
The independent variable in this study
was treatment condition (MPM-enhanced
vs. MPM only). Dependent variables were
multiple determinants of sexual onset,
characteristics of parent-child communi-
cation about sex and risk-related behav-
iors. The survey also asked about stu-
dents’ age, grade, race or ethnicity, and
average grades in school.*
•Knowledge. Two knowledge items that
may influence when young people initi-
ate sexual intercourse were assessed: stu-
dents’ perceptions of the effectiveness of
abstinence as a preventive method and of
the risks of pregnancy the first time one
has sexual intercourse.
•Sexual beliefs and attitudes. A variety of
measures assessing beliefs about sex and
perceptions of norms were grouped into
summary scales. Three scales are based on
items for which possible responses ranged
from one (indicating strong agreement) to
four (strong disagreement): overall sexu-
al beliefs (14 items; alpha=.78), personal
beliefs that support delaying sexual in-
tercourse (eight items; alpha=.77) and per-
ceived peer beliefs supporting such delay
(three items; alpha=.67). Three items in-
dependently measured perceptions that
substance use increases risk taking, that
adolescents who have had sexual inter-
course will expect it from their next part-
ner and that the media encourage ado-
lescent sex; possible responses ranged
from one (strongly agree) to four (strong-
ly disagree) for the first two items and
from one (strongly disagree) to four
(strongly agree) for the third. Adolescents’
perceptions of the number of males and
females in their school who had ever had
sexual intercourse (with response options
ranging from zero, indicating none, to
four, indicating almost all) were combined
into a summary scale (two items;
alpha=.88).
•Self-efficacy for refusal/avoidance. We asked
adolescents to rate how sure they were
that they could refuse or avoid hypothet-
ical situations involving peer or partner
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*Copies of the survey are available from Susan M. Blake,
The George Washington University Medical School,
School of Public Health and Health Services, 2175 K St.
NW, Suite 700, Washington, DC 20037.
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tried to get them into a
situation where sex
might occur) and three
situations that we cate-
gorized as “sexual” (i.e.,
they kissed or touched
someone sexually,
someone tried to have
intercourse with them
and they tried to have
intercourse with some-
one). Scales were devel-
oped to measure expo-
sure to the “potentially
sexual situations” (two
items; alpha=.77) and
the “sexual situations”
(three items; alpha=.71),
and overall exposure to
any situations (five
items; alpha=.84).
•Avoidance or refusal in
high-risk sexual situations.
We also assessed how
often adolescents who
were exposed to high-
risk situations refused to
engage in risky behav-
ior. Six variables indicate
what proportion of
times adolescents re-
fused risky behavior
overall (six items,
alpha=.89), in potential-
ly sexual situations (two
items; alpha=.69) and in
sexual situations (four
items; alpha=.87).
•Substance use and sexu-
al behaviors. Two vari-
ables were created from
one survey item to re-
flect lifetime and recent
alcohol use. Responses
for lifetime use were
coded from one (never
had alcohol) to seven (drank alcohol on
20–30 of the past 30 days); for recent use,
responses were coded from zero (no use
in the past 30 days) to five (drank on 20–30
of the past 30 days). Separate items as-
sessed whether adolescents had ever had
sexual intercourse, whether they had had
intercourse in the past three months, their
lifetime number of partners and the reg-
ularity with which they used condoms;
only the first two of these items were used
in this study because of the small number
of students who reported sexual inter-
course. One item assessed the number of
times that adolescents “went further, sex-
ually,” than they really wanted to in the
past three months.

pressure to drink alcohol, use drugs or en-
gage in sexual intercourse; possible re-
sponses ranged from one (very unsure) to
four (very sure). We constructed individ-
ual scales to reflect overall self-efficacy
(five items; alpha=.83) and self-efficacy re-
lated to substance use (two items; alpha=
.70) and sexual avoidance or refusal (three
items; alpha=.77).
•Behavioral intentions. We asked adoles-
cents to rate the likelihood that they would
have sex before finishing middle school
and before finishing high school; possible
responses ranged from one (no chance) to
four (already have). Using only respons-
es from sexually inexperienced students,
we combined these measures into a sum-
mary scale (two items; alpha=.84). Two ad-
ditional items, both rated on a five-point
scale ranging from one (definitely not) to
five (definitely would), were combined
into one scale (alpha=.87) measuring the
likelihood of sexual intercourse under spe-
cific circumstances—that is, “if you had
sexual feelings for someone you liked”
and “if someone you liked wanted to have
sex with you.”
•Parent-child communications. Adolescents
rated their comfort in talking with their
parents about sex on a scale ranging from
one (very uncomfortable) to four (very
comfortable). We assessed the frequency
of conversations in which parents ad-
dressed nine specific topics (how they ex-
pected their child to behave when it comes
to having sex; abstinence; developing pos-
itive relationships; body changes during
puberty; reasons to wait to have sex; and
ways to avoid sexual pressure situations,
to refuse sex, to avoid HIV and other
STDs, and to prevent pregnancy). Re-
sponses, ranging from zero (never) to
three (six or more), were combined into
five variables: a single item on communi-
cations about puberty and physiological
changes, and summary scales measuring
the overall frequency of communications
(nine items; alpha=.90) and the frequen-
cy of communications about sexual ex-
pectations (four items; alpha=.80), pre-
vention strategies (two items; alpha=.91)
and consequences of sexual intercourse
(two items; alpha=.83). Two items sepa-
rately measured the extent to which stu-
dents discussed with their parents what
they learned in class or worked on for a
homework assignment.*
•Sexual opportunities. Adolescents rated
how often in the previous three months
they were exposed to each of two situa-
tions that we classified as “potentially sex-
ual” (i.e., someone pressured them to
drink alcohol or use drugs, and someone

Data Analysis
Basic frequencies and means were calcu-
lated for each variable and summary scale
on the baseline and postintervention sur-
veys. Interitem correlation coefficients for
each scale were calculated from pretest
data, using Cronbach’s alpha. T-tests for
mean differences, kappa statistics and 
McNemar tests for nonindependent sam-
ples were used to assess changes in knowl-
edge, attitudes, intentions and practices
from baseline to postintervention.

*Although students in the MPM-only group did not re-
ceive homework assignments to complete with their par-
ents, they may have shared with their parents workbooks
or other materials that they received as part of their work
in class.

Table 1. Percentage of students reporting specific knowledge or
behaviors, or mean score (and standard deviation) for dependent
variables, at baseline and posttest surveys

Variable Baseline Posttest

Knowledge
Abstinence effectiveness (%) 69.7 86.9****
Pregnancy risk (%) 86.9 91.4

Sexual beliefs and attitudes
Overall beliefs supporting delay 42.3 (6.7) 43.3 (7.4)
Personally support delay 26.6 (4.6) 26.9 (4.9)
Friends/peers support delay 8.5 (2.3) 8.8 (2.4)*
Substance use increases risk-taking 2.1 (1.0) 2.0 (1.0)
Expect sex if had sex before 2.4 (0.9) 2.3 (1.0)
Media encourage adolescent sex 2.9 (1.0) 3.4 (0.9)***
Perceive fewer sexually active peers 1.1 (0.8) 1.1 (0.8)

Self-efficacy for refusal/avoidance
Overall 15.7 (4.1) 16.3 (3.9)
Substance refusal/avoidance 6.4 (1.8) 6.5 (1.8)
Sexual refusal/avoidance 9.4 (2.5) 9.8 (2.4)*

Behavioral intentions
Likely to have sex before finishing H.S. 0.6 (0.6) 0.5 (0.6)**
Likelihood of intercourse (if attracted to 

an individual) 2.3 (2.2) 2.1 (2.3)

Parent-child communications
Comfort communicating with parents about sex 2.5 (1.1) 2.6 (1.0)*
Frequency of communication about sex†

Overall 6.0 (5.9) 6.5 (6.3)
Puberty/physiological changes 0.7 (0.9) 0.7 (0.9)
Sexual expectations 2.9 (2.8) 3.2 (3.0)
Prevention strategies 1.0 (1.6) 1.3 (1.7)
Consequences of sexual intercourse 1.4 (1.8) 1.4 (1.8)

Frequency of discussions about class activities
Class lessons na 2.2 (1.0)
Homework assignments na 2.1 (1.2)

Sexual opportunities†
No. of potentially sexual situations 1.3 (1.9) 1.3 (1.8)
No. of sexual situations 1.6 (2.2) 1.5 (2.2)

Avoided/refused high-risk or sexual situations‡
Overall 72.4 (44.7) 77.8 (56.9)
Refused potentially sexual situations 74.0 (55.8) 63.9 (49.7)
Refused sexual situations 75.1 (51.7) 86.5 (64.6)

Substance use and sexual behaviors
Lifetime alcohol use 2.0 (1.2) 2.1 (1.5)
Recent alcohol use§ 0.4 (0.9) 0.5 (1.2)
Went further sexually than wanted to‡ 1.5 (0.7) 1.6 (0.6)
Ever had sexual intercourse (%) 5.7 6.4
Recent sexual intercourse (%)† 2.0 4.4

*p≤.05. **p≤.01. ***p≤.001. ****p≤.0001. †In the past three months. ‡Among those in these
situations in the past three months. §In the past 30 days. Note: na=not applicable.
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both instances, gender
was included as an inde-
pendent variable to de-
termine whether males
and females were equal-
ly likely to benefit. These
results are not presented
in this article, but may be
found elsewhere.20

We initially per-
formed standard statis-
tical tests using SAS
(data presented in ta-
bles), and then em-
ployed mixed-model
analyses using SAS
PROC MIXED statistical
software to address po-
tential clustering of ob-
servations. Because the
probability of a type I
error increases when the
unit of randomization
and intervention deliv-
ery is the classroom but
data analyzed are from
individual students, we
used mixed-model pro-
cedures to confirm these
results. For significant
findings, we also calcu-
lated the amount of vari-
ance in outcomes ex-
plained by group
membership. Finally,
analyses of covariance,
again controlling for the
baseline value of each
variable, were used to
determine whether ado-
lescents who completed
more homework assign-
ments and activities
were more likely to ben-
efit. Since students’ de-
mographic and baseline
characteristics may have
influenced their likeli-

hood of completing homework assign-
ments, we performed post-hoc compar-
isons, controlling for these factors, to
determine whether dose-response rela-
tionships remained significant.

Results
Baseline Comparisons
No baseline differences existed between
groups in race or ethnicity, age, sex or aca-
demic achievement. One-way analyses of
variance indicated that the MPM-en-
hanced group was significantly more like-
ly than the MPM-only group to believe
that substance use increases sexual risk

We employed two strategies to deter-
mine whether the assignments were effec-
tive. First, we used repeated-measures
analyses of variance to simultaneously as-
sess the effects of time (baseline vs. postin-
tervention) and treatment condition
(MPM-enhanced vs. MPM only). Second,
we conducted analyses of covariance to as-
sess differences after the intervention be-
tween the two treatment groups, and after
controlling for the baseline values of each
variable. Both analyses included all ado-
lescents from the MPM-enhanced group,
irrespective of whether they completed the
parent-child homework assignments. In

(2.2 vs. 2.0; p≤.05) and that the media in-
fluence adolescent sexual behavior (3.0 vs.
2.8; p≤.01); they also were more likely to
say that they had gone further than they
had wanted to sexually within the previ-
ous three months (1.6 vs. 1.1; p≤.01). Stu-
dents in the MPM-only group were more
likely than others to have been in high-risk
sexual situations in the past three months
(1.7 vs. 1.4; p≤.05), to report lifetime alco-
hol use (2.1 vs. 1.8; p≤.05) and to say that
they had used alcohol recently (0.5 vs. 0.3;
p≤.05). No other differences were found
between groups at baseline.

Overall Change
We compared values of the dependent
variables at baseline and postintervention
for both treatment groups combined
(Table 1, page 55). Adolescents were sig-
nificantly more likely to know of the ef-
fectiveness of abstinence as a prevention
strategy after the intervention (87%) than
before (70%), but their level of knowledge
about the risk of pregnancy at first sex did
not change; nevertheless, the proportion
who answered both knowledge items cor-
rectly rose from 63% to 80% (not shown).
The belief that peers and friends support
abstinence increased from baseline to the
second survey (8.5 vs. 8.8), as did the per-
ception that the media influence adoles-
cent sexual behavior (2.9 vs. 3.4).

The average score reflecting self-effi-
cacy for sexual refusal or avoidance rose
significantly from the baseline to the
postintervention survey (9.4 vs. 9.8), and
the score for intentions to have sex before
finishing high school declined (0.6 vs. 0.5).
Perceived comfort communicating with
parents about sex improved (2.5 vs. 2.6),
but the frequency of parent-child com-
munications about sex did not change sig-
nificantly. All other measures were simi-
lar at baseline and postintervention. These
results remained significant in the mixed-
model analyses.

Impact of the Enhanced Curriculum
In analyses controlling for baseline values,
adolescents in the MPM-enhanced group
did not differ from those in the MPM-only
group with respect to knowledge or most
attitudinal values immediately after the
intervention (Table 2). The one exception
is that those in the MPM-only group were
more likely than those who received 
the enhanced curriculum to agree that
adolescents who have had sexual inter-
course will always expect to have sex in
their next relationship (mean scores, 2.4
and 2.2, respectively). Students in the
MPM-enhanced group expressed signif-
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Table 2. Percentage of students reporting specific knowledge or
behaviors, or adjusted mean score (and standard error) for 
dependent variables, by intervention group, posttest survey

Variable MPM-only MPM- F
enhanced

Knowledge
Abstinence effectiveness (%) 87.2 (2.6) 84.6 (2.6) ns
Pregnancy risk (%) 91.8 (2.0) 92.9 (2.0) ns

Sexual beliefs and attitudes
Overall beliefs supporting delay 43.5 (0.40) 43.3 (0.37) ns
Personally support delay 26.9 (0.28) 27.1 (0.26) ns
Friends/peers support delay 8.8 (0.15) 9.0 (0.14) ns
Substance use increases risk-taking 2.1 (0.07) 1.9 (0.07) ns
Expect sex if had sex before 2.4 (0.07) 2.2 (0.06) 3.6*
Media encourage adolescent sex 3.4 (0.06) 3.3 (0.06) ns
Perceive fewer sexually active peers 1.1 (0.05) 1.1 (0.05) ns

Self-efficacy for refusal/avoidance
Overall 15.8 (0.24) 16.8 (0.22) 10.3**
Substance refusal/avoidance 6.2 (0.12) 6.8 (0.11) 10.7***
Sexual refusal/avoidance 9.6 (0.15) 10.2 (0.14) 7.5**

Behavioral intentions
Likely to have sex before finishing H.S. 0.5 (0.03) 0.4 (0.03) 8.3**
Likelihood of intercourse (if attracted

to an individual) 2.2 (0.12) 1.9 (0.11) ns

Parent-child communications
Comfort communicating with

parents about sex 2.6 (0.07) 2.7 (0.06) ns
Frequency of communication about sex†

Overall 5.8 (0.39) 7.2 (0.37) 6.9**
Puberty/physiological changes 0.7 (0.06) 0.7 (0.06) ns
Sexual expectations 3.0 (0.19) 3.4 (0.19) ns
Prevention strategies 1.0 (0.11) 1.6 (0.11) 13.3***
Consequences of sexual intercourse 1.1 (0.11) 1.6 (0.11) 8.0**

Frequency of discussions
about class activities

Class lessons 1.8 (0.08) 2.5 (0.08) 29.7****
Homework assignments 1.3 (0.08) 2.9 (0.07) 241.8****

Sexual opportunities†
No. of potentially sexual situations 1.3 (0.11) 1.3 (0.10) ns
No. of sexual situations 1.5 (0.13) 1.5 (0.12) ns

Avoided/refused high-risk or sexual situations‡
Overall 71.6 (4.0) 72.6 (4.3) ns
Refused potentially sexual situations 68.7 (5.4) 76.3 (5.6) ns
Refused sexual situations 73.9 (4.5) 70.4 (5.4) ns

Substance use and sexual behaviors
Lifetime alcohol use 2.2 (0.08) 1.9 (0.08) 5.4*
Recent alcohol use§ 0.6 (0.06) 0.4 (0.06) 4.2*
Went further sexually than wanted to‡ 1.5 (0.22) 1.7 (0.26) ns
Ever had sexual intercourse (%) 7.4 (1.6) 5.1 (1.5) ns
Recent sexual intercourse (%)† 4.5 (1.3) 3.2 (0.11) ns

*p≤.05. **p≤.01. ***p≤.001. ****p≤.0001. †In the past three months. ‡Among those in these
situations in the past three months. §In the past 30 days. Note: ns=not significant.
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ments, and 51% completed three or more;
19% completed no assignments. Each as-
signment included 3–5 activities (for a
total of 18 activities), but students and
their parents could choose which activi-
ties to complete; therefore, not all of the
activities were completed. Fifty-four per-
cent of students completed a total of three
or fewer activities, 41% completed 4–8 and
5% completed nine or more.

Using demographic information from
the survey questionnaires in conjunction
with information from the homework
completion forms, we found several se-
lection biases influencing the completion
of homework assignments. The propor-
tion of students who had completed no as-
signments was higher among black and
Hispanic adolescents than among non-
Hispanic whites (43% vs. 18%; p<.05), was
higher among males than among females
(27% vs. 9%; p<.01), and was higher
among adolescents who reported recent
sexual intercourse than among those who
did not (63% vs. 17%; p<.001). Students
who received mostly A’s in school were
less likely to have completed no assign-
ments than were those with lower grades
(6% vs. 28%; p<.001).

We conducted three sets of compari-
sons between the MPM-only and MPM-

icantly greater self-efficacy with 
regard to refusing or avoiding substance
use and sexual behavior (16.8 vs. 15.8
overall), and were less likely to intend to
have sex before completing high school
(0.4 vs. 0.5).

In the postintervention survey, the two
groups reported similar levels of comfort
in talking to their parents about sex. As we
expected, however, students in the MPM-
enhanced group reported more frequent
communication with their parents than
did adolescents who did not receive the
parent-child homework assignments
(overall means, 7.2 and 5.8, respectively).
This difference reflects more frequent com-
munications about prevention strategies
(1.6 vs. 1.0) and consequences of sexual in-
tercourse (1.6 vs. 1.1). In addition to hav-
ing completed the homework assign-
ments together, adolescents in the MPM-
enhanced group talked more often with
parents about the class lessons (2.5 vs. 1.8). 

Although the MPM-only group was
more likely to have been exposed to po-
tentially sexual or sexual situations at
baseline (not shown), the analyses con-
trolling for baseline differences revealed
no group differences after the intervention
in exposure to high-risk situations, refusal
when exposed to high-risk sexual situa-
tions, or lifetime or recent sexual inter-
course. However, students in the MPM-
enhanced group had significantly lower
scores than those in the MPM-only group
on lifetime alcohol use (1.9 vs. 2.2) and on
alcohol use in the previous three months
(0.4 vs. 0.6).

In the analyses controlling for the clus-
ter sampling design, all but two of the sig-
nificant findings reported above remained
significant: The belief that sexually expe-
rienced adolescents will expect sex in fu-
ture relationships and recent alcohol use
became marginally significant (p=.08). Al-
though the amount of variance explained
in the overall models was relatively high
in both the repeated-measures analyses
and the analyses of covariance (e.g., for
self-efficacy, at least 40%), the variance at-
tributable to differences between groups
was small (e.g., less than 5% for self-effi-
cacy, intentions and parent-child com-
munications), except with regard to hav-
ing talked to parents about class lessons
(9%) and completing homework assign-
ments together (45%).

Selection Biases and Dose Response
The majority of students in the MPM-
enhanced group completed at least one
parent-child homework assignment: Thir-
ty percent completed one or two assign-

enhanced groups to test the additive 
effects of having completed increasing
numbers of homework assignments or 
activities: one according to whether any
homework activities were completed, one
according to the number of homework 
activities completed (three or fewer vs.
four or more) and one according to the
number of assignments completed (0–1 vs.
2–3 vs. 4–5).

Results of these analyses indicate that
compared with adolescents in the MPM-
only group, those in the MPM-enhanced
group who completed any of the home-
work assignments reported significantly
lower intentions to become sexually 
active, greater self-efficacy to refuse sub-
stances and sexual intercourse, less alco-
hol use in the past 30 days, and a greater
overall frequency of parent-child com-
munications about sex and discussions re-
lated to the MPM classroom lessons (Table
3). Furthermore, within the enhanced 
intervention group, the frequency of com-
munications in general, and communica-
tions related to sexual expectations more
specifically, was significantly higher
among students who completed any
homework assignments than among those
who completed none. No differences in
exposure to potentially sexual situations

Table 3. Percentage of students reporting specific knowledge or behaviors, or mean score for
dependent variables, by whether any homework activities were completed

Variable All students MPM-only Homework completed Pairwise Overall
(N=351) (N=161) compari- signifi-

None Any son cance
(N=36) (N=154)

Self-efficacy for refusal/avoidance
Overall 16.3 15.8 16.5 17.0 a*** .05
Substance refusal/avoidance 6.5 6.2 6.4 6.9 a*** .001 
Sexual refusal/avoidance 9.9 9.6 10.1 10.2 a** .05 

Behavioral intentions
Likely to have sex before

finishing high school 0.5 0.5 0.3 0.4 a,** b* .01 

Parent-child communications
Overall frequency† 6.5 5.8 5.2 7.4 a**, c* .01
Puberty/physiological changes† 0.7 0.7 0.6 0.7 ns
Sexual expectations† 3.2 3.0 2.0 3.6 a*, c** .01
Prevention strategies† 1.3 1.0 1.1 1.6 a*** .001
Consequences of

sexual intercourse† 1.4 1.1 1.4 1.6 a** .05
Frequency of discussions

about class activities
Class lessons 2.2 1.8 1.4 2.6 a***, c*** .0001
Homework assignments 2.1 1.3 1.5 3.2 a***, c*** .0001

Substance use and sexual behaviors
Lifetime alcohol use 2.0 2.2 2.1 1.8 a** .01
Recent alcohol use‡ 0.5 0.6 0.6 0.4 a** .05
Went further sexually than

wanted to go§ 1.6 1.5 3.1 1.3 b**, c*** .01
Ever had sexual intercourse (%) 6.4 7.0 14.3 4.0 ns
Recent sexual intercourse (%)† 4.4 4.4 14.3 2.0 b*, c** .001

* p≤.05. ** p≤.01. *** p≤.001. **** p≤.0001. †In the past three months. ‡In the past 30 days. §Among adolescents in this situation in the
past three months. Notes: The “overall significance” column refers to general tests of differences between groups, whereas the “pair-
wise comparison” column provides the precise location of differences between groups. a=MPM-only vs. any homework; b=MPM-only
vs. did no homework; c=did no homework vs. did any homework. ns=nonsignificant.

76



tent that adolescents in the intervention
group who completed more of the home-
work assignments evidenced the greatest
benefits. Thus, results presented in this ar-
ticle were quite positive and support the
potential for parent-child homework in-
terventions to have an additive effect on
school-based prevention curricula.

Social learning theory and social cog-
nitive theory posit that learning occurs
through observations, personal and vi-
carious experiences, and interactions with
the surrounding environment.21 Behav-
ioral consequences and feedback from the
surrounding social and physical envi-
ronment, and the way an individual in-
terprets these consequences and feedback,
determine future action. Over time, per-
formance standards and moral codes be-
come internalized through self-observa-
tion, assessment and reinforcement from
oneself and others.

In this study, parents facilitated the
adoption and internalization, at least on
a short-term basis, of values, beliefs and
behaviors that might prevent future high-
risk sexual activity. The increase in parent-
child communications we observed was
consistent with findings from previous in-
terventions.22 And improvements in self-
efficacy were consistent with at least one
other parent-child homework intervention
related to sexuality (out of three) report-
ed in the literature that measured student
outcomes.23 The finding that adolescents
who completed assignments with their
parents had stronger intentions than oth-
ers of remaining abstinent has not been
previously reported. Given that im-
provements were observed on three the-
oretically and empirically derived deter-
minants of behavior (i.e., parental
communications about sex, self-efficacy
for refusal and avoidance, and behavioral
intentions to abstain from sex), this ap-
proach seems to have the potential for a
longer-term impact on sexual behavior,
since each of these factors is a fairly reli-
able predictor of the probability of sexu-
al and other high-risk behaviors.24

Several findings, however, were less
supportive of the efficacy of this approach.
Most important, the dose-response rela-
tionships we observed were primarily be-
tween adolescents assigned to the parent-
child homework intervention and those
who were not. We did not observe in-
creases in personal beliefs supporting ab-
stinence (which other authors have found
to be directly associated with sexual in-
tentions) and consequent sexual behav-
ior.25 We suspect this may be partially re-
lated to the content of the belief items
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Table 4. Percentage of students reporting specific knowledge or behaviors, or mean score for
dependent variables, by number of homework activities completed

Variable All students MPM-only Activities completed Pairwise Overall
(N=351) (N=161) comparison signifi-

≤3 ≥4 cance
(N=102) (N=88)

Self-efficacy for refusal/avoidance
Overall 16.3 15.8 16.7 16.9 a***, b** .001
Substance refusal/avoidance 6.5 6.2 6.6 7.0 b*** .001
Sexual refusal/avoidance 9.9 9.6 10.3 10.0 a* .01

Behavioral intentions
Likely to have sex before

finishing high school 0.5 0.5 0.4 0.4 b*** .004 

Parent-child communications
Overall frequency† 6.5 5.8 6.7 7.4 b* .05
Puberty/physiological changes† 0.7 0.7 0.7 0.7 ns
Sexual expectations† 3.2 3.0 3.2 3.4 ns
Prevention strategies† 1.3 1.0 1.4 1.7 a*, b*** .001
Consequences of sexual

intercourse† 1.4 1.1 1.5 1.7 b** .05
Frequency of discussions

about class activities
Class lessons 2.2 1.8 2.2 2.7 a**, b***, c** .0001
Homework assignments 2.1 1.3 2.4 3.5 a***, b**, c*** .0001

Substance use and sexual behaviors
Lifetime alcohol use 2.0 2.2 2.0 1.8 b*** .01
Recent alcohol use‡ 0.5 0.6 0.5 0.4 ns
Went further sexually than

wanted to go§ 1.6 1.5 2.2 0.8 c** .05
Ever had sexual intercourse (%) 6.4 7.0 7.1 4.6 ns
Recent sexual intercourse (%)† 4.4 4.4 7.1 1.1 ns

* p≤.05. ** p≤.01. *** p≤.001. **** p≤.0001. †In the past three months.‡In the past 30 days. §Among adolescents in this situation in the
past three months. Notes: The “overall significance” column refers to general tests of differences between groups, whereas the “pair-
wise comparison” column provides the precise location of differences between groups. a=MPM-only vs. ≤3 homework activities; b=MPM-
only vs. ≥4 homework activities; c=≤3 vs. ≥4 homework activities.

or refusal within these situations were
found (not shown).

Similar patterns were found in analy-
ses of the number of activities and the
number of assignments completed (Tables
4 and 5). Compared with adolescents in
the MPM-only group, adolescents who
completed more homework activities or
assignments reported significantly lower
intentions to become sexually active,
greater self-efficacy to refuse or avoid risk
behaviors, less lifetime alcohol use, more
parent-child communications overall and
more discussions related to the MPM
classroom lessons. Within the MPM-en-
hanced group, incremental differences be-
tween various levels of homework com-
pletion were in the right direction on
many variables, but comparisons reached
statistical significance on only two vari-
ables: Students who completed fewer
homework activities or assignments were
less likely than those who completed more
to say that they talked with their parents
about the lessons and were more likely to
say that they went further than they want-
ed to sexually.

Post-hoc analyses of these same dosage
variables, controlling for selection biases
in homework completion, yielded simi-
lar results. For most comparisons, signif-

icance levels remained the same or in-
creased to include additional pairwise
comparisons as significant. Only one re-
sult became nonsignificant: the intention
to have sex before completing high school.

Discussion
Parent-child homework activities de-
signed to increase communications and
reinforce standard school-based preg-
nancy, HIV and STD prevention curricu-
la can enhance prevention effects among
children. In our assessment of the relative
effectiveness of a standard abstinence-
only curriculum, with or without the ad-
dition of parent-child homework assign-
ments, we have gone beyond previous
work by attempting to look at the impact
of a parent-child intervention on theory-
based factors empirically found to influ-
ence adolescent sexual behavior. 

Although changes from baseline to im-
mediately after the intervention were ev-
ident among all adolescents, these changes
were most likely to occur among those
who received the parent-child homework
assignments. In all significant compar-
isons, the direction of the findings favored
adolescents who received the enhanced
curriculum. The results were supported
by the dose-response analyses to the ex-
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nificance of these findings must be con-
sidered. While the amount of variance ex-
plained by the overall model for any given
outcome was high, the variance attribut-
able to differences between groups was
rather small except in relation to having
discussed class lessons or completed
homework assignments. And although
successful parent-child homework inter-
ventions have been reported in relation to
other health risk behaviors, such as sub-
stance use,28 questions have been raised
about the extent to which homework as-
signments are powerful enough to change
later behaviors.29 Further, since our study
involved a population of primarily sub-
urban adolescents, the generalizability of
the findings to more diverse, ethnic pop-
ulations in urban areas is limited.

In addition, self-selection biases were
clearly operative within the parent-child
homework intervention condition, in that
not all students completed all of the home-
work assignments, and those who did
may have been at lower risk. These bias-
es in many ways parallel those found in
another study, in which parents who did
not complete homework assignments

included on our survey and the messages
being communicated in class. Many ado-
lescents participating in postintervention
focus groups had difficulty with the “ab-
stinence until marriage” message in the
MPM curriculum, and several items en-
dorsing this message were included in the
summary scales.

Additionally, intentions to remain ab-
stinent were observed only on global, as
opposed to situation-specific, items. For
example, intentions to have sex before fin-
ishing high school were lower among stu-
dents who received the parent-child
homework assignments than among those
who participated only in the classroom
work. However, no differences were
found on items reflecting the likelihood
of having sex with someone the adoles-
cents “really liked.” Indeed, several of the
belief items also included conditional
statements such as “I believe it’s OK for
people my age to have sex with a serious
boyfriend or girlfriend.” Thus, it appears
that younger adolescents may already be
making conditional and contextual deci-
sions that could affect later sexual behav-
ior; in principle, they want or intend to 
remain abstinent, but under certain con-
ditions or circumstances, they may 
become sexually active. This may be 
another reason why we did not see an 
increase in beliefs supporting sexual delay,
and it raises questions regarding when 
in a youth’s development it is most 
appropriate to initiate discussions about
contraception.

Finally, we did not find any differences
between groups in recent sexual behav-
iors, most likely because of the timing of
the postintervention assessment (imme-
diately after the intervention), the low
prevalence of sexual behavior among
younger adolescents and the fact that
changes in sexual onset or behavior can
take as long as 18 months to demon-
strate.26 Only 6% of study participants had
ever had sexual intercourse, and only 4%
had done so within the previous three
months. It remains to be seen, therefore,
whether this type of intervention will have
an impact on longer-term sexual behav-
iors or sexual onset. 

Our study has several limitations, the
most significant of which was the lack of
a longer-term follow-up to determine
whether the observed differences are sus-
tained and whether assignment to the par-
ent-child homework condition influenced
sexual onset or behavior. Second, although
our findings were confirmed in the analy-
ses that adjusted for cluster effects due to
classroom sampling,27 the practical sig-

with their child perceived their child to be
at greater risk, were less certain whether
their child was having sex, perceived sig-
nificantly more barriers to communication
and reported less self-efficacy related to
parent-adolescent communication about
sexual matters than parents with greater
involvement.30 Furthermore, since we en-
countered difficulties in collecting home-
work forms in later sessions, we may have
underestimated the proportion of students
who completed assignments, as well as
the amount of discussion that occurred at
home. Clearly, improvements can be made
to intervention implementation and data
collection to ensure that more time in each
class is spent discussing and reinforcing
parent-child communications and pro-
moting completion of homework assign-
ments by all students.

Nonetheless, the results were promis-
ing. Homework assignments designed to
enhance parent-child communications
and support a school-based prevention
curriculum appeared to have an immedi-
ate impact on several key determinants of
sexual behavior among middle school
adolescents. Parent-child communica-

Table 5. Percentage of students reporting specific knowledge or behaviors, or mean score for
dependent variables, by number of homework assignments completed

Variable All MPM- No. of assignments Pairwise Overall
students only completed comparison signifi-
(N=351) (N=161) cance

0–1 2–3 4–5
(N= (N= (N=
69) 44) 77)

Self-efficacy for refusal/avoidance
Overall 16.3 15.8 16.9 16.6 17.0 a*, b** .01
Substance refusal/ avoidance 6.5 6.2 6.7 6.5 7.0 a*, b*** .001
Sexual refusal/ avoidance 9.9 9.6 10.4 10.1 10.0 ns

Behavioral intentions
Likely to have sex before

finishing high school 0.5 0.5 0.4 0.4 0.4 b*** .01

Parent-child communications
Overall frequency† 6.5 5.8 6.0 7.6 7.4 b*, c* .05
Puberty/physiological changes† 0.7 0.7 0.7 0.7 0.7 ns
Sexual expectations† 3.2 3.0 2.7 3.8 3.5 ns
Prevention strategies† 1.3 1.0 1.3 1.6 1.7 b***, c* .01
Consequences of sexual

intercourse† 1.4 1.1 1.5 1.6 1.6 ns
Frequency of discussions about

class activities
Class lessons 2.2 1.8 2.0 2.6 2.7 b***, c***, .0001

d**, e***
Homework assignments 2.1 1.3 2.1 3.0 3.5 a***, b***, c***, .0001

d***, e***, f**

Substance use and sexual behaviors
Lifetime alcohol use 2.0 2.2 1.9 2.1 1.8 a*, b** .05
Recent alcohol use‡ 0.5 0.6 0.4 0.6 0.3 ns
Went further sexually than

wanted to go§ 1.6 1.5 2.8 1.0 0.9 a**, d**, e*** .01
Ever had sexual intercourse (%) 6.4 7.0 10.6 2.3 3.9 ns
Recent sexual intercourse (%)† 4.4 4.4 10.6 0.0 1.3 d*, e* .05

* p≤.05. ** p≤.01. *** p≤.001. **** p≤.0001. †In the past three months.‡In the past 30 days. §Among adolescents in this situation in the
past three months. Notes: The “overall significance” column refers to general tests of differences between groups, whereas the “pair-
wise comparison” column provides the precise location of differences between groups. a=MPM-only vs. 0–1; b=MPM-only vs. 4–5;
c=MPM-only vs. 2–3; d=0–1 vs. 2–3; e=0–1 vs. 4–5; f=2–3 vs. 4–5. ns=nonsignificant.
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Homework Assignment 3
The third assignment was designed to increase un-
derstanding of media pressures and why some
preteenagers and teenagers become sexually ac-
tive, and to identify ways to handle internal pres-
sures. In activity 1, “Messages in the Media,” par-
ents and children review and discuss
advertisement portrayals of men and women, and
how these advertisements directly or indirectly
promote sexual activity. In activity 2, parents and
children individually review a list of “Reasons for
Having Sex” and check off the ones that they think
motivate adolescents to become sexually active;
they then compare the top three on their lists. In
activity 3, parents and children explore “Ways to
Handle Internal Pressures” to have sex that teen-
agers face (e.g., having sexual feelings and desires,
wanting to belong and fearing that someone will
leave you).

Homework Assignment 4
The fourth assignment was designed to increase
adolescents’ skills in resisting peer pressures to
become sexually active. Activity 1, “What Are My
Strengths?” was designed to help students build
self-esteem and increase their ability to resist peer
pressures. Parents and children complete sepa-
rate worksheets containing questions about per-
sonal and interpersonal strengths, positive qual-
ities, goals for the future and at least one
“pressure” situation that they handled positive-
ly. Parents and children share their answers and
discuss similarities and differences. In activity 2,
children answer a series of questions designed to
identify the qualities they look for when “Choos-
ing Best Friends.” Their answers are discussed
with parents. In activity 3, “Resisting Peer Pres-
sures,” parents and children select two out of five
hypothetical role-play scenarios to enact togeth-
er. They read the scenario, complete a worksheet,
select a role, role-play the situation, and provide
feedback to one another about successes and areas
for improvement. During each role-play, they are
instructed to strive for the following goals: resist
pressure, feel good about yourself, feel accepted
by the other person and feel in control of the sit-
uation. In activity 4, “Dealing with Peer Pressures
to Have Sex,” parents and children identify
sources of peer pressure, the types of pressure re-
ceived and how to respond effectively to these
pressures.

Homework Assignment 5
The fifth assignment was designed to increase
adolescents’ skills in being able to resist dates’ or
partners’ pressures to become sexually active. Ac-
tivity 1, “Dating—Deciding Who You Will Go Out
With,” was designed to help students identify the
expectations they have of dating relationships
(e.g., what kind of person they would like to go
out with, how they would like to be treated, “red
flags” to look out for and how to handle pres-
sures). Parents and children answer questions sep-
arately and then discuss the similarities and dif-
ferences in their answers. In activity 2, “Dealing
with Pressures to Have Sex,” students identify the
types of dating partners who might put the great-
est pressure on them to have sex (e.g., someone
they are attracted to, they have just started dat-
ing or have been dating a long time), “pressure
lines” they might hear, how they could respond
and what the expected outcomes of responding
in that way might be. In activity 3, “Resisting Dat-
ing Pressures,” parents and students select the
types of dates that would put the greatest pres-
sure on them, and choose two of 10 correspond-

tions, self-efficacy, substance use and in-
tentions to remain abstinent were im-
proved. The most crucial question that our
study leaves unanswered is the extent to
which the changes that we observed im-
mediately postintervention will produce
longer-term changes in sexual onset and
behavior. Randomized intervention trials
to assess both the process and the out-
comes of improved parent-child inter-
ventions are an important next step. Re-
search on parent-child involvement in
prevention interventions is still in its in-
fancy. We are optimistic, however, that by
conducting research along these lines, it
may be possible to make a significant con-
tribution to the prevention of HIV, STDs
and pregnancy among adolescents.

Appendix
Homework Assignment 1
The first assignment was designed to break the
ice. Parents were asked to complete this assign-
ment with their child prior to the first classroom
MPM session. Activity 1 focuses on establishing
and making a commitment to the “Ground Rules
for Conversation.” Parents and their children re-
view these ground rules for open communication
together, and then sign a commitment sheet,
agreeing to follow the rules for the remainder of
the sessions. The next two activities aim to help
parents and children practice discussing sensitive
or personal issues before specifically discussing
issues related to sex, sexuality, HIV, STD or preg-
nancy prevention. In activity 2, parents and chil-
dren review a “Stages of Life” chart, which de-
scribes issues and challenges that arise at various
developmental stages (childhood, adolescence
and adulthood). Parents and children take turns
discussing how these issues and experiences af-
fect them personally. During activity 3, “Make a
Wish,” parents and children separately answer a
series of worksheet questions about what they
would like to do and be, how they want to be per-
ceived, and what they wish for themselves and
each other. They then share their responses.

Homework Assignment 2
The second assignment was designed to reinforce
information covered in the first classroom MPM
session. In activity 1, “Interview of Parent,” chil-
dren interview their parents to find out what life
was like when they grew up, whether teenagers
were sexually active, whom they talked to about
sex, why teenagers delayed or initiated sexual ac-
tivity, etc. In activity 2, students pick from a list
some of the “Reasons to Wait to Have Sex” that
their friends might choose, and explain why they
think their friends feel that way. In activity 3, par-
ents have an opportunity to explain why they
would like their child to wait to have sex. In ac-
tivity 4, parents and children together complete
a worksheet on “Myths and Facts” about HIV,
STD and pregnancy risks, and then review their
answers against the correct answers. In activity
5, parents and their children look through maga-
zines together to try to identify “Messages in the
Media” that promote sexual activity among ado-
lescents. Students are asked to bring copies of
media advertisements to the next MPM class.

ing role-play scenarios to enact together. Before
each role-play, parents and students read the sce-
nario out loud, answer a series of questions about
the situation together, pick roles and then role-play
the situation to achieve the following goals: resist
pressure, feel good about yourself, feel accepted
by the other person and feel in control of the sit-
uation. After each role-play scenario, parents and
students give each other feedback on their
thoughts and feelings during the role-play.
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As I stood outside the hospital nursery
after the birth of my daughter, a little girl
and her brother, both about 10 years old,
were excitedly peering through the win-
dow at the new addition to their family.
Turning to her father, the little girl asked,
“Daddy, how can you tell if the baby is a
girl or a boy?” The father, looking a bit flus-
tered, stammered slightly and answered,
“Girls have pink blankets, and boys have
blue blankets.” His son immediately
replied, “What happens if the blankets get
switched?” The father, giving me an exas-
perated look, led the children away.

Most parents realize the importance of
educating their children about sexuality,
but, as this story illustrates, many of them
find themselves unable to address the sub-
ject comfortably. They want to be helpful
but are unsure what, when or how to dis-
cuss sexual issues. Some believe they don’t
know enough, feel embarrassed or are not
clear about their own sexual values and
attitudes. In addition to their own dis-
comfort, many are concerned about how
their children will feel about discussing
sex with them. 

Whether or not they have explicit dis-
cussions with their children, parents trans-
mit their attitudes and values about sex-
uality to them. From the moment of birth,
children observe and learn from their par-
ents’ behavior in everyday life. For ex-
ample, parents who express affection for
each other are, in effect, modeling the open
expression of love. The way parents an-
swer questions and discuss issues related
to sexuality also conveys a great deal. Do
they hesitate, act uncomfortable or avoid
the subject entirely? Parents who are un-
willing or unable to discuss this important
and sensitive part of life with their chil-
dren present sexuality as a negative and
a taboo rather than as a natural part of
being human. No sexuality education is
sexuality education, and the message re-
ceived from this education may be a neg-
ative one. 

If young children receive a negative
message about sexuality from their par-
ents, they will be highly unlikely to turn
to their parents to discuss sexual matters
as they get older. On the other hand, pos-
itive communication about sexual infor-
mation, feelings, attitudes, values and be-
havior when children are young often
leads to ongoing discussions as they ma-

ture. Establishing an environment con-
ducive to open and comfortable commu-
nication is therefore extremely important.

Children’s curiosity about sexuality is
a normal part of growing up. Today’s
media—computers, books, radio, televi-
sion, magazines, movies, music, videos
and advertising—stimulate this curiosi-
ty further. Refusing to discuss sexuality—
and thus stifling children’s developmen-
tal need to learn and understand—can
result in fear and embarrassment. These
feelings, in turn, may lead to ignorance
and misconceptions if children lack accu-
rate information or seek information from
inappropriate sources. 

Although it may become more difficult
to open lines of communication as chil-
dren enter their teens, it is never too late
to try. Professionals working with parents
to improve their ability to educate their
children about sexuality should empha-
size the following messages:
•Be askable. Askable parents generally un-
derstand what a child is developmental-
ly capable of understanding, have a sense
of humor and are good listeners. Such par-
ents raise “asking” children. Children who
have been encouraged to communicate
openly with their parents are much more
likely to ask their parents what they want
and need to know, leading to “teachable
moments.” When children initiate a dis-
cussion, they are often more receptive than
they are when the parent addresses a topic
simply because the parent believes the
child “needs to know.” 

It is not always wise, however, to wait
until children exhibit interest in sexuali-
ty. They may never ask or comment. There
are numerous issues and topics that may
need to be discussed prior to a child’s ask-
ing. Parents must judge their children’s
readiness and needs for information about
sexuality just as they would if the topic
were arithmetic or reading, and when ap-
propriate initiate a conversation.
•Be accepting—an important part of being
askable. An accepting parent does not con-
vey a negative attitude or exhibit negative
behavior when a child’s natural curiosity
leads to a question or comment. They con-
vey the impression that all questions are
good ones and all comments can be dis-
cussed. 
•Discuss issues and answer questions
simply: Parents often “overanswer” ques-
tions because they interpret them as much
more complex and profound than they ac-
tually are. Parents should make every ef-
fort to try to understand questions and
comments by repeating them and clari-

fying any words or phrases that are sub-
jective and open to misinterpretation
(“sex,” for example). It is best to answer
questions and discuss issues as factually,
clearly and concisely as possible. After dis-
cussion, it is helpful to determine if a child
is satisfied with the answer or comment.
If not, repetition and additional clarifica-
tion may be necessary. 

Frequently, parents are concerned that
their children will not understand and as
a result do not respond to a comment or
question. When a response is too complex
and technical—whether the subject is sex-
uality, arithmetic or photography—the
child simply will not understand it, but
will not be harmed.
•Discuss issues and answer questions
honestly. Because of embarrassment or a
lack of knowledge, many parents find it
difficult to answer questions about sexu-
ality or discuss sexual issues honestly. Un-
fortunately, many of us have been condi-
tioned to believe that we must be experts
and are reluctant to admit that we are not.
When parents do not know an answer or
are not sure how to comment, they can
simply say, “I don’t know,” “I’m not sure”
or “Let me think about it.” Then they can
seek the appropriate response, perhaps
with the help of the child. Exploring books
or Internet sites together, for example, is
an excellent way to promote dialogue. It
is most important that parents not use eva-
sive tactics in an effort to convince their
children that they are all-knowing. Eva-
siveness conveys a negative message
about sexuality and diminishes trust.

Parents do not realize that most ques-
tions and comments about “sex,” prior to
the age of 10 or 11, are primarily about bi-
ology. Basic and simple information about
anatomy and physiology is usually all that
is necessary. If children were curious about
the workings of the knee or heart, most
parents would attempt to discuss it or re-
search the information for discussion. This
should also apply to the anatomy and
physiology of sexuality. Questions and
discussions that focus on values give par-
ents the opportunity to express their be-
liefs and guide their children in what they
deem to be the appropriate direction. It is
unlikely that these opportunities will pre-
sent themselves if the lines of communi-
cation have not been opened by discus-
sions about simpler factual information.
If parents realize that conversations about
sexuality are basically about love, rela-

No Sexuality Education Is
Sexuality Education
By Stanley Snegroff
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tionships and biology, they will probably
feel much less threatened and will wel-
come opportunities to communicate.

Programs sponsored by local schools,
civic organizations or religious groups can
help narrow the communication gap that
exists between parents and their children
concerning human sexuality.1 For exam-
ple, an after-school program for 10–12-
year-olds, together with their parents, on
a topic such as puberty can be very effec-
tive. Led by a sexuality educator or a
health educator trained in sexuality edu-
cation, these sessions can open lines of
communication that can last a lifetime. Par-
ticipants may compile lists of anonymous
questions to be answered by the group,
solve problems posed in case studies and
engage in role-playing exercises. As they
work in teams throughout the program,
parents and children learn that they are
able to discuss sexual issues simply and
honestly in a climate of acceptance.
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cating to a partner a desire to use condoms
was associated with increased condom
use, and the ability to communicate with
prospective partners about their sexual
history was associated with having fewer
partners.9 Thus, encouraging adolescents
to communicate with prospective partners
about sex is potentially an effective strat-
egy for preventing STDs, including HIV,
and teenage pregnancy.

Although talking about sex is an im-
portant behavior, it is not a simple one. De-
spite the pervasiveness of sex in the Amer-
ican media, open discussions about the
topic are made difficult by sociocultural
taboos and by the “secrecy” surrounding
it.10 Norms that prohibit openness can hin-
der discussions about sexual behavior and
can be obstacles to sexuality education
and the dissemination of information
about sex.11 The difficulty and discomfort
many Americans experience when dis-
cussing sexual behavior is illustrated by
results from a nationwide survey indi-
cating that 20–25% of married and un-
married adults have no knowledge of
their partner’s sexual history.12

The intimate discussions necessary to
obtain information about a partner’s sex-
ual history and to negotiate safer sex may
be particularly difficult for teenagers, who
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Teenage Partners’ Communication About 
Sexual Risk and Condom Use: The Importance 
Of Parent-Teenager Discussions
By Daniel J. Whitaker, Kim S. Miller, David C. May and Martin L. Levin

Communicating with a sex partner
is an important self-protective
health behavior. It can help one to

learn about a partner’s prior sexual be-
havior and level of risk, information that
will presumably lead to safer sexual be-
haviors (e.g., abstaining from sex with
high-risk partners and using a condom).
Without information about a partner’s
past sexual behavior, people must judge
the safety of a sexual encounter on other,
less valid indicators, such as the partner’s
personality traits,1 appearance2 or social
group membership.3

Communication about sex as a means
to promote safer sex is especially impor-
tant for adolescents. By age 19, 86% of
males and 75% of females have initiated
intercourse, and about a quarter have had
four or more sexual partners.4 However,
only 57% of teenagers report having used
a condom during their most recent sexu-
al intercourse.5 As a result, each year, about
three million adolescents acquire a sexu-
ally transmitted disease (STD),6 and 16%
of women aged 15–19 become pregnant.7

Several researchers have reported a pos-
itive association between communication
about sex and safer sexual behaviors
among adolescents.8 For example, in one
study of adolescent women, communi-

have relatively little experience with such
discussions. Few data are available about
the determinants of adolescent partners’
communication about sex. Likely factors
include perceived norms for discussing
sex, the perceived risk level of one’s sex
partner, the teenager’s knowledge about
sex, and the teenager’s comfort and skill
in discussing sex. All of these factors may
be influenced by what teenagers’ parents
have communicated to them about sex.
For instance, one study found that teen-
agers who had discussed general sexual-
ity issues with a parent were more com-
fortable communicating with a partner
than were their peers who had not, but
teenagers who had discussed AIDS-re-
lated issues with a parent were less com-
fortable than others about communicat-
ing with a partner.13

In addition to what parents say, the way
in which they say it can influence teen-
agers’ behavior. For example, a discussion
that consists solely of a parent’s demand-
ing that a child refrain from having sex may
send a message that everything about sex
is to be avoided, and may thus suppress the
teenager’s desire to discuss sex with a part-
ner. By contrast, a discussion in which a
parent openly talks about sexuality and in-
vites the child to ask questions is likely to
reduce the adolescent’s discomfort with
discussing sex with a partner and to in-
crease the chances that the adolescent will
do so. Although studies of parent-teenager
discussions about sex have assessed the
content of the discussions,14 parents’ atti-
tudes about sex15 and the timing of the dis-
cussions,16 few have examined the joint im-
pact of the content and process of
parent-teenager discussions.17

In the research described in this article,
we examined how teenagers’ communi-
cation with their sex partners and their
condom use are affected by three factors

Volume 31, Number 3, May/June 1999

Context: Teenagers’ communication with their partners about sex and their use of condoms
may be influenced by the discussions teenagers have with their parents about sex. However, lit-
tle is known about the process of parent-teenager communication on this topic. Understanding
both what parents discuss with their children and how they discuss it may lead to a greater un-
derstanding of teenagers’ sexual behavior.

Methods: Interviews were conducted with 372 sexually active black and Hispanic youth aged
14–17 from Alabama, New York and Puerto Rico. Regression analyses were used to examine
parent-teenager discussions about sexuality and about sexual risk, and parental communica-
tion skills as predictors of teenagers’ discussions about sexual risk with a partner and teenagers’
condom use.

Results: Parent-teenager discussions about sexuality and sexual risk were associated with an
increased likelihood of teenager-partner discussions about sexual risk and of teenagers’ con-
dom use, but only if parents were open, skilled and comfortable in having those discussions.
Teenagers’ communication with their partner about sexual risk also was associated with greater
condom use, but the relationship between parent-teenager communication and teenagers’ con-
dom use was independent of this association.

Conclusions: The influence on teenagers of parent-teenager discussions about sexuality and
sexual risk depends on both what parents say and how they say it. Programs that foster parent-
teenager communication about sexuality and sexual risk must emphasize both of these aspects.

Family Planning Perspectives, 1999, 31(3):117–121
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screening information, 1,124 were eligible,
and 982 (87% of eligible pairs) were inter-
viewed. The final sample included a few
teenagers who had turned 17 between
their initial screening and interview.

Face-to-face interviews were conduct-
ed separately with the mother and the
adolescent by an interviewer of the same
ethnicity and gender as the teenager.
Mothers were interviewed first whenev-
er possible (91% of the time), to ease the
adolescents’ concerns that their respons-
es would be discussed with their mother.
Mothers were paid $45 for their partici-
pation, and adolescents were paid $25.
Analyses of data collected during the in-
terviews revealed that 75 pairs did not
meet eligibility requirements; the final
study sample consisted of the remaining
907 adolescent-mother pairs.

Our analyses are restricted to the 372
pairs in which the adolescent reported
having engaged in penile-vaginal inter-
course at least once. On average, these
teenagers had first had intercourse at age
13.7 and had had 3.9 partners.

Measures
The analyses involved five measures:
indices of sexuality discussions, risk dis-
cussions, responsiveness and partner
communication (constructed using factor
analysis), and single-item measures of
condom use. Because our focus is teen-
agers’ behavior, we took all measures of
parent-teenager communication from the
adolescents’ reports rather than the moth-
ers’. Adolescents’ and mothers’ reports
were significantly but not highly corre-
lated (r=.54 for sexuality discussions, r=.26
for risk discussions and r=.28 for respon-
siveness).
•Sexuality and risk discussions. Adolescents
reported whether they had ever discussed
with their mother any of 11 topics related
to sexuality. A principal-components
analysis divided these into two factors:
Sexuality discussions comprised seven
topics (when to start having sex, birth con-
trol, reproduction, physical and sexual de-
velopment, menstruation, masturbation
and handling pressure to have sex), and
risk discussions comprised the remaining
four (condoms, HIV and AIDS, STDs and
choosing sex partners). The sexuality dis-
cussions index was formed by summing
the number of topics discussed; scores
therefore ranged from zero to seven
(mean=3.20, standard deviation=2.10,
α=.75). Similarly, the risk discussions
index was computed by summing the
number of topics discussed, so scores
ranged from zero to four (mean=2.72,

related to parent-teenager communica-
tion: parent-teenager discussions about
sexuality issues; parent-teenager discus-
sions about issues related to sexual risk;
and parents’ openness, skill and comfort
in discussing sex with their child (which
we refer to as responsiveness).

We hypothesized that both types of par-
ent-teenager discussions would promote
teenagers’ communication with their part-
ners, and that these associations would be
moderated by parental responsiveness.
We expected that when responsiveness
was high, both types of discussion would
relate to greater teenager-partner com-
munication, but that when responsiveness
was low, the relationship would be weak-
er and possibly nonsignificant.

We also explored the documented as-
sociations of both parent-teenager com-
munication18 and teenager-partner com-
munication19 with condom use. We
expected that sexuality discussions and
risk discussions would each interact with
parental responsiveness to predict con-
dom use. Furthermore, we hypothesized
that the association between parent-teen-
ager communication and condom use
would be mediated by communication be-
tween teenagers and their partners.

Methods
Sample
Our analyses are based on a subsample of
participants in the Family and Adolescent
Risk Behavior and Communication Study,
a cross-sectional survey of adolescent-moth-
er pairs conducted between October 1993
and June 1994. Participants were recruited
from two public high schools in Mont-
gomery, Alabama, and one public high
school each in New York City and San Juan,
Puerto Rico. Each selected high school had
an overrepresentation of black or Puerto
Rican adolescents, groups disproportion-
ately at risk for HIV.20 A description of the
sample appears elsewhere.21

A list of potential participants was ob-
tained from each high school, and students
were recruited through fliers distributed
in homerooms and sent to their homes. In-
terested teenagers contacted the re-
searchers by phone; those who wished to
participate and their mothers were
screened for eligibility. For an adolescent-
mother pair to be eligible for inclusion, the
teenager had to be 14–16 years old, had to
be enrolled in grades 9–11, and had to have
lived with the mother and to have lived in
the recruitment area for at least the past 10
years; the mother had to be the teenager’s
biological or adoptive parent or step-
mother. Of the 1,733 pairs who provided

standard deviation=1.28, α=.66).
•Parental responsiveness. Adolescents rated
their agreement (on a scale ranging from
one, indicating strong disagreement, to
four, indicating strong agreement) with
eight items that assessed their perceptions
of their mothers’ openness, skill and com-
fort in discussing the 11 topics. The eight
items were “My mother tries to under-
stand how I feel about topics like this,”
“My mother knows how to talk to me
about topics like this,” “My mother and I
talk openly and freely about these topics,”
“My mother doesn’t talk to me about these
topics—she lectures me,” “My mother
doesn’t know enough about topics like this
to talk to me,” “My mother wants to know
my questions about these topics,” “I can
ask my mother the questions I really want
to know about topics like this” and “If I
talked to my mother about these topics,
she would think I’m doing these things.”
We reversed negatively worded items,
then summed adolescents’ responses to
the eight items to form the index; the range
of scores  was 8–32 (mean=22.22, standard
deviation=4.37, α=.81).
•Partner communication. Adolescents re-
ported whether they had discussed four
topics related to sexual risk—birth control,
condoms, STDs, and HIV and AIDS—
with their current or most recent boyfriend
or girlfriend. We formed the index of part-
ner communication by counting the num-
ber of topics discussed; index scores there-
fore ranged from zero to four (mean=2.65,
standard deviation=1.50, α=.82).
•Condom use. Adolescents reported
whether they had used a condom during
their most recent sexual intercourse (70%
answered yes) and rated their lifetime con-
dom use on a scale of one, signifying
never, to five, indicating always
(mean=3.79, standard deviation=1.40).

Results
Partner Communication
We first examined the simple correlations
between the parent-teenager communica-
tion factors and teenagers’ communication
with their partners. Sexuality discussions
were positively related to partner com-
munication (r=.25, p<.001), as were risk dis-
cussions (r=.18, p<.001); responsiveness
showed a tendency for a positive associa-
tion, but the correlation was of only mar-
ginal statistical significance (r=.09, p=.08).

Next, we used regression analyses to
determine whether the relationship be-
tween each type of discussion and part-
ner communication was moderated by re-
sponsiveness. (Moderation is examined
by testing the interaction between two
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both teenager-partner and parent-teenager
communication are associated with con-
dom use, and that the association between
parent-teenager communication and con-
dom use is weakened when teenager-part-
ner communication is controlled.23 We have
already established that the first association
exists; we now focus on the remaining steps.

We used logistic regression analysis to
assess the effect of teenager-partner com-
munication on condom use at most recent
intercourse and linear regression analy-
sis to evaluate its effect on lifetime condom
use. The results indicated that partner
communication was only marginally re-
lated to condom use during most recent
intercourse (b=.172, p=.07), but greater
partner communication was significant-
ly associated with greater lifetime use
(b=.203, p=.001).

To examine the relationship between
parent-teenager communication and con-
dom use, we conducted two series of re-
gression analyses that paralleled those
used to examine teenager-partner com-
munication. The first included sexuality
discussions, responsiveness and their in-
teraction; the second included risk dis-
cussions, responsiveness and their inter-
action. Each was applied to condom use
during most recent intercourse and life-
time condom use.

In the analyses pertaining to sexuality
discussions, the interaction between these
discussions and parental responsiveness
significantly increased the likelihood of
both condom use at last intercourse and
lifetime use (Table 2, page 120). Probing
these interactions yield-
ed similar results (not
shown): When parental
responsiveness was
high, sexuality discus-
sions were significantly
associated with in-
creased condom use
during most recent in-
tercourse (b=.212, p=.02)
and lifetime condom use
(b=.110, p=.03). Howev-
er, at low levels of re-
sponsiveness, sexuality
discussions were nega-
tively associated with
condom use during
most recent intercourse
(b=–.246, p=.004) and
(albeit at a marginal level
of statistical significance)
to lifetime condom use
(b=–.091, p=.08).

Similarly, the interac-
tion of risk discussions

terms.*) We tested the two interactions in
separate analyses because parent-teenager
discussions about sexuality can have dif-
ferent effects on adolescents than parent-
teenager discussions about risk issues
such as AIDS.22

The first set of analyses focused on sex-
uality discussions, responsiveness and
their interaction. There was a significant
effect for sexuality discussions, but also a
significant interaction between discus-
sions and responsiveness (Table 1), which
indicates that the effect of discussions on
teenager-partner communication differed
depending on responsiveness. We thus
probed the interaction by computing the
association between sexuality discussions
and teenager-partner communication
when responsiveness was high and when
it was low. The results revealed that the
association was positive and significant
when responsiveness was high but was
weaker and of marginal significance when
responsiveness was low. This contrast can
be seen by the slopes of the lines plotting
predicted values of partner communica-
tion based on this interaction (Figure 1).

A similar pattern of results emerged
from the analyses of risk discussion, re-
sponsiveness and their interaction. Both
risk discussions and the interaction had
significant effects; therefore, the associa-
tion between risk discussions and teen-
ager-partner communication varied at dif-
ferent levels of responsiveness. The probe
of the interaction showed that the rela-
tionship was positive and significant when
responsiveness was high, but was not sig-
nificant when responsiveness was low.

Condom Use
Next, we turn to our hypotheses that teen-
agers’ communication with both their par-
ents and their partners influences their con-
dom use, and that teenager-partner
communication mediates the role of parent-
teenager communication. To demonstrate
mediation, we must show the following:
that parent-teenager communication is as-
sociated with partner communication, that

and responsiveness was significantly as-
sociated with increased condom use both
at most recent intercourse and over the
teenager’s lifetime (Table 2). The probe of
these interactions showed that at high lev-
els of responsiveness, risk discussions were
positively related to condom use during
most recent intercourse (b=.454, p=.004)
and lifetime condom use (b=.232, p=.01).
However, at low levels of responsiveness,

Table 1. Linear regression coefficients show-
ing effects of parent-teenager communication
variables on teenager-partner communication
about sex, by type of parent-teenager com-
munication, Family and Adolescent Risk Be-
havior and Communication Study, 1993–1994

Type of communication b SE
and variable

Sexuality
Sexuality discussions .178*** .039
Responsiveness –.003 .019
Sexuality x responsiveness .017* .009
F (3, 360)=9.25, p<.001
R2=.07

Probe of sexuality discussions 
at high responsiveness .252*** .055

Probe of sexuality discussions 
at low responsiveness .103 .054

Risk
Risk discussions .238*** .066
Responsiveness .010 .019
Risk x responsiveness .041** .014
F (3, 360)=7.14, p<.001
R2= .056

Probe of risk discussions 
at high responsiveness .418*** .098

Probe of risk discussions 
at low responsiveness .058 .079

*p=.05. **p<.01. ***p<.001. Note: SE=standard error.

Figure 1. Predicted values of partner communication from the in-
teraction between sexuality discussions and parental respon-
siveness and between risk discussions and parental respon-
siveness
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*In testing the interaction terms, we followed procedures
outlined elsewhere. (Source: Aiken LS and West SG, Mul-
tiple Regression: Testing and Interpreting Interactions, New-
bury Park, CA: Sage Publications, 1990.) First, we centered
all predictors by subtracting the sample mean from each
individual’s score, and then we created the cross-prod-
uct terms. Centering the predictors when testing interac-
tions between continuous variables reduces multi-
collinearity among the predictors and thus facilitates the
interpretation of interactions. We probed significant in-
teractions by computing the simple slope of the regres-
sions of sexuality discussions or risk discussions on part-
ner communication at high and low levels of
responsiveness, using one standard deviation above and
below the mean as the high and low values, respectively.

Notes: Scores on the sexuality discussions index ranged from zero to seven; scores on the risk
discussions index ranged from zero to four. Predicted values were computed at one standard
deviation above and below the mean of sexuality discussions, risk discussions and respon-
siveness.
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and adolescents’ condom use is not me-
diated by discussions between teenagers
and their partners about sex.

These findings underscore the impor-
tance of examining both the content and
the process of parent-teenager communi-
cation about sex to arrive at a more com-
plete understanding of how that com-
munication affects teenagers’ sexual
behavior. Our results differ somewhat
from those of earlier research,24 but the dis-
crepancies may be explained by the ear-
lier study’s failure to assess the commu-
nication process and by important
differences in the types of variables mea-
sured and in the way they were measured.

The findings have implications for the
prevention of HIV, other STDs and preg-
nancy among teenagers. Parent-teenager
discussions about sex are associated with
teenagers’ safer sex behavior, including
delayed initiation of sexual activity and
increased condom use;25 therefore, pro-
grams that increase parent-teenager com-
munication about sex may be effective
prevention tools. Our work indicates that
an important component of such pro-
grams would be the inclusion of commu-
nication skills training for parents. Obvi-
ously, parents need to know what
messages are developmentally appropri-
ate for their children; our data indicate that
they also need to know how to talk with
their children. Parents’ manner of com-
municating with their children can influ-
ence the extent to which youngsters hear
the message.26

Our research had some limitations.
First, the sample comprised only members
of racial or ethnic minorities, and partic-
ipants were not recruited in a systematic
manner; thus, the sample may not be rep-
resentative of all teenagers or even of teen-
agers in the geographic areas in which the
study was conducted. In addition, the way
in which the sample was recruited may
have caused the more motivated and
more stable mother-adolescent pairs to
volunteer to participate, so we may have
the “cream of the crop” of the sampling
frame. Even so, the adolescents included
in our analyses had engaged in a consid-
erable level of risk behavior; in addition,
black and Hispanic youth are at increased
risk for STDs and therefore are an impor-
tant population to study and target for in-
tervention.

A further limitation is that the data were
obtained from the teenagers’ reports, and
this restricts the extent to which parental
responsiveness can be studied. Observing
parents and teenagers communicating
about sex and sexual risk would be use-

risk discussions were not significantly as-
sociated with either measure of condom
use. Thus, in sum, the parent-teenager
communication factors predicted condom
use in the same manner that they predict-
ed partner communication.

Finally, to determine whether the asso-
ciation between parent-teenager com-
munication and condom use was medi-
ated by teenager-partner communication,
we repeated the regression analyses, with
communication with the partner includ-
ed as a predictor. The results (Table 3) were
substantially the same as those from the
earlier analyses, indicating that the rela-
tionship between parent-teenager com-
munication and condom use is direct and
independent.

Discussion
We have found that parent-teenager com-
munication about sexuality and about sex-
ual risks may promote teenagers’ discus-
sions with their partners about sex, but
only when parents communicate with
their teenagers in a skilled and open man-
ner. Similarly, parent-teenager communi-
cation may encourage teenagers to use
condoms, but only if parents are skilled,
comfortable and open in discussions
about sexuality and risks related to sexu-
al behavior. Moreover, the association be-
tween parent-teenager communication

ful in corroborating our findings. Third,
the construct of parental responsiveness—
used here to describe openness and skill
in discussing topics related to sexuality
and sexual risk—needs to be refined. More
refined measures of the components of re-
sponsiveness may show that they inde-
pendently influence teenagers’ behavior.

As evidence based on broader samples
and more refined measures accrues re-
garding the importance of the parent-teen-
ager communication process in deter-
mining teenagers’ sexual risk behavior,
such evidence must be incorporated into
HIV prevention strategies. 
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cite their parents as their preferred source
of education about sex, and organized pre-
vention and education efforts continue to
advocate active parental involvement in
children’s sexual socialization.6

Research on parent-adolescent com-
munication about sex typically has fo-
cused on who communicates with whom.
Such research is important, as it delineates
how parents provide information to ado-
lescents. In general, the mother has been
found to discuss sexuality with adoles-
cents more often than the father.7 How-
ever, this parental gender difference is
often affected by the gender of the ado-
lescent: Mothers communicate more often
with their daughters than with their sons,
while fathers rarely communicate with
their daughters about sex; however, moth-
ers and fathers discuss sex with their sons
at approximately equal rates.8

Existing studies on parent-adolescent
communication about sex have several
shortcomings.9 First, many have been
based on samples comprised solely or pre-
dominantly of white adolescents. Further,
the findings of the few studies that have
examined the effect of ethnicity have been
inconsistent. For example, black adoles-

Family Communication About Sex: What Are Parents
Saying and Are Their Adolescents Listening?
By Kim S. Miller, Beth A. Kotchick, Shannon Dorsey, Rex Forehand and Anissa Y. Ham

Adolescents have been identified as
being at elevated risk for HIV in-
fection.1 Since the AIDS epidemic

has had a disproportionate impact on mi-
norities,2 black and Hispanic adolescents
may be at an even higher risk than non-
minority teenagers. Similarly, rates of sex-
ually transmitted diseases (STDs) and un-
intended pregnancy are especially high
among minority youth.3 Thus, black and
Hispanic adolescents can be considered “at
risk” for a number of negative conse-
quences of sexual activity. Yet relatively lit-
tle is known about the factors that influence
the sexual socialization of these teenagers.4

Parents and other family members are
in a unique position to help socialize ado-
lescents into healthy sexual adults, both by
providing accurate information about sex
and by fostering responsible sexual deci-
sion-making skills. However, research on
the role of parents in this process has yield-
ed inconsistent results: Some, but not all,
studies have found that family discussions
about sex are related to higher levels of
knowledge about sexuality and AIDS
among adolescents, as well as a lower in-
cidence of sexual risk-taking behavior.5 Fur-
thermore, adolescents and children often

cents have been found to discuss sex with
their parents both more often10 and less
often11 than do white adolescents, while
studies with Hispanic adolescents have
shown they discuss sexual issues with
their parents both less often12 and as often
as white adolescents.13

In addition, most studies of parent-
teenager communication have provided
only a global assessment of that informa-
tion, without offering data on the specif-
ic topics discussed.14 When the specific
content was examined, however, the rate
at which individual topics were discussed
varied substantially.15

Moreover, sexual communication often
has been examined from the adolescent’s
perspective only.16 Even when research
has examined the perspectives of both
parent and child, agreement between the
reports of such communication has rarely
been assessed. Two studies that examined
how adolescents’ and parents’ reports of
conversation agreed found a modest level
of correspondence, and indicated that
mothers believed they were more com-
municative about sex than their daughters
perceived them to be.17

Finally, most research has focused on
whether any discussion about sexuality
has taken place. Perhaps equally impor-
tant is how sexual information is trans-
mitted. More communication about sex
occurs if adolescents view talking about
sex with parents as easy.18 Furthermore,
the process of sexual communication (i.e.,
the mutuality of the interchange and sup-
port for each other’s comments) differs by
who is holding the discussion (e.g., par-
ent-daughter pairs have more mutuality
and support than do parent-son pairs).19

For our research, designed to examine
communication between parents and ado-
lescents on 10 sexuality topics, we hy-
pothesized that those topics with espe-
cially dramatic consequences (e.g., HIV

Family Planning Perspectives

Context: Communication between parents and adolescents about sex, particularly in minority
families, has been understudied; more information is needed both on which sex-related topics
are discussed and  on how  their content is transmitted.

Methods: Parent-adolescent communication about 10 sex-related topics was examined in a sam-
ple of 907 Hispanic and black 14–16-year-olds. Chi-square analyses were performed to test for
significant differences across the 10 topics in discussions reported by the adolescents (with ei-
ther parent) and by the mothers. The openness of communication, parent-adolescent agreement
about communication of topics and differences by gender and ethnicity were also examined.

Results: Significantly higher proportions of mothers and adolescents reported discussions of
HIV or AIDS (92% by mothers and 71% by adolescents, respectively) and STDs (85% and 70%,
respectively) than of issues surrounding sexual behavior, contraceptive use and physical de-
velopment (27–74% for these other eight topics as reported by mothers vs. 15–66% as report-
ed by adolescents). The gender of the adolescent and of the parent holding the discussion, but
not the family’s ethnicity, significantly influenced findings, with adolescents of both sexes more
likely to report discussions with mothers than with fathers, and with parents more likely to dis-
cuss any of the 10 topics with an adolescent of the same gender than of the opposite gender.
The likelihood of a topic being discussed and of mother-adolescent agreement that a topic was
discussed both increased with an increasing degree of openness in the communication process.

Conclusions: Consistent with research among white samples, mothers of black and Hispanic
adolescents are the primary parental communicators about sexual topics. To facilitate commu-
nication, educational programs for parents should cover not only what is discussed, but how the
information is conveyed. Family Planning Perspectives, 1998, 30(5):218–222 & 235
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mine their eligibility for participation in
the study. To be eligible, adolescents had
to be 14–16-years of age, to identify them-
selves as black (in either the Montgomery
or New York schools) or Hispanic (in ei-
ther the New York or Puerto Rican
schools) and to be currently enrolled in
one of the four targeted schools. In addi-
tion, all must have resided with their
mother (either biological, adoptive or step-
mother) in the recruitment area for at least
10 consecutive years.

Overall, 1,124 of the screened adolescents
appeared eligible to participate. Of these,
982 mother-adolescent pairs were suc-
cessfully interviewed, resulting in a re-
cruitment rate of 87%. Site-specific rates
were 83% in San Juan, 88% in Montgomery
and 92% in New York. Separate interviews
were conducted with the adolescent and
the mother either at the school or at an off-
site research office. Interviewers were
matched with participants on both ethnic-
ity and gender; older women interviewed
the mothers, while younger interviewers
met with the adolescents. Interviews were
conducted in English or Spanish, based on
each participant’s preference.

At the beginning of the session, the in-
terviewer explained confidentiality and
procedural issues. The consent forms were
also reviewed separately with the mother
and adolescent, and each signed the form.
To reduce adolescents’ concern about dis-
closure of information to their mother, the
adolescent interviews were conducted,
when possible, after the parent interviews
had been completed (in 91% of cases). Each
interview lasted approximately one hour.
Mothers were paid $45 and adolescents
were paid $25 for their participation.

The mother only was asked to provide
information on the family’s ethnicity, both
her and her adolescent’s age, her marital
status and educational attainment, the
total family monthly income, the length
of time that the family had lived in the cur-
rent city of residence and how long her
adolescent had resided with her.

Subsequent analysis of the responses
from these 982 interviewed pairs, howev-
er, showed 75 to be ineligible, because they
did not adequately fulfill the ethnicity and
residence requirements. Thus, the final sam-
ple for our study consists of 907 mother-
adolescent pairs—259 black mother-child
pairs in Montgomery and 172 in New York,
and 260 Hispanic mother-adolescent pairs
in San Juan and 216 in New York. There
were more adolescent females than males
in the sample (57% and 43%, respectively).

The mean age of the adolescents was
15.3 years (SD=0.79), while that for the

and AIDS) and those that do not require
a direct discussion about “having sex”
(e.g., sex pressures) would be discussed
more often than other topics.

We also examine whether communica-
tion on each topic varied by gender (of both
the parent and the adolescent) or by eth-
nicity. We sought to test whether the find-
ings of past research based on predomi-
nantly white samples—namely, that
mothers communicate more than fathers,
particularly with daughters—would also
hold true in samples of minority youth. Al-
though previous research has documented
differences between blacks and Hispanics
in their general parenting styles,20 ours is the
first to compare each group to ascertain if
differences exist in sexual communication
processes; as such, this aspect of our analy-
sis should be viewed as exploratory.

We also expected our results to verify
an earlier finding of only modest agree-
ment in reports of discussions of sexual
subjects, at least between mothers and
adolescents,21 with more mothers than
adolescents reporting that various topics
had been discussed. Finally, we examined
whether the process of communication
was associated with discussion of specif-
ic topics; we hypothesized that as the
process of communication becomes more
open, adolescents would report more top-
ics having been discussed, and that the
level of agreement between parents and
adolescents over whether specific topics
were discussed would also increase.

Methods
The Sample
Our data come from the Family Adolescent
Risk Behavior and Communication Study
(FARBCS), conducted in 1993–1994.22 The
FARBCS was a cross-sectional study, tar-
geting minority communities, sponsored
by the Behavioral Research and Evaluation
Program of the Centers for Disease Con-
trol and Prevention. This study examined
the impact of selected individual, family,
peer and environmental factors on both the
risk behavior and risk-reducing behavior
of adolescents.

A total of 4,610 persons were contacted
by presentations in the classrooms of four
public high schools—two in Montgomery,
Alabama, one in New York City and one
in San Juan, Puerto Rico—and through
distribution of fliers to students describ-
ing the study and by mailings to the stu-
dents’ homes. Interested persons were
asked to return the forms to the school or
to contact the research office directly.

The 1,733 adolescents who returned the
forms were screened by phone to deter-

mothers was 40.3 years (SD=5.9). One-fifth
of the mothers had not finished high
school, 25% had gone no further than high
school, 23% had had some college, 19%
had gone to trade school, 7% had a college
degree and the remaining 6% held a grad-
uate degree. The average total monthly
family income was $1,000–$1,999. Half of
the mothers were currently married.

Measures
Ten questions were developed from the lit-
erature on adolescents and sex education
to measure sexual communication be-
tween adolescents and their mother; be-
cause both individuals completed this part
of the questionnaire, data are available
from the perspective of both parent and
child. The questions administered to the
adolescents, which were reworded to
allow mothers to report their version of
the communication, were:
•Have you and your mother ever talked
about when to start having sex?
•Have you and your mother ever talked
about birth control?
•Have you and your mother ever talked
about condoms?
•Have you and your mother ever talked
about AIDS or HIV?
•Have you ever talked to your mother
about reproduction/having babies?
•Have you ever talked to your mother
about physical/sexual development?
•Have you ever talked to your mother
about masturbation?
•Have you ever talked to your mother
about STDs?
•Has your mother ever talked to you
about how to handle sexual pressure by
your friends or potential partners?
•Has your mother ever talked to you
about choosing sexual partners?

For each item, a “no” response was scored
as one and a “yes” response as two. The
alpha coefficients for the adolescent- and
mother-completed versions were 0.78 and
0.79, respectively. Higher scores indicate
more communication on sex-related topics
between a mother and her teenage child.

The same 10 items also were used to as-
sess sexual communication between ado-
lescents and fathers; as fathers were not
interviewed in this study, father-adoles-
cent communication data are available
from the teenagers’ perspective only.
Moreover, adolescents who reported that
they had no contact with their father were
excluded from this part of the study, re-
ducing the final sample size to 770 ado-
lescents. The 10 items were summed in the
same way as the items measuring com-
munication with mothers. The alpha co-
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efficient of the combined measure was 0.74.
For each possible type of communica-

tion—mother-child and father-child from
the adolescent’s perspective, and moth-
er-child from the mother’s perspective—
we conducted a chi-square analysis across
the 10 topics, and then performed simple
chi-square analyses comparing individ-
ual topics to one another. Because a num-
ber of statistical tests were performed, we
elected to set the p value at .01 to partial-
ly control for repeating the null hypothe-
ses when no difference existed.*

Results
Which Topics with Which Parent?
The data on whether specific topics were
ever discussed, seen from both the ado-
lescents’ and the mothers’ perspective, are
presented in Table 1. For all three types of
communication, a significant chi-square
emerged (χ2(9)>401.00, p<.01, in all cases),
indicating that the 10 topics were not
equally discussed.

HIV or AIDS and STDs were most com-
monly discussed topics in all three com-
munication scenarios, whereas masturba-
tion and physical and sexual development
were the least frequently discussed. In ado-
lescent-mother conversations, from both the
parents’ and teenagers’ perspectives, the
next most commonly discussed topics were
condoms, reproduction, pressures to have
sex, when to start having sex and choosing
sex partners. The rank order of the fre-
quency of discussions about birth control
varied slightly by whether the mother or the
adolescent was reporting such discussions.

Among adolescents who had ever held
conversations on sex-related topics with
their father, the most frequently reported
topics after HIV or AIDS and STDs were
condoms, pressures to have sex, choosing
sex partners, when to start having sex, re-

efficient for this measure was 0.86.
Another 10 items measured the process

of sexual communication between the
adolescents and their mothers. For the
teenagers, these items, which again were
reworded to assess the mothers’ percep-
tions, were:
•My mother doesn’t know enough about
topics like this to talk to me.
•My mother wants to know my questions
about these topics.
•My mother tries to understand how I feel
about topics like this.
•When my mother talks to me about these
topics, she warns or threatens me about
the consequences.
•My mother knows how to talk to me
about topics like this.
•I can ask my mother the questions I re-
ally want to know about topics like this.
•My mother and I talk openly and freely
about these topics.
•My mother tells me things about these
topics that I already know.
•If I talked to my mother about these top-
ics, she would think I’m doing these
things.
•My mother doesn’t talk to me about
these topics; she lectures me.

Each item was scored on a four-point Lik-
ert scale ranging from one (strongly dis-
agree) to four (strongly agree). Those items
that were cast in negative wording were re-
verse-scored, so higher scores would uni-
formly indicate more open and receptive
communication between mother and ado-
lescent. As we were interested in the process
of sexual communication from the com-
bined perspective of mother and adolescent,
we summed the 20 items from both re-
spondents to form one score. The alpha co-

production and birth control.
We next examined if gender and eth-

nicity affected the likelihood that specif-
ic sexual topics would be discussed. Ac-
cording to the adolescents’ reports of
which parent they had talked with, sig-
nificantly higher proportions of adoles-
cents reported that they had talked about
each sexual topic with their mother than
with their father (χ2(1)<21.54, p<.01).

But are fathers more likely to talk to their
adolescent sons about sex, while mothers
are more likely to do so with their daugh-
ters? We performed chi-square analyses to
test for such a gender differential in dis-
cussions on individual topics with either
parent. As Table 1 shows, this gender dif-
ferential was significant for seven of the 10
topics discussed with fathers (χ2(1)>5.98,
p<.01): Male adolescents were significant-
ly more likely than female adolescents to
report having discussed six of the topics
with their father, and they were significantly
less likely to have discussed a seventh (pres-
sures to have sex). In contrast, the data on
mother-adolescent discussions indicate that
daughters were significantly more likely
than sons to report having talked to their
mother about six topics (χ2(1)> 5.69, p<.01).

We also examined ethnicity within the
context of conversations with either par-
ent. According to the adolescents’ reports,
significantly greater percentages of His-
panic fathers than of black fathers had dis-
cussed two of the 10 topics with their chil-
dren—HIV or AIDS and choosing a sex
partner (χ2(1)> 15.28, p<.01). A significant
difference emerged between black and
Hispanic adolescents in mother-child dis-
cussions only for choosing sex partners,
with Hispanic adolescents more than
twice as likely to report having talked
about this topic with their mothers as were
black adolescents (χ2(1) = 70.20, p<.01).

220 Family Planning Perspectives

Family Communication About Sex

Table 1. Percentage of mothers who reported discussing sex-related topics with their adolescent child, and percentage of adolescents who re-
ported having such a discussion with their mother and with their father, all by adolescent’s gender and ethnicity, according to topic of dis-
cussion, Montgomery, Ala., New York City and San Juan, Puerto Rico, 1993–1994

Topic Mothers Adolescents reporting discussion with mother Adolescents reporting discussion with father
reporting

All† Gender Ethnicity All Gender Ethnicitydiscussion

Female Male Black Hispanic Female Male Black Hispanic
(N=907) (N=907) (N=519) (N=388) (N=476) (N=431) (N=770) (N=441) (N=329) (N=354) (N=416)

When to start having sex 63 52 60 42* 56 49 31 28 35 30 32
Birth control 65 46 57 31* 48 44 22 16 30* 19 24
Condoms 74 66 64 68 65 66 40 27 58* 38 42
HIV/AIDS 92 79 81 76 76 82 53 50 57 45 59*
Reproduction 73 63 71 51* 61 64 27 20 37* 25 29
Physical/sexual development 51 40 51 25* 42 38 15 9 22* 14 15
Masturbation 27 15 15 15 13 17 8 2 15* 6  10
STDs 85 70 74 66* 71 70 40 34 47* 37 42
Pressures to have sex 71 54 67 36* 57 51 39 44 32* 39 39
Choosing sex partners 58 51 53 48 24 59* 32 30 36 24 39*

*Difference by gender or race is statistically significant at p≤.01. †Significantly higher proportions of adolescents reported talking about each topic with their mother than with their father (p<.01).

*Further details about the analyses are available from the

first author.
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into quartiles, where scores in the first quar-
tile indicated the least open communication
between mother and adolescent, and scores
in the fourth quartile indicated the most
open communication. We then analyzed
whether the degree of openness about sex-
ual communication resulted in a difference
in the percentage of mothers and adoles-
cents who reported that they discussed a
particular topic and in the percentage who
agreed that they had discussed that topic,
by gender of the adolescent.

The analyses of variance showed that the
adolescent’s gender had a significant effect
on the proportion who agreed with their
mothers: Female adolescents reported sig-
nificantly more agreement than did male
adolescents (F(1,899)>39.21, p<.01). Of even
more interest, the process of sexual com-
munication had a significant effect on the
likelihood of agreement, with more open
and receptive communication being asso-
ciated with a higher degree of adolescent-
parent agreement  (F(3,899)>48.25, p <.01).

Figure 1 shows the quartiles for the
process-of-communication scores by the
mean percentage of the 10 topics that ado-
lescents reported as having been discussed,
and by the mean proportion in overall
agreement about the discussions. The fig-
ure shows that as the process of sexual com-
munication becomes more open and re-
ceptive (moving from the first through the
fourth quartiles), the proportion who re-
ported discussing a topic increases, as does
the proportion of mothers and adolescents
in agreement about those discussions.
However, the interaction term was not sig-
nificant in either analysis (F(3,899)<.44 in
both cases), indicating that the adolescent’s
gender did not interact with the commu-
nication process to influence the proportion
of mothers and adolescents who were in
agreement about their discussions.

Agreement in Reports
We then compared adolescents’ and moth-
er’s responses to gauge the degree to which
their reports of specific discussions coin-
cided. Mothers were more likely than ado-
lescents to say that a discussion occurred
for each of the 10 sexuality topics. This dif-
ference was significant at p<.01 for all top-
ics except for condoms and choosing sex
partners, which were significant at p<.05.

To more precisely examine agreement
between mothers and adolescents, we con-
ducted a case-by-case comparison of each
individual teenager’s report and his or her
mother’s report. We distributed the sam-
ple across three main groups of agreement.
These included the overall percentage of
mothers and their adolescent children who
agreed that each topic either was or was
not discussed (broken down into the pro-
portion in which both agreed that the dis-
cussion had taken place and the propor-
tion in which both concurred that it had
not); the proportion in disagreement be-
cause the mother claimed that the topic
had been discussed while the adolescent
asserted that it had not; and the proportion
in disagreement because the adolescent
said that the topic had been discussed,
while the mother reported that it had not.

The overall proportions in agreement—
agreeing that a topic either had or had not
been discussed—differed significantly by
topic (χ2(9)>52.3, p<.01). According to sim-
ple chi-square analyses of agreement for
each individual topic, significantly higher
proportions of mother-child pairs were in
agreement about their discussions of HIV
or AIDS and masturbation than about most
other topics (Table 2). For the former, this
agreement stems from the pairs’ concur-
ring that the discussion had taken place,
while for the latter, it arises from the par-
ticipants’ agreeing that discussion had not
taken place.

For all topics, when there was a dis-
agreement because only one party af-
firmed that a discussion had taken place,
mothers were significantly more likely
than adolescents to report that a discus-
sion took place (χ2(1)>11.39, p<.01).

Process of Communication
Does the process of sexual communication
play a role in whether adolescents recall that
a particular topic was discussed, or in
whether adolescents and mothers agree
about which topics had been discussed? To
answer this question, we summed the
scores for the questions on the process of
sexual communication (10 from the ado-
lescent and 10 from the mother) into over-
all process scores and then divided these

Discussion
A substantial proportion of mothers and
their adolescent children reported that par-
ent-child discussions on 10 sexual topics had
occurred. In particular, such topics as HIV
or AIDS, STDs, condom use and pressures
to have sex had been discussed with a par-
ent in more than one-half of the families.

However, sizable proportions of our
sample had not discussed many of the sex-
ual topics examined. Given that open dis-

Table 2. Percentage distribution of mother-child pairs, by agreement over whether discussions
about sexual topics had or had not occurred, according to individual topic (N=907)

Topic N % in agreement % in disagreement Total

Overall Both say Both say Mother Adolescent
discussion discussion alone says alone says
occurred did not discussion discussion

occur occurred occurred

When to start 
having sex 906 65 40 25 23 12 100.0

Birth control 907 62 36 26 28 10 100.0
Condoms 907 68 54 14 20 12 100.0
HIV/AIDS 907 77 74 3 18 5 100.0
Reproduction 902 62 49 13 24 14 100.0
Physical/sexual 

development 906 61 26 35 25 14 100.0
Masturbation 904 74 8 66 19 7 100.0
STDs 906 71 63 8 22 7 100.0
Pressures to have sex 903 61 43 18 28 11 100.0
Choosing sex partners 904 58 34 24 25 17 100.0

Note: Ns do not always total 907 because some respondents did not provide data on all topics.
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and make sure adolescents listen.
One way to facilitate such communica-

tion is to improve the process, by en-
hancing parental openness and recep-
tiveness to discussions. This suggests that
the content and process of sexual com-
munication are intertwined, and thus
should be studied together rather than
separately. The study of sexual commu-
nication and of the educational programs
developed to increase such communica-
tion should include not only what is dis-
cussed, but how it is discussed.

Our findings have several clinical im-
plications for educational programs. First,
many topics are clearly not being dis-
cussed; failure to provide adolescents with
information on these specific topics may
place them at risk for negative outcomes.

In addition, not only do many different
topics need to be discussed, but parents
need to adopt an open and receptive ap-
proach when initiating conversations or re-
sponding to teenagers’ questions. An open
process of sexual communication involves
parents’ having adequate knowledge,
being willing to listen, talking openly and
freely, and understanding the feelings be-
hind questions posed by adolescents.

Moreover, adolescent intervention spe-
cialists should be aware that mothers and
fathers play different roles in sexual com-
munication. Mothers in our sample of
black and Hispanic 14–16-year-olds were
the primary communicators of sexual top-
ics, as were mothers in samples of white
adolescents. The prominence of the moth-
er’s role cannot be ignored in education-
al programs; however, fathers appear to
communicate with their children about
certain sexual topics, particularly with
their sons (e.g., on condom use and STDs).
Thus, fathers should not be ignored in re-
search or in educational programs de-
signed to foster effective parent-adoles-
cent communication about sex. 

These implications need to be consid-
ered in light of the study’s limitations,
however. First, the data are cross-section-
al; thus, implications about causality can-
not be drawn. Furthermore, our assess-
ment of topics examined only whether a
discussion had occurred, and thus provide
only a brief snapshot of a complex and on-
going exchange. Information regarding
the nature, depth, frequency and length
of discussions is needed to fully under-
stand communication about sex.

Another shortcoming is that we did not
examine the process of communication for
each individual topic. If intervention pro-
grams are to be effective, how each topic
is communicated and understood needs

cussion of sexual topics has been shown
to inhibit early initiation of sexual activi-
ty, increase condom use and reduce sex-
ual risk-taking behavior,23 our findings
suggest a need for educational programs
designed to facilitate communication be-
tween parents and adolescents.

Not surprisingly, our data from a sam-
ple of black and Hispanic adolescents in-
dicate that more mothers than fathers dis-
cuss sexual topics with adolescents. This
finding underscores the fact that mothers
are still the primary communicator with
adolescents regarding sexual behavior
and related topics, regardless of the ado-
lescent’s gender. These results agree with
those from studies conducted among sam-
ples of white families.24

Moreover, our data also confirm previ-
ous research among predominantly white
samples that the gender of the adolescent
affects the gender of the parent with
whom discussions take place25—that is,
mothers are more likely to communicate
with their daughters about sex than with
their sons, whereas fathers are more like-
ly to discuss sex with their sons than with
their daughters. Interestingly, topics such
as birth control, reproduction, physical
and sexual development and sexual pres-
sures are more likely to be discussed by
same-gender pairs (i.e., mother-to-daugh-
ter and father-to-son) than are such top-
ics as HIV or AIDS and choosing a sexu-
al partner. This finding indicates that, to
understand the process of sexual com-
munication, it is important to examine dis-
cussion of individual topics rather than
global sexual communication between
parents and adolescents.

When we considered ethnicity within
the context of conversations with either
parent, the likelihood of discussion was
similar in black and Hispanic families, de-
spite the fact that these groups demon-
strate substantially different cultural pat-
terns in parenting.26 We propose that
similar educational programs, at least in
terms of what should be discussed, would
be useful for these two groups.

Do parents and adolescents agree that
sexual topics have or have not been dis-
cussed? Similar to the findings of earlier re-
search,27 mothers and adolescents had mod-
est levels of overall agreement (ranging from
58% to 77%, depending on the topic). When
disagreement occurred, mothers were more
likely than adolescents to report that such
a topic had, in fact, been discussed, a find-
ing that also concurs with those of earlier re-
search.28 This suggests sexual communica-
tion might be facilitated by discovering new
ways to help parents discuss certain topics

to be studied. Our study also did not have
any data supplied by fathers; it would
have been strengthened by their inclusion.
Neither was the degree of contact between
fathers and adolescents assessed; how
often adolescents see their father and the
quality of that relationship may have in-
fluenced the findings. Finally, we did not
consider the content and process of sexu-
al communication within broader famil-
ial and extrafamilial contexts, which are
likely to be important.

On the other hand, this analysis is the
first such study to be conducted among a
sample of minority adolescents, who have
been identified as being at high risk for
several negative outcomes of early sexu-
al activity.29 In addition, our sample was
large enough to allow examination of gen-
der and ethnic differences. Moreover, we
evaluated not only the content of sexual
discussions, but also their process.

Future research might build upon our
findings by focusing on how the process
and content of sexual communication re-
late to sexual risk-taking behavior. The
role of each parent, particularly in two-
parent families, should be considered. Re-
search also needs to expand from ad-
dressing what parents say and how they
say it to examining the role of other par-
ent variables, such as their attitudes to-
ward adolescent sexuality and their own
behavior that they present as a model for
their adolescent children. To understand,
and perhaps change, how parents influ-
ence adolescent sexuality, the complex set
of behaviors and attitudes that constitute
parenting will have to be studied further.
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The purpose of this article is to share
some of our experiences in this area, and
to provide some insights to others con-
templating evaluation work in school-
based sexuality education.

Background
In 1988, the Memphis City Schools de-
veloped and implemented the Family Life
Curriculum, a knowledge- and skills-
based sexuality education program de-
signed for students from kindergarten
through 12th grade with the stated pur-
pose of reducing the high adolescent preg-
nancy rate. This initiative was adopted in
anticipation of the passage of a 1989 Ten-
nessee state law mandating school-based
sex education in counties with adolescent
pregnancy rates exceeding 19.5 pregnan-
cies per 1,000 young women aged 15–17.

The program was part of the health ed-
ucation curriculum and progressed from
simple concepts of family at lower ele-
mentary grade levels to complex family re-
lationships and human sexuality at the ju-
nior and senior high school levels. A
variety of approaches was used in the pre-
sentation of this material, including lec-
tures, discussions, audiovisual presenta-
tions and guest speakers.

As with many school-based sexuality
education programs, the curriculum was
hotly debated before being implemented,
and the Tennessee State Board of Educa-
tion mandated that the program be eval-
uated five years after its inception. This
evaluation, in which we took part, was
presented in 1994 to the Memphis City
Schools’ Board of Commissioners.2

The most prominent finding of our re-
port was that for unknown reasons, the
curriculum had been only sporadically
implemented. In some schools it had
never been presented, whereas in other
schools, the teachers assigned to present
it had covered only selected portions of
the material. Thus, the program’s effec-
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Studying Parental Involvement in School-
Based Sex Education: Lessons Learned
By Diana P. Oliver, Frank C. Leeming and William O. Dwyer

Carol Weiss, an influential figure in
program evaluation, has written
that “only with sensitivity to the

politics of evaluation research…can the
evaluator be as creative and strategically
useful as he should be.”1 This is true for
all evaluations, but for an evaluation in the
extremely controversial area of school-
based sexuality education, political factors
may become a predominant issue. 

In particular, the school environment is
likely to be dominated by political con-
stituencies—both liberal and conserva-
tive—attempting to foster their own agen-
das. As a result, school officials must deal
with well-organized groups emphatically
advocating diametrically opposed views.
In such an environment, it is not surpris-
ing that conducting a valid evaluation
study is often a lesser concern. Other po-
tential stumbling blocks include teachers
who are uncomfortable with the curricu-
lum, parents who are uncomfortable in
dealing with their adolescents’ sexuality
and the numerous problems associated
with conducting applied research in “real
world” settings, where many activities are
not under the investigators’ control.

We encountered a number of these
problems during a 1996 pilot study with
5th–8th-grade students in Memphis, Ten-
nessee. With the aim of increasing parental
involvement in school-based family life
education, we examined the value of sup-
plementing the curriculum with joint 
parent-child homework assignments. In
addition, we sought to assess the efficacy
of a voluntary parental training program
that taught techniques for increasing com-
munication between parents and children. 

tiveness with regard to the goal of reduc-
ing teenage pregnancy could not be ade-
quately assessed.

The report also called attention to the
absence in the program of any initiatives
to encourage parents’ involvement with
their children’s sexuality education. While
many school-based programs lack such a
component, a small body of recent re-
search suggests that the promotion of
parental involvement may be an impor-
tant component of school-based sexuality-
education programs.3 Therefore, the re-
port recommended that steps be taken to
empower parents of children in the city
schools to take part in their children’s sex-
uality education.

Specifically, we recommended that a
pilot study be conducted to test the effi-
cacy of adding two supplements to the
curriculum: joint parent-child homework
assignments to encourage parents to be
more involved and to communicate with
their adolescents about sexual issues, and
a workshop for parents to develop skills
for doing so. The Memphis public school
administration implemented this pilot
study, and we were invited to assist in its
planning, execution and evaluation. What
follows is an overview of this effort, in-
cluding our initial strategies, the imped-
iments we encountered, our midcourse
corrections and the eventual outcome,
which—despite many difficulties—had an
unexpected level of impact.

Methods
Initial Strategy
To maximize both the involvement of a va-
riety of stakeholders and the potential for
the findings’ implementation, the pilot
study and evaluation plan were developed
in collaboration with Memphis public
school administrators and the Family Life
Curriculum Council (an advisory group
made up of educators, professionals, par-
ents and students). The plan was then re-
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the experimental schools
and which would be the
controls.

Although school offi-
cials were well aware of
the needs presented by
the research design, we
were unable to influence
either the selection of
schools or their assign-
ment to experimental or
control status. The result
was that experimental
and control schools
were decidedly “non-
equivalent.” Table 1
shows the characteris-
tics of each school and
the number of teachers
and students involved
in the pilot project at
each grade level. Exper-
imental and control
schools differed in terms
of both racial composi-
tion and socioeconomic
level. In addition, the
two groups of schools
differed in their levels of
experience with the 
curriculum.

Materials and Instruments
•Homework supplement. The curriculum
supplement used in the experimental
classes consisted of homework designed
to be completed by the student and one or
both parents. (Copies of homework as-
signments are available from the authors
upon request.) The homework assign-
ments were developed at a one-day work-
shop attended by the teachers assigned to
present the experimental program, des-
ignated school administration personnel
and the senior author of this article.

Assignments for each grade level were
designed to enhance the curriculum, as
well as to promote parent-child discussions
of subjects related to family life and human
sexuality. The topics were grade-appro-
priate, were based on the curriculum con-
tent, and covered subjects such as family
structure and relationships, coping with
conflicts, changes that occur during pu-
berty, and dating and sexuality. Each as-
signment included a parent’s sign-off sheet
indicating that the parent and child had
completed the assignment together. This
sheet, rather than the actual homework,
was to be returned to the classroom teacher.
•Student surveys. With the assistance of
students, teachers, counselors, the Fami-
ly Life Curriculum Council and the school

viewed and approved by the Memphis
City Schools’ Board of Commissioners.

The final plan, which called for an ex-
perimental group and a nonequivalent
control group, was designed to use the fol-
lowing outcome measures: pretest and
posttest data from a survey given to stu-
dents to assess the quality and extent of
their communication with their parents;
and a parents’ survey addressing their per-
ceptions of the program after the curricu-
lum had been delivered—and, in the case
of the experimental parents, their views on
the homework and the workshops. Once
the plan for the pilot study and evaluation
was approved, parents, teachers, school
administrators and members of the Fam-
ily Life Curriculum Council were involved
in every step of the pilot study’s develop-
ment and implementation.

Participants
In all, 775 students in grades 5–8 at four
Memphis public schools participated in the
study conducted during the 1994–1995
school year, as did one or both parents of
these students. The four schools chosen for
the pilot program—two elementary
schools and two junior high schools—were
selected by school administrative person-
nel, who also determined which would be

personnel involved in overseeing the pro-
gram, two student surveys were devel-
oped. These consisted of a 27-item survey
for students in grades 5–6 and a 43-item
survey for students in grades 7–8. The sur-
veys were developed to assess the stu-
dents’ perceptions of the degree to which
they had communicated with their par-
ents on topics related to the program. 

The questions were designed in a Lik-
ert format and included items such as: “I
have talked with my parents about how
my body will change as I get older”; “In
the last six weeks, how many times have
you and your parents discussed how to
handle sexual pressure?”; and “How valu-
able (helpful) were your talks with your
parents about abstinence (not having
sex)?” The surveys went through several
reviews and revisions during the devel-
opment process and were eventually ap-
proved by the superintendent’s office.
•Parent workshop curriculum. A workshop,
entitled “Communicating with Your Child
in the 90s,” was conducted by an agent
from the University of Tennessee Agri-
culture Extension Service with teaching
experience in this topic. The two-hour
workshop consisted of several activities
designed to help parents improve their lis-
tening and communication skills.

Topics covered in the workshop in-
cluded parents as teachers, developing lis-
tening skills, assessing children’s needs,
assessing personal strengths and weak-
nesses, and developing communication
skills. In addition, the program included
a video entitled “A Family Talks About
Sex,” which presented several family sce-
narios demonstrating effective techniques
for discussing human sexuality with chil-
dren at different age levels.
•Parent postintervention survey. We used a
40-item survey to probe parents for their
attitudes concerning the family life cur-
riculum and to assess various aspects of
parent-child communication. To the sur-
veys sent to parents of children in the ex-
perimental group, we added six other
items concerning the parent workshops
and the homework assignments, neither
of which involved parents of the control
students. (Copies of the survey are avail-
able from the authors upon request.)

Procedures
The original evaluation plan called for
pretest and posttest comparisons of non-
equivalent experimental and control
groups. The principal outcome measure
was to be the children’s responses on the
survey administered in their classes be-
fore and after presentation of the curricu-
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Table 1. Selected characteristics of schools and grades partici-
pating in an evaluation of the Family Life Curriculum, by experi-
mental and control groups, Memphis, Tennessee, 1996

Characteristic Experimental group Control group

School A School B School C School D

School characteristics
Total enrollment 625 559 543 740
% mean daily attendance 95 94 95 92
% of students receiving 

free lunch* 19 74 21 35

Student sex and ethnicity
% black male 15 54 14 28
% black female 20 46 12 29
% white male 31 0 37 24
% white female 33 0 36 19

Grade 5
No. of teachers 1 na 1 na
No. of classes 2 na 2 na
No. of students 78 na 50 na

Grade 6
No. of teachers 1 na 1 na
No. of classes 2 na 3 na
No. of students 71 na 68 na

Grade 7
No. of teachers na 3 na 2
No. of classes na 3 na 8
No. of students na 78 na 199

Grade 8
No. of teachers na 2 na 2
No. of classes na 3 na 8
No. of students na 47 na 184

*Percentage of students who received free lunch was used as an index of school socioeco-
nomic level. Note: na=not applicable.
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qualitative data on per-
ceptions of impact of the
homework and parent
training would serve to
reduce administrators’
uncertainty about the
value of the curriculum
supplements. After fam-
ily life instruction and the
parents’ survey, a letter
was sent home with each
child who participated in
the pilot project inviting
parents to attend focus-
group discussions about
the curriculum. Once
again, parents who re-
sponded that they would
participate received a
telephone call to remind them to attend. 

Discussions with parents of students in
the experimental schools focused on over-
all attitudes toward the curriculum, the
impact of the homework assignments, sat-
isfaction with the homework assignments,
methods of increasing parental involve-
ment in school-based sex education and
suggestions for improving the program.
Similar topics were covered with parents
of students in the control schools, and the
moderator described the use of homework
assignments in other classes and invited
discussion of that approach.

We also held separate focus-group dis-
cussions for teachers of the experimental
curriculum and those teaching the stan-
dard curriculum in the control schools.
Topics discussed by teachers from experi-
mental schools were to include their over-
all satisfaction with the curriculum, the suc-
cesses and failures of the pilot program, the
teacher’s impressions of the impact of the
homework assignments and techniques for
improving the program. Similar topics
were covered in discussions with teachers
from control schools. As had been done in
discussions with parents, the moderator
described the homework assignments and
prompted discussion of their use.

All focus-group or interview sessions
were audiotaped. The moderator, the as-
sistant to the moderator and the family life
coordinator observed and took notes. Ver-
batim transcripts were prepared from the
audiotapes and used to conduct a content
analysis of the discussions according to
previously established guidelines.4

Results
Teacher and Student Participation
Five of the seven experimental teachers
completed their journals. These five indi-
cated that they had covered most or all of

lum, which consisted of 10 lessons to be
taught over 2 weeks. Before the surveys
were to be administered, notes were to be
sent to parents to inform them of the pro-
ject, to provide them with instructions as
to how they could review the survey at
their child’s school and to give them an
opportunity to withhold consent for their
child’s participation in the survey.

Teachers in all schools were assigned in
the usual way to present the curriculum,
and no teachers were given any special
training regarding the program. In the ex-
perimental schools, instructors were asked
to keep a journal indicating which lessons
had been covered during the course of the
program, when homework assignments
had been sent home, the number of as-
signments sent home and the number of
sign-off sheets returned. In control
schools, they were simply instructed to
teach the standard curriculum as de-
scribed in the curriculum guide. After the
experimental curriculum had been pre-
sented, students at both experimental and
control schools were asked to take the par-
ents’ survey home for their parents to
complete, and to return it to their class-
room teachers in a sealed envelope.

During the first week of the program,
parents of students in the two experi-
mental schools were invited to attend the
two-hour parent workshop on commu-
nicating with their children. A letter of in-
vitation was sent home with each student.
Parents were asked to return a signed
form indicating that they would be at-
tending the workshop. Those parents who
indicated that they would attend received
a telephone reminder on the day of the
workshop confirming the time and place.

A major setback in the project occurred
when, just prior to the first scheduled stu-
dent survey, the Board of Commissioners
voted, after a brief discussion, not to allow
the distribution of any survey instrument
to the children in the study. Elimination
of this component of the study meant that
no data were obtained from the primary
targets of the intervention—the children.
Thus, the only outcome data available
consisted of parents’ responses to the sur-
vey to be administered after presentation
of the curriculum. The result was that all
data were postintervention, thereby pre-
cluding any assessment of the initial com-
parability of the participants.

To mitigate the problem created by the
elimination of the before-and-after survey,
we decided to involve family life curricu-
lum teachers and parents of experimental
and control children in separate focus-group
discussions. It was hoped that in-depth,

the topics in the curriculum. The two re-
maining teachers failed to complete their
journals. One had been absent during
much of the time the curriculum was
taught, and did not indicate whether the
material had been covered in his absence.
The other gave no information.

Table 2 shows the percentage of students
in each teacher’s classroom who returned
the parental sign-off sheets. For the seven
teachers involved in the experimental
group, only one provided students with the
entire homework supplement (Teacher 1
in Grade 6), and she had a return rate of
96%. Overall, only 34 of the planned 63
homework assignments (54%) were ever
given to the students. For the 34 assign-
ments, 83% of the total number of students
who were enrolled in the class returned
signed sheets stating that the assignment
had been completed. These data suggest,
not surprisingly, that gaining the support
of the teachers is a key determinant of the
success of this type of program.

Parents’ Evaluation
•Postintervention survey. In all, 775 stu-
dents participated in the study: 274 stu-
dents in the experimental group and 501
in the control group. Each teacher received
a parents’ survey packet for each student
in his or her classroom. A total of 348 par-
ents (45%) returned surveys—172 (63%)
from parents of children in the experi-
mental group and 176 (35%) from parents
of children in the control group. A factor
analysis of the parent survey data, using
varimax and oblique rotations, helped us
to identify three factors affecting parents’
opinion of the curriculum: their “attitude
toward family life curriculum,” which in-
cluded five items and accounted for 11%
of rotated variance; “recency of commu-
nication,” which included 12 items and ac-

Table 2. Percentage of students in grades 5–8 who completed each
of nine family life education homework assignments, all by grade
and classroom teacher

Grade and 1 2 3 4 5 6 7 8 9
teacher

Grade 5
Teacher 1 (N=78) 73 79 79 91 91 86 na na na

Grade 6
Teacher 1 (N=71) 92 92 97 97 99 100 100 96 90

Grade 7
Teacher 1 (N=25) 40 28 40 36 32 na na na na
Teacher 2 (N=35) u u u u u u u u u
Teacher 3 (N=18) u u u u u u u u u

Grade 8
Teacher 1 (N=40) 38 88 90 63 50 55 50 na na
Teacher 2 (N=7) 100 100 100 100 100 100 100 na na

Note: na=not applicable. u=unavailable.
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monitor what was being discussed in the
classroom and to add their beliefs and
family values to that instruction. When
asked how they would feel if the home-
work assignments were removed from the
curriculum, their response was a re-
sounding “No, don’t do that!” 

During the discussions with the parents
of students in the control schools, examples
of the homework were provided, and the
concept of the homework assignments was
explained. These parents were then asked
to discuss their impressions of the poten-
tial value of homework assignments. All
comments were positive, with most parents
emphasizing the importance of knowing
what is being taught and having the op-
portunity to reinforce that information.

Teachers’ Evaluation
Of the 13 teachers in the pilot study, only
three attended the scheduled discussion
groups, one from an experimental school
and two from one of the control schools.
These three were very positive about the
curriculum and believed that it was a pro-
ductive and useful program. As in the par-
ents’ focus group, the teachers believed
the homework assignments would foster
productive parent-child communication
and alleviate the concerns of some parents
about the content of the curriculum.

Discussion
It has been asserted that a major function
of any evaluation study is to provide in-
formation that “reduces the uncertainty of
action for specific stakeholders” to assist
them in their programmatic decision mak-
ing.5 Our initial hope had been to provide
such information through a carefully de-
signed study. However, because we were
not allowed to collect survey data from
participating children, the evaluation was
limited to posttest measures obtained from
parents and teachers who completed sur-
veys and attended focus-group or inter-
view sessions. With all of these measures,
selection bias posed a serious threat to the
validity of any conclusions. Nevertheless,
although the evaluation was far less rig-
orous than planned, it did provide infor-
mation that school administrators found
useful and that ultimately resulted in a sys-
tem-wide change in the program.

Our evaluation findings were included
in a report that was submitted to the school
administration and the Board of Com-
missioners. For about a year, they took no
significant action, and we believed that the
report had been “filed.” Soon afterward,
however, there was renewed interest in the
findings (due, in part, to inquiries made

counted for 13% of rotated variance; and
“value of communication,” which in-
cluded 12 items and accounted for 19% of
rotated variance. 

A t-test of the combined scores of the five
items constituting the “parents’ attitudes”
factor showed significantly higher scores
for parents of the experimental students
than for parents of the control students,
(t[315]=3.87, p≤.05), indicating that parents
of students in the experimental group had
more favorable opinions about the cur-
riculum than did parents whose children
were in the control schools. For the other
two factors, t-tests showed no significant
differences between parent groups. 

Four of the questions added to the sur-
vey of parents in the experimental group
addressed the homework assignments.
Sixty-seven percent of those parents who
returned the surveys agreed or strongly
agreed that the homework assignments
encouraged their children to discuss top-
ics that they had not discussed before, and
77% agreed that the assignments were
useful in promoting communication with
their children. Forty-eight percent be-
lieved that the assignments had provid-
ed them with an opportunity to discuss
topics that they had previously post-
poned, although 73% stated that they had
discussed most of the topics covered in the
assignments before the curriculum had
been taught that year.
•Workshops. The parent workshop was
very poorly attended; although there were
274 children in the experimental group,
only 18 people (representing 14 families)
attended. Parents who attended the work-
shop were asked to rate its value in the
survey. Five parents rated the workshop
as “very valuable,” seven rated it as “valu-
able” and six parents rated it as “some-
what valuable.”
•Focus-group discussions. Twenty-four par-
ents attended one of six focus-group dis-
cussions. Comments during these sessions
consistently indicated that parents’ over-
all impressions of the curriculum were
positive, regardless of whether their chil-
dren were in the experimental or control
schools. Parents in the experimental group
expressed a high degree of satisfaction
with the homework assignments and in-
dicated that they were an effective method
of initiating discussions. 

Several parents said that the homework
assignments provided a stimulus, or an
“excuse to talk,” as well as opportunities
to move beyond topics covered by the as-
signments into other areas of concern and
interest. These parents said they used the
assignments as a  “screening process” to

of the Board of Commissioners by the
League of Women Voters), especially with
regard to the joint child-parent  homework
assignments. 

Without contacting us, school admin-
istrators designed and initiated a large-
scale test of the program, which involved
1,183 kindergarten through ninth grade
students in 42 different schools. Outcome
measures included short surveys com-
pleted by students, parents, teachers and
principals. Each survey consisted of Lik-
ert-scale items asking the participants to
describe their opinions on curriculum con-
tent and the effectiveness of the home-
work assignments. When the school ad-
ministrators received positive feedback
from these surveys, they decided to ex-
pand the use of the homework supple-
ment throughout the system and at all
grade levels. The senior author of this ar-
ticle was then invited to participate in the
development of a final report recom-
mending system-wide implementation of
the revised curriculum. 

We believe that our evaluation reduced
uncertainty among administrators about
the acceptability of the program to parents,
thereby allowing the administration to act
decisively on the family life curriculum.
We also learned some valuable lessons re-
garding strategies for improving the eval-
uation process and ensuring that adequate
outcome measures are obtained in evalu-
ations of sexuality education.
•Bond with those who must deliver the
program. Although we attempted to in-
volve family life teachers in the study by
meeting with them before the study and
by working with several of them when we
developed the homework assignments, no
structure had been developed to promote
their full participation in the curriculum
instruction. Thus, only one teacher out of
nine in the experimental group distributed
all of the homework assignments, and one
teacher did not distribute any homework
assignments. 

Not surprisingly, our data suggest that
gaining the support of the teachers is a key
determinant of the success of this type of
program: There was a high overall return
rate for the homework that was assigned.
We believe it would have been useful to
have held focus groups with the teachers
before the program was carried out, to ob-
tain their input on strategies for ensuring
adequate implementation. Such a strate-
gy might have increased their motivation
to more fully enact the project design.
•Be assertive concerning selection of project
participants. A second problem was that the
school administrators determined which
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methods in program evaluation. There is
no doubt that traditional quantitative
methods, when they can be applied, max-
imize internal and external validity and
increase the value of the project in reas-
suring administrators. After the loss of our
student survey measure, we decided to
conduct focus groups with parents and
teachers. Attendance by teachers was low,
and attempts to hold additional focus
groups for the nonattending teachers were
hampered by their loss to follow-up when
the project ended with the academic
school year. Nevertheless, the discussions
that occurred provided us with important
insights that were central to the final im-
plementation of the curriculum changes.
•Notice who is watching. Our experience with
evaluations in the public sector is that the
clients and primary stakeholders often rely
on the evaluators to become spokespersons
regarding the issues at stake. Especially in
controversial areas like sex education, nu-
merous groups, organizations, reporters
and others seek information, and the client
may direct them to the evaluators for com-
ments, presentations and speeches. As this
list of other stakeholders grows and they
become familiar with the evaluator’s ac-
tivities, opportunities arise to overcome pro-
ject blockages caused by bureaucracy, pol-
itics and organizational inertia. This was
certainly our experience during our project.

Because of the sensitive nature of the
subject matter, our study’s conduct was
hampered by political influences and a de-
gree of reticence on the part of some teach-
ers to implement the curriculum. Although

schools would participate in the study and
the experimental condition to which each
school was assigned. There were obvious
differences between the two sets of schools.
In retrospect, we should have been more
assertive in communicating to school ad-
ministrators the importance of the groups’
equivalence for the project, especially with
respect to the schools’ history of instruct-
ing the family life curriculum. In other
words, we should have set more firmly the
conditions under which we were willing
to undertake the project.
•Hold fast to the project design. The most se-
rious design problem we encountered was
the last-minute decision to prohibit any
questionnaires from being administered
to students. Although at the time we be-
lieved our options were limited, hindsight
suggests that we should have made addi-
tional efforts to convince school adminis-
trators and board members of the impor-
tance of this outcome measure. We should
also have made a stronger effort to involve
board members in the design of the stu-
dent questionnaire. Although unrelated
political issues were at stake, such actions
might have resulted in less resistance. The
adage “What I’m not up on, I’m down on”
certainly has relevance for the type of eval-
uation we attempted to conduct, and we
strongly encourage others contemplating
evaluation work in sex education to con-
sider strategies for ensuring intensive in-
volvement of stakeholders.
•Think “qualitative.” Our experiences high-
light the importance of multiple outcome
measures and the value of qualitative

these impediments necessitated “mid-
course corrections” in the study’s execu-
tion and evaluation strategies, the effort did
result in some valuable findings, and the
child-parent homework supplement to the
family life curriculum was eventually
adopted throughout the Memphis public
school system. Thus, in spite of the many
difficulties that were encountered, we be-
lieve that it is possible to conduct effective
research and evaluation in the area of
school-based sexuality education. Such
work can yield useful information that can
alleviate uncertainty among school ad-
ministrators about these programs.
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As in most other countries, men and women in the Unit-
ed States typically begin having sexual intercourse during
late adolescence: at a median age of 16.9 years for men and
17.4 for women.1 To make healthy and responsible deci-
sions about whether to have intercourse and how to pro-
tect themselves and their partners from unwanted preg-
nancies and sexually transmitted diseases (STDs), young
men and women need relevant information and education.2

National organizations such as the American Medical
Association, the American Academy of Pediatrics and the
National Academy of Sciences have recommended that
schools implement comprehensive sex education strate-
gies. Such strategies not only teach students that abstinence
is the best way to prevent unintended pregnancy and STDs,
but also provide students with the information and skills
they need to reduce their number of partners and to use
contraceptive and disease prevention methods effectively
when they become sexually active.3

In contrast, federal legislation since the late 1990s has
funded abstinence-only programs, which promote absti-
nence exclusively. Such legislation explicitly excludes ad-
vocating contraceptive use or teaching about contraceptive
methods, except to stress their failure rates.4 Abstinence-
only programs gained prominence in 1998, when Section
510 of the Social Security Act began providing $50 million

in annual grants, to be matched with $37.5 million annu-
ally in state funds. In almost every jurisdiction, programs
funded under Section 510 support school-related activi-
ties.5 Since Section 510 was established, two other federal
programs—the Adolescent Family Life Act and the mater-
nal and child health block grant’s Special Projects of Re-
gional and National Significance—have specified that their
funds cannot be used to discuss contraceptives, except to
emphasize their failure rates.6

Although comprehensive sex education and abstinence-
only education are often contrasted against one another in
policy arenas,7 the way in which these approaches are im-
plemented in the nation’s schools is largely unknown. In
this article, we report findings from our analysis of data from
a nationally representative survey of sex education teach-
ers in U.S. schools that examined whether and how absti-
nence, contraception and other topics were taught.

SEX EDUCATION IN U.S. SCHOOLS

Sex education is taught in almost all public secondary
schools in the United States (93%); more than 95% of
15–19-year-olds have had sex education instruction.8 How-
ever, the content of sex education—notably, the emphasis
teachers give to abstinence and their coverage of the effec-
tiveness of contraceptive methods—varies widely.9

Factors Associated with the Content of Sex Education
In U.S. Public Secondary Schools

CONTEXT: While sex education is almost universal in U.S. schools, its content varies considerably. Topics such as absti-
nence, and basic information on HIV and other sexually transmitted diseases (STDs), are commonly taught; birth con-
trol and how to access STD and contraceptive services are taught less often. Factors potentially associated with these
variations need to be examined.

METHODS: Data on 1,657 respondents to a 1999 national survey of teachers providing sex education in grades 7–12
were assessed for variation in topics covered. Logistic regression was used to ascertain factors associated with
instruction on selected topics.

RESULTS: The content of sex education varied by region and by instructors’ approach to teaching about abstinence
and contraception. For example, teaching abstinence as the only means of pregnancy and STD prevention was more
common in the South than in the Northeast (30% vs. 17%). Emphasizing the ineffectiveness of contraceptives was less
common in the Northeast (17%) than in other regions (27–32%). Instructors teaching that methods are ineffective and
presenting abstinence as teenagers’ only option had significantly reduced odds of teaching various skills and topics
(odds ratios, 0.1–0.5).

CONCLUSIONS: Instructors’ approach to teaching about methods is a very powerful indicator of the content of sex
education. Given the well-documented relationship between what teenagers learn about safer sexual behavior and
their use of methods when they initiate sexual activity, sex education in all U.S. high schools should include accurate
information about condoms and other contraceptives.
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A 1998 survey found significant regional differences in
school district policies on whether sex education should
be taught and, if so, how abstinence and contraceptive meth-
ods should be presented.10 Sixty-nine percent of U.S. school
districts had a policy to teach sex education. In 35% of these
districts, the policy was to teach abstinence as the only
positive option outside of marriage, and to highlight the
ineffectiveness of methods for preventing pregnancy and
STDs (if these methods were covered at all). Among dis-
tricts with a policy, those in the South were significantly
more likely than those in other regions to require teaching
abstinence as the only option for unmarried teenagers (55%
vs. 20–35%). These differences in policies raise questions
about whether regional patterns exist in instructors’ ap-
proaches to teaching about abstinence and contraceptive
methods—including whether they teach specific skills and
topics.

Regional differences in contextual factors, such as local
public opinion on teaching students about birth control
and STD prevention, may help explain variations in sex
education instruction. Analyses from the General Social
Survey have demonstrated that adults living in the South
typically have less permissive attitudes about sexuality than
do those in other regions (as gauged by attitudes toward
premarital and extramarital sex, and homosexuality). This
may reflect more traditional values and attitudes generally
among Southern residents, and a relatively high proportion
who belong to fundamentalist religious denominations.11

A region’s proportion of youth who are sexually active,
and its pregnancy rate relative to other regions, also may
be related to the content of sex education; however, rela-
tionships are likely to be complex, and their direction hard
to identify. For example, relatively low rates of teenage sex-
ual activity and pregnancy may reflect a region’s lower need
for sex education compared with other regions’, or they
may result from more widespread sex education. Similar-
ly, a relatively high STD prevalence among adolescents may
increase community support for sex education or may re-
flect deficits in current programs.

Comparisons between the United States and other coun-
tries might help inform our understanding of regional pat-
terns in the United States. In many Western, developed
countries with adolescent pregnancy and STD rates lower
than U.S. rates, there is not only greater societal acceptance
of sexual activity among teenagers, but also more com-
prehensive and balanced sex education and greater access
to condoms and other forms of birth control.12 Thus, re-
gional variations in the United States in societal acceptance
of sexual activity among adolescents and approval of sex
education could be associated with differences in what is
taught in schools.

Factors other than region and instructors’ approach to
teaching abstinence and method effectiveness may also be
related to the content of sex education classes. For example,

health educators receive more training in sex education than
physical education teachers do.13 Moreover, because schools
with a large student enrollment or a high proportion of im-
poverished students generally have a relatively high pro-
portion of sexually active students, they may receive in-
creased support from officials and the local community for
instruction on birth control and STD prevention.14

In this article, we establish a context in which to un-
derstand regional patterns of sex education, and we report
survey findings on how instructors approach the teaching
of abstinence and method effectiveness, according to re-
gion. We also examine differences in the proportion of in-
structors teaching 27 selected topics and skills, according
to region and to a measure of how instructors teach absti-
nence and method effectiveness. Finally, we examine
whether region, teaching approach and other factors are
independently associated with the proportions of in-
structors teaching selected key topics and skills related to
preventing sexual behavior, pregnancy and STDs, and to
accessing contraceptives and STD services.

METHODS

Sample and Survey of Teachers
We analyzed data collected by The Alan Guttmacher In-
stitute (AGI) in a 1999 nationally representative survey of
public school teachers of grades 7–12 who are responsible
for the subject areas that usually include sex education—
biology, health education, family and consumer science (also
known as home economics), and physical education—and
school nurses. In all, 3,754 teachers responded to the survey,
representing 49% of eligible participants. Our analysis is
based on the 1,657 respondents who had taught sex edu-
cation in the current or preceding school year. 

Market Data Retrieval supplied a systematic random sam-
ple of teacher names, stratified by teaching specialty; their
company also provided data on each teacher’s school, in-
cluding state, number of students enrolled and the pro-
portion of students living in poverty. More information about
the survey methods has been described previously.15

To measure how a teacher approached abstinence, the
survey asked, “Which one of the following best describes
the way you teach about abstinence from intercourse in your
sexuality education instruction?” Respondents could
indicate that they presented abstinence as one alternative,
as the best alternative or as the only alternative for preg-
nancy and STD prevention, or that they do not teach about
abstinence.*

Instructors’ approaches to teaching about condoms and
birth control were assessed through two questions. First,
“Which one of the following best describes the way you
teach about condoms in your sexuality education instruc-
tion?” Respondents could indicate one of three options:
They emphasize that condom use can be an effective means
of preventing STDs among sexually active persons, they
emphasize that it is ineffective, or they do not teach about
condom use to prevent STDs. The second question asked,
“Which one of the following best describes the way you

Factors Associated with the Content of Sex Education

*Questionnaire items about STDs usually used the term “STDs/HIV.” In this

article, we have generally shortened the term to “STDs.”
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RESULTS

Variations in Context 
In 1999, one-third of Americans believed that sexual in-
tercourse should occur only in marriage (Table 1); the pro-
portions in the Midwest and South (34% and 40%, re-
spectively) were higher than those in the West and
Northeast (29% and 26%, respectively). However, the level
of public support for teaching sex education in schools—
93% of U.S. adults supported such instruction in high
school, and 84% in junior high school—did not vary by re-
gion. Support for teaching specific topics was high—93–96%
for abstinence, 89–95% for contraception and 89–93% for
condoms—although for some topics, it was lower in the
South and Midwest than in the Northeast and West.

Nationally, 47% of women aged 20–24 in 1995 had had
intercourse by age 17; a small sample size precluded our
detecting statistically significant differences by region.
Regions varied little in the proportion of females aged 15–19
reporting nonuse of a contraceptive at their first intercourse
(range, 22–28%) or most recent intercourse (18–29%) (not
shown).

Sixty-two per 1,000 U.S. women aged 15–17 became preg-
nant in 1996; 34 per 1,000 of these adolescent women gave
birth, 19 had abortions and nine had miscarriages. The West
and South had the highest rates of teenage pregnancy. The
South had the highest birthrate; the West and Northeast
had the highest abortion rates. More current national data
show that birthrates and abortion rates have declined; re-
gional data are not available beyond 1996, but differences
probably have not changed substantially.19

teach about birth control in your sexuality education
instruction?” Response choices indicated emphasizing that
use of birth control methods can be an effective means 
of pregnancy prevention for sexually active persons,
emphasizing that it is ineffective or never teaching about
birth control.

Other Data Sources
To consider other factors that may be related to geograph-
ic variation in sex education, we examined regional data
from additional sources. Public opinion data come from
unpublished tabulations of a 1999 national poll of 1,050
adults, conducted by Hickman-Brown Research for Advo-
cates for Youth and the Sexuality Information and Educa-
tion Council of the United States; at a 95% confidence level,
the survey had a sampling error of plus or minus three per-
centage points.16 Data on 20–24-year-old women come from
the 1995 National Survey of Family Growth.17 Finally, rates
of pregnancies, births, abortions and miscarriages were cal-
culated from previously reported AGI data.18 To calculate
regional-level estimates, we aggregated the state-level data
within each region, taking into account state differences in
the number of female residents aged 15–17.

Statistical Analysis
Data from the survey of teachers were weighted to reflect
the national distribution of sex education teachers in 1999.
To analyze data from this complex, stratified sample, we
performed t-tests to assess significant differences among
proportions by using Stata software, version 7.0. (This soft-
ware package uses the unweighted number of cases and
incorporates information from the sample weights and
stratified sample design to inflate the standard errors for
significance testing.) 

We conducted multivariate logistic regression analysis
to ascertain whether region and contextual factors were in-
dependently associated with instructors’ approach to teach-
ing about abstinence and method effectiveness. Moreover,
we conducted additional multivariate logistic regression
analyses to explore the potential independent associations
between these factors and the likelihood of an instructor’s
teaching selected key skills and topics representing three
broad subject areas: sexual behavior and abstinence (how
to say no to sexual intercourse); methods for prevention
of pregnancy and infection (the importance of correct, con-
sistent method use; the proper way to use a condom; and
specific clinics or physicians where students can get birth
control); and other means of prevention of and services
specifically for STDs (monogamy as a way to prevent STDs
and the names of clinics or other resources for STD services).
The independent variables included teacher-reported lev-
els of community and school administration support for
sex education, the source of the school’s sex education pol-
icy, school enrollment, the proportion of the student body
living in poverty, the instructor’s area of specialty, and the
instructor’s approach to teaching abstinence and contra-
ceptive effectiveness.

TABLE 1. Selected measures of public opinion on premarital sex and sex education,
and of young women’s sexual behavior and reproductive experience, United States,
by region

Measure Total Northeast South Midwest West

Public opinion, 1999
% who believe sex should occur only in marriage 33 26 40* 34* 29
% who support the teaching of sex education

in high school 93 94 92 92 93
% who support the teaching of sex education

in junior high school 84 82 82 85 87
% who agree that by grades 11–12, the following

topics are appropriate to be taught
Abstinence 95 96 93 96 93
Contraception 91 94 90* 89* 95
Condoms 90 93 89* 89* 93

Sexual behavior/reproductive experience
% of sexually experienced 20–24-year-old women

who had had sex by age 17, 1995 47 43 47 49 46
Rate per 1,000 women aged 15–17, 1996

Pregnancies† 62 56 67 50 69
Births 34 24 41 29 36
Abortions 19 25 16 14 24

*Differs significantly from proportion in the Northeast at p<.05. †Includes miscarriages. Note: The four U.S. re-
gions are as follows: Northeast—Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York,
Pennsylvania, Rhode Island and Vermont. South—Alabama, Arkansas, Delaware, District of Columbia, Florida,
Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas,
Virginia and West Virginia. Midwest—Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska,
North Dakota, Ohio, South Dakota and Wisconsin. West—Alaska, Arizona, California, Colorado, Hawaii, Idaho,
Montana, Nevada, New Mexico, Oregon, Utah, Washington and Wyoming. Sources: Public opinion—unpublished
tabulations of a nationwide poll of 1,050 respondents, aged 18 or older (reference 16). Sexual behavior—reference
17. Reproductive experience—calculated from previously reported findings by The Alan Guttmacher Institute
(reference 18).
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Variations in Teaching Approach
In 1999, 23% of sex education teachers taught abstinence
as the only option for preventing pregnancy and STDs (Table
2). Sixty percent of sex education teachers presented birth
control as an effective means of preventing pregnancy among
sexually active persons, condoms as an effective means of
preventing HIV and other STDs, or both; the rest empha-
sized the ineffectiveness of preventive methods (28%) or
did not teach about them at all (12%). Therefore, the pro-
portion of sex education instructors emphasizing the inef-
fectiveness of methods or not teaching about methods at
all (40%) was substantially higher than the proportion teach-
ing abstinence as the only option (23%).

The South had the highest proportion of instructors
teaching abstinence only (30%), and the Northeast had
the lowest (17%). Regional differences in teaching ap-
proaches were greater for method effectiveness than for ab-
stinence. Whereas 72% of teachers in the Northeast em-
phasized that contraceptive methods can be effective, only
55% in the South and Midwest did so. Seventeen percent
of teachers in the Northeast emphasized the ineffectiveness
of methods, compared with 27–32% in other regions. 

Instructors’ approach to teaching abstinence did not per-
fectly reflect their approach to teaching method effective-
ness, as we found when we combined both variables to form
a four-category measure. Nationally, 51% of sex education
teachers used what might be called a comprehensive ap-
proach to sex education: They taught that abstinence is the
best option for young people to prevent pregnancy and
STDs, and also taught that contraception and condoms can
be effective for preventing pregnancy and STDs. Fewer than
half of teachers in the South and Midwest used this ap-

proach, compared with three-fifths in the Northeast. In con-
trast, the approach of 14% of all teachers followed more
closely the federal definition of abstinence-only education—
teaching that abstinence is the only option, and either not
teaching about other preventive methods or emphasizing
their ineffectiveness. A significantly greater proportion of
teachers in the South, Midwest and West (14–19%) than
in the Northeast (6%) reported using this approach. 

Roughly one-third of teachers nationwide taught absti-
nence and method use in a manner inconsistent with the
positions of advocates of abstinence-only education and
advocates for comprehensive sex education: Twenty-six per-
cent taught that abstinence is the best option and that meth-
ods are ineffective, and 9% taught that abstinence is the
only option and that methods are effective. Teachers using
these approaches together formed a substantial group in
all regions.

Variations in Specific Content
•Regional differences. No significant differences were found
by region in the proportion of instructors teaching how al-
cohol and drug use affects behavior, negative consequences
of sexual intercourse, how to resist peer pressure to have
sexual intercourse, signs and symptoms of STDs, or that
only some STDs are curable (Table 3). These topics were
taught by at least 84% of instructors in each region. In ad-
dition, all but four of the 27 topics and skills were taught
by similar proportions of teachers in the West and North-
east. However, a significantly higher proportion of teach-
ers in the Northeast than in the South provided instruc-
tion on 19 of the 27 skills and topics examined, including
all those related to STD services or to pregnancy and STD
prevention. Regional differences were greatest for the fol-
lowing topics and skills: sexual orientation, which meth-
ods can be purchased over the counter and which require
a medical visit, the proper way to use a condom, and the
importance of using both a condom and a more effective
birth control method to avoid pregnancy and STDs (dif-
ference between proportions teaching these topics in the
Northeast and South, 19–27 percentage points).

Similar proportions of instructors in the Midwest and
Northeast taught most topics related to sexual behavior
and abstinence, and STD facts and prevention. However,
instruction on most topics related to STD services and to
pregnancy and STD prevention was less common among
Midwestern teachers than among Northeastern teachers. 
•Differences by approach to abstinence and method effec-
tiveness instruction. In general, instructors’ approach to
teaching abstinence and method effectiveness was related
to the specific topics and skills they taught, except for sex-
ual abstinence as a form of STD prevention (Table 3). For
most of the topics and skills examined in bivariate analy-
ses, the proportion of instructors covering each topic or
skill was significantly lower among instructors emphasiz-
ing method ineffectiveness, regardless of abstinence ap-
proach, than among instructors emphasizing method ef-
fectiveness and teaching abstinence as the best option.

Factors Associated with the Content of Sex Education

TABLE 2. Percentage distribution of U.S. public secondary school sex education
teachers, by their presentation of abstinence and the effectiveness of methods for
preventing pregnancy and STDs, according to region, 1999

Presentation of topics Total Northeast South Midwest West
(N=1,657) (N=305) (N=510) (N=560) (N=282)

Abstinence
The only option 23.4 16.8 29.7*** 22.4 21.1
One option/the best option 71.8 78.1 64.9*** 72.6 75.9
Not taught 4.8 5.1 5.4 5.0 3.1

Method effectiveness†
Effective 60.3 72.2 55.3*** 54.9*** 64.4
Ineffective 27.5 17.1 29.1*** 32.3*** 26.8**
Not taught 12.2 10.7 15.6* 12.8 8.8

Method effectiveness and abstinence‡
Methods effective, abstinence best 51.2 62.1 45.5*** 47.4*** 57.2
Methods effective, abstinence only 9.1 10.4 10.2 8.1 7.4
Methods ineffective, abstinence best 25.5 21.3 25.0 30.2** 21.9
Methods ineffective, abstinence only 14.2 6.2 19.4*** 14.3*** 13.5**

Total 100.0 100.0 100.0 100.0 100.0

*Differs significantly from proportion in the Northeast at p<.05. **Differs significantly from proportion in the
Northeast at p<.01. ***Differs significantly from proportion in the Northeast at p<.001. †“Effective” includes
instructors who taught that use of birth control can be an effective means of preventing pregnancy, condom
use can be an effective means of preventing STDs or both. The category does not include teachers emphasiz-
ing that birth control or condoms are ineffective. “Ineffective” includes instructors emphasizing the ineffective-
ness of birth control methods for pregnancy prevention, the ineffectiveness of condoms for STD prevention or
both. ‡Instructors not teaching about abstinence were included with “abstinence best”; those not teaching
about pregnancy prevention  methods and STD prevention methods were included with “methods ineffective.”
Notes: Ns are unweighted. For a list of states by region, see note to Table 1.
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tion (not shown). We subsequently performed multivari-
ate logistic regression analysis to ascertain which variables
are associated independently with teachers’ presentation
of specific topics and skills.

Multivariate Results
•Method effectiveness and abstinence. In our analyses con-
trolling for contextual factors (Table 4, page 266), teachers
in the South, Midwest and West were more likely than those
in the Northeast to emphasize the ineffectiveness of meth-
ods for preventing pregnancy and STDs or not to cover meth-
ods at all (odds ratios, 1.7–2.4). Similarly, teachers in the South
and Midwest were more likely than teachers in the North-
east to teach abstinence as the only option (1.6–2.7).

Teachers concerned about the potential for adverse

Among teachers emphasizing method effectiveness, we ob-
served some differences between those teaching abstinence
as the only option and those teaching abstinence as the best
option. Nonetheless, the findings of our bivariate analyses
show that instructors’ approach to teaching method effec-
tiveness may be an important determinant of the topics and
skills taught in sex education classes.
•Differences by other factors. Teachers’ inclusion of specif-
ic topics and skills generally was associated with contex-
tual factors. For example, teachers’ concern about possi-
ble adverse community reaction, and teaching in a school
without a district- or school-level sex education policy, each
had a positive association with instruction on topics relat-
ed to abstinence and had a negative association with in-
struction on topics related to pregnancy and STD preven-

TABLE 3. Percentage of U.S. public secondary school sex education teachers covering selected topics and skills, by region and approach to teaching
about abstinence and method effectiveness, 1999

Topics and skills Total Region† Teaching approach‡

North- South Midwest West Methods effective Methods ineffective
east

Abstinence Abstinence Abstinence Abstinence
best only best only

Sexual behavior and abstinence
How alcohol/drug use affects behavior 91.2 92.3 90.4 91.3 91.3 91.7 95.8* 88.7 91.1
Negative consequences of intercourse 91.1 90.8 88.8 92.2 93.4 92.7 97.3* 85.4** 92.6
How to resist peer pressure to have intercourse 85.7 84.8 84.1 85.4 90.3 86.9 90.5 79.0** 89.8
Sexuality as a natural and healthy part of life 83.1 85.7 77.0** 84.3 89.3 87.5 80.5 75.5*** 84.8
How to refuse intercourse 77.0 77.8 74.9 78.2 77.7 77.0 90.0*** 70.3* 83.5**
Consensual vs. forced sexual contact 68.7 74.9 63.0*** 69.9 69.9 73.6 78.1 57.7*** 65.5*
Importance of both partners’ agreeing to

any sexual behavior 68.2 74.6 61.1*** 71.4 67.3 75.5 78.9 56.6*** 57.7***
Abortion—factual information 63.0 69.7 58.1** 62.3* 65.7 74.1 63.3* 50.3*** 45.6***
Abortion—ethical issues 57.4 61.8 53.5* 57.0 60.2 67.0 59.3 44.9*** 41.3
Sexual orientation/homosexuality 51.3 65.2 39.5*** 54.2** 51.5** 63.3 61.3 34.1*** 32.0***
How to negotiate sexual limits 47.1 51.2 43.0* 48.7 46.6 51.3 55.6* 40.6** 40.3**

STD facts and prevention
Sexual abstinence as a way to prevent STDs 94.6 92.8 93.8 95.4 96.7* 97.4 99.1 86.0 98.5
STD symptoms can be hidden, absent

or unnoticed 93.6 90.7 93.1 94.4 96.1** 96.3 99.0* 86.7** 93.8
Only some STDs are curable 91.7 89.4 91.6 92.9 92.0 95.7 98.6** 82.5*** 89.8**
Signs and symptoms of STDs 91.7 89.6 91.7 92.3 93.1 95.3 99.2*** 83.4*** 90.1*
Monogamy as way to prevent STDs 80.1 82.1 73.5** 82.1 86.1 86.2 81.8 71.6*** 73.0***
STD risk from oral/anal sex 80.4 84.5 71.8*** 84.5 83.8 88.4 85.4 68.3*** 70.5***

STD services
Importance of notifying all sexual partners

if infected 78.1 82.2 75.6* 78.3 78.0 84.6 88.2 66.2*** 69.4***
Confidential services available without

parental consent 62.7 71.2 58.1*** 60.5** 65.9 72.7 71.7 49.9*** 44.5***
Specific sources of STD services 58.7 64.6 54.7** 56.9* 63.0 66.7 68.5 45.6*** 50.9***

Methods for pregnancy/STD prevention
Condom use to prevent STDs 78.0 84.0 71.7*** 78.4 82.2 94.3 84.7** 61.7*** 44.3***
Importance of correct, consistent method use 61.8 71.2 55.7*** 59.8** 67.0 80.4 69.8* 38.8*** 32.1***
Importance of using dual methods to avoid

pregnancy/infection 60.2 71.3 52.5*** 58.5*** 65.7 78.7 73.5 36.1*** 27.4***
Which methods can be purchased at a store,

and which require physician/clinic visit 50.3 62.2 43.3*** 48.8*** 53.3* 49.2 41.0 18.7*** 14.3***
How to communicate with partner about

birth control 47.0 55.6 40.7*** 47.5* 48.1 60.7 54.8 28.7*** 26.2***
Specific sources of birth control 35.3 43.3 28.7*** 32.8** 43.8 47.2 31.7** 19.6*** 8.5***
Proper way to use condoms 33.4 48.8 22.3*** 31.5*** 40.8 68.4 52.3** 28.8*** 22.6***

*p<.05. **p<.01. ***p<.001. †Significance levels refer to the difference between the specified proportion and the proportion for the Northeast. ‡Significance levels refer to the difference between
the specified proportion and the proportion for “methods effective, abstinence best.” “Effective” includes instructors who taught that use of birth control can be an effective means of preventing
pregnancy, condom use can be an effective means of preventing STDs or both. The category does not include teachers emphasizing that birth control or condoms are ineffective. “Ineffective” includes
instructors emphasizing the ineffectiveness of birth control methods for pregnancy prevention, the ineffectiveness of condoms for STD prevention or both. Instructors not teaching about absti-
nence were included with “abstinence best”; those not teaching about pregnancy prevention methods and STD prevention methods were included with “methods ineffective.” Notes: Ns are un-
weighted. For a list of states by region, see note to Table 1.
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community reaction to sex education were more likely than
other teachers to emphasize method ineffectiveness or not
to discuss preventive methods (1.9). Compared with re-
spondents in schools with a district-level policy on sex ed-
ucation, respondents in schools without a district- or school-
level policy had reduced odds of presenting abstinence as
the only option (0.7).

There were few differences by school enrollment, or by
relative affluence of the student body, in teachers’ approach
to presenting method effectiveness or abstinence. Howev-
er, teachers in the largest schools (student enrollment of
at least 1,000 pupils) were less likely than those in the small-
est schools (fewer than 300 students) to teach abstinence

as the only option (odds ratio, 0.5); teachers at schools with
at least 30% of students living in poverty were less likely
than teachers at schools with fewer than 6% in poverty to
emphasize method ineffectiveness (0.6).

Family and consumer science teachers and biology teach-
ers each were less likely than health education teachers to
teach abstinence as the only method of prevention. Phys-
ical education teachers were more likely than health edu-
cation teachers to emphasize the ineffectiveness of meth-
ods or not to teach the topic at all.
•Sexual behavior and abstinence. Teachers concerned about
potential adverse community reaction, or teaching in a
school and district with no sex education policy, had re-

Factors Associated with the Content of Sex Education

TABLE 4. Percentage distribution of U.S. public secondary school sex education teachers, by selected contextual characteristics, and odds ratios from
multivariate logistic regression analyses of the association between those characteristics and teachers’ presentation of selected topics 

Characteristic % Methods not Abstinence How to refuse Importance Proper way Specific Monogamy Specific sources
taught or only intercourse of correct, to use sources of as a way to of STD services
ineffectiveness consistent condoms birth prevent STDs
emphasized method use control

Region†
Northeast (ref) 18.9 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
South 31.1 2.36*** 2.71*** 1.00 0.63* 0.31*** 0.67* 0.77 0.68
Midwest 33.6 2.33*** 1.57* 1.31 0.75 0.52*** 0.76 1.15 0.83
West 16.4 1.68* 1.32 1.13 0.96 0.67 1.12 1.38 0.81

Consider administration nervous about community reaction to sex education
No (ref) 78.1 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Yes 21.9 0.98 1.39 1.06 0.69* 0.58** 1.22 0.92 0.90

Concerned about community reaction to sex education
No (ref) 68.0 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Yes 32.0 1.91*** 1.18 0.64* 0.52*** 0.43*** 0.38*** 0.69* 0.86

Sex education policy
District-level (ref) 68.3 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
School-level 7.4 0.77 0.94 0.57 1.05 0.89 1.29 1.13 1.20
Up to teacher 24.3 1.02 0.67* 0.49*** 1.09 0.71* 1.00 0.82 0.77

No. of students enrolled at the school
<300 (ref) 10.9 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
300–499 14.9 1.37 0.73 0.92 1.33 0.99 1.23 1.04 1.31
500–999 36.8 1.42 0.73 0.99 1.21 1.25 1.12 1.09 1.20
≥1,000 37.4 0.97 0.47*** 1.39 1.69* 2.22*** 2.00** 1.19 2.06***

% of student body in poverty
<6.0 (ref) 16.3 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
6.0–15.9 41.0 0.87 0.94 0.93 1.02 1.67* 1.62* 1.25 1.44*
16.0–29.9 31.3 0.81 0.74 1.11 1.14 2.13*** 1.67* 1.39 1.91***
≥30.0 11.4 0.58* 0.75 1.74 0.72 1.57 1.32 0.91 1.35

Instructor’s specialty
Health (ref) 30.0 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Family/consumer science 18.2 0.78 0.56** 1.06 2.69*** 1.14 1.41 0.79 1.07
Biology 21.0 1.30 0.42*** 0.05*** 0.35*** 0.23*** 0.31*** 0.28*** 0.18***
Nurse 2.7 0.95 0.79 0.37*** 1.15 0.98 2.50*** 0.61* 1.33
Physical education 28.1 1.43* 1.31 0.72 1.05 1.16 1.32 0.68 0.95

Instructor’s approach to presenting preventive method use and abstinence‡
Methods effective,

abstinence best (ref) 51.2 .na .na 1.00 1.00 1.00 1.00 1.00 1.00
Methods effective,

abstinence only 9.1 .na .na 2.31* 0.53** 0.44*** 0.74 0.59 1.01
Methods ineffective,

abstinence best 25.5 .na .na 0.90 0.16*** 0.33*** 0.28*** 0.42*** 0.47***
Methods ineffective,

abstinence only 14.2 .na .na 1.40 0.12*** 0.10*** 0.17*** 0.41*** 0.47***

*p<.05. ** p<.01. ***p<.001. †For a list of U.S. states by region, see note to Table 1. ‡“Effective” includes instructors who taught that use of birth control can be an effective means of preventing preg-
nancy, condom use can be an effective means of preventing STDs or both. The category does not include teachers emphasizing that birth control or condoms are ineffective. “Ineffective” includes
instructors emphasizing the ineffectiveness of birth control methods for pregnancy prevention, the ineffectiveness of condoms for STD prevention or both. Instructors not teaching about absti-
nence were included with “abstinence best”; those not teaching about pregnancy prevention methods and STD prevention methods were included with “methods ineffective.” Notes: Percentages
are weighted. na=not applicable. ref=reference category. 
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services (0.5). Teachers in schools with the largest student
enrollments, or with 6% to nearly 30% of students living
in poverty, had increased odds of providing information
about places where students can obtain STD services
(1.4–2.1).

DISCUSSION

Current controversies over sex education imply that the
disagreements are primarily about whether instruction
should stress abstinence. However, there appears to be lit-
tle disagreement over this point in the United States: Sur-
veys show overwhelming support among adults in the gen-
eral public and among sex education teachers for teaching
adolescents to be abstinent.20 In fact, almost all sex edu-
cation teachers in our survey presented abstinence as the
only or the best option for teenagers.

According to our findings, the controversy between
abstinence education and more comprehensive approaches
centers, instead, on what information should be present-
ed to students about how sexually active people can prevent
unwanted pregnancy and STDs. Although public support
for instruction on condoms and other contraceptives is
almost as high as that for abstinence instruction, recipients
of federal funds for education programs promoting absti-
nence are prohibited from using their grants to advocate
contraceptive use.

Furthermore, our findings suggest that federal require-
ments are out of step not only with the desires of almost
all the general public, but also with how sex education is
taught in the majority of U.S. public schools: Six in 10 sex
education teachers in our survey reported teaching con-
traceptive method use as an effective means of preventing
pregnancy and STDs among sexually active people.

Since public education is generally a local or state re-
sponsibility, it is not surprising that instruction in most
schools does not follow the federal concept of abstinence
education. Still, a high proportion of secondary school sex
education instructors reported presenting abstinence as
the only way of preventing pregnancy and STDs (23%),
and an even greater proportion reported presenting meth-
ods as ineffective (28%) or not teaching about them at all
(12%). These findings are of grave concern because they
indicate that students are not receiving accurate informa-
tion, or are receiving no information at all, on methods in
their sex education classes. 

We found that instructors who stressed the ineffective-
ness of methods—regardless of their approach to teaching
about abstinence—had significantly reduced odds of teach-
ing most of the topics and skills examined in our multi-
variate analysis. In particular, instructors teaching that con-
traceptives are ineffective and abstinence is the only option
were the least likely to teach the topics and skills related to
pregnancy prevention. In contrast, instructors presenting
abstinence as the best among multiple options and stress-
ing method effectiveness were more likely than other in-
structors to teach nearly all topics and skills related to preg-
nancy and STD prevention and services.

duced odds of teaching students how to say no to a
boyfriend or girlfriend who wants to have sex. Biology teach-
ers and nurses were less likely than health teachers to cover
this topic. However, odds of teaching this topic were high-
er for teachers who presented method use as effective and
abstinence as the only option than for instructors who pre-
sented method use as effective but taught abstinence as the
best of several options (odds ratio, 2.3).
•Methods for pregnancy and STD prevention. Southern teach-
ers were significantly less likely than Northeastern in-
structors to teach the importance of correct and consistent
contraceptive use (odds ratio, 0.6) or the proper way to use
a condom (0.3), or to provide information on specific
sources of birth control (0.7). Midwestern teachers differed
significantly from Northeastern teachers on only one of these
variables—instruction on proper condom use (0.5). Teach-
ers generally were less likely to teach these pregnancy pre-
vention and service topics if they had concerns, or perceived
that their school administration had concerns, about pos-
sible adverse community reaction (odds ratios, 0.4–0.7).

Teachers were more likely to discuss the topics related
to pregnancy prevention and services if they taught at one
of the largest schools instead of one of the smallest (odds
ratio, 1.7–2.2). Teachers in schools with at least 6% but fewer
than 30% of students living in poverty were more likely than
teachers at the most affluent schools to discuss proper con-
dom use and specific sources of birth control. Biology teach-
ers were less likely than health education teachers to teach
each of the pregnancy prevention and services topics. Fam-
ily and consumer science teachers had elevated odds of dis-
cussing the importance of correct, consistent method use,
and school nurses had elevated odds of providing infor-
mation on specific sources of birth control.

Teachers who emphasized the ineffectiveness of contra-
ception, regardless of how they presented abstinence, were
considerably less likely to teach the three pregnancy pre-
vention topics than were instructors who teach that method
use is effective and abstinence is best. Instructors who teach
that method use is ineffective and abstinence is the only op-
tion had the lowest odds of teaching these three topics (odds
ratios, 0.1–0.2). And among teachers who emphasize the
effectiveness of contraceptives, those using an abstinence-
only approach were less likely than those using an absti-
nence-best approach to teach two of these three topics.
•Prevention and services for HIV and other STDs. Few vari-
ables showed significant variation in the likelihood of an
instructor’s teaching about monogamy as a form of STD
prevention. In part, this was probably because most teach-
ers (80%) reported that they taught this topic. However,
instructors who taught that method use is ineffective and
that abstinence is the best or only option for adolescents
were substantially less likely to teach about monogamy than
were teachers who taught that method use is effective and
abstinence is the best option (odds ratios, 0.4).

Teachers emphasizing the ineffectiveness of method use
or not teaching about method use had reduced odds of pro-
viding students with names of specific places offering STD
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At the same time, our analyses show that teachers’ ap-
proaches to covering abstinence and method effectiveness
are not the only factors that potentially explain the specif-
ic skills and topics taught. Teachers in the South, the Mid-
west and, to a lesser extent, the West were significantly more
likely than those in the Northeast to emphasize method
ineffectiveness or not to cover methods at all. And while
fewer than half of sex education teachers in the Northeast
and West (41–49%) taught the proper way to use a con-
dom or provided information about specific places where
students can access birth control services, the proportions
among Southern and Midwestern teachers were even lower. 

Worry about adverse community reaction was associ-
ated with reduced odds of teaching skills and topics relat-
ed to prevention of pregnancy. In contrast, teaching in
schools with a moderate to high proportion of students in
poverty was associated with increased odds of teaching most
of these topics and skills.

Teaching students that contraceptive methods are inef-
fective, and not providing them information on how to use
methods effectively, may contribute to poor use or even
nonuse.21 Results from the Youth Risk Behavior Survey
demonstrate that condom use among high school students
significantly increased during the 1990s, but the rate of in-
crease slowed by the end of the decade.22

Federally sponsored abstinence-only funding has
increased substantially since our survey of teachers was
conducted in 1999. Future research is needed to examine
to what extent these funds have influenced public school
instruction—especially whether they have increased teachers’
likelihood of emphasizing the ineffectiveness of contra-
ceptive methods, and decreased their likelihood of in-
structing students on how to use contraceptives effectively.
If a trend toward emphasizing contraceptive ineffectiveness
exists, we would expect that regional differences will be ex-
acerbated, and students in the South and Midwest will 
be even less likely than students living elsewhere to receive
accurate information about pregnancy and STD prevention.

Our study has several limitations. Of note, although the
survey captured whether instructors taught certain topics
and skills, it did not measure the quality of instruction, the
amount of time spent on topics, details of what was taught
on each topic or the message delivered about specific top-
ics. In addition, the teaching of sex education and region-
al variation may be influenced by characteristics that we
were unable to measure directly, such as religiosity and con-
servatism of the local area.

Young people who are taught both that they should delay
becoming sexually active and that they should use meth-
ods if and when they do have sex are more likely than oth-
ers to engage in these preventive behaviors.23 These facts
and the data presented here make clear that it is time to shift
the debate about sex education instruction from whether
and how to teach abstinence to whether and how condoms
and other methods are taught in sex education classes. In-
structors’ approach to teaching about methods is a very pow-
erful indicator of the content of sex education today.
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Interest in men’s health, including their sexual and repro-
ductive health, has been growing over the past two decades.
The 1994 International Conference on Population and De-
velopment in Cairo and the 1995 Fourth World Confer-
ence on Women in Beijing both recognized the effect of
men’s behavior on women’s health, highlighted the im-
portance of shared responsibility and sparked interest in
developing interventions to increase male involvement in
reproductive health programs.1 A 2002 report by The Alan
Guttmacher Institute emphasized that the sexual and re-
productive health concerns of men are important in their
own right, not only because males play important roles as
fathers and sexual partners.2 The National Survey of Ado-
lescent Males, the Youth Risk Behavior Survey, and stud-
ies and reports sponsored or produced by other organiza-
tions have significantly contributed to the growing body
of knowledge about men’s sexual and reproductive health
concerns, beliefs, attitudes and behaviors.3

Since 1997, the Office of Family Planning in the Office
of Population Affairs at the Department of Health and
Human Services has funded diverse community-based pro-
grams to learn how to engage with and provide reproduc-
tive health services to males.4 This special report describes
sexual and reproductive health services and how they have
evolved at one of those programs—the Young Men’s Clin-
ic, an ambulatory clinic for adolescent and young adult
males in New York City.

THE YOUNG MEN’S CLINIC

The clinic is a component of a reproductive health program
jointly operated by the Center for Community Health and
Education at Columbia University’s Mailman School of Pub-
lic Health and NewYork–Presbyterian Hospital. It is locat-
ed in the upper Manhattan community of Washington
Heights, which has the highest concentration of Hispanic
residents in New York City.5 Created in 1987, the Young
Men’s Clinic is the only facility in the city specifically tai-
lored to address the sexual and reproductive health needs
of adolescent and young adult men, and has been recog-
nized for many years as an important model of the deliv-
ery of community-based health care services to young
males.6

The Young Men’s Clinic provides medical, social work,
mental health and health education services at two clinic
sessions each week. Services are provided in the clinical
space used by the Center for Community Health and Ed-
ucation’s reproductive health program, which serves ado-
lescent and adult women at more than 25,000 visits each

year. Between 28 and 35 men are served at each session.
Use of the clinic has almost tripled since 1998: Some 1,452
men made 2,522 visits in 2002, compared with 506 men
who made 908 visits in 1998.

The target age range for the clientele of the Young Men’s
Clinic is 13–30. Seventy-five percent of patients are 20–29,
and 46% are 20–24 (the male age-group with the highest
rates of gonorrhea and chlamydia7). Ninety-five percent
are Hispanic (the majority of whom identify themselves as
Dominican); 3% are black. Approximately half of the men
are employed either full- or part-time. Only 25% of patients
receive Medicaid benefits, and 3% have some form of pri-
vate insurance.

History
The Young Men’s Clinic evolved out of the adolescent fam-
ily planning program that has been operated by the Cen-
ter for Population and Family Health (now the Heilbrunn
Department of Population and Family Health) since 1976.
Both the scope and the use of services have shifted with
fluctuations in funding and with increased knowledge about
the needs of young men.

Use of reproductive health services by males was gen-
erally low during the 1970s (few of the male involvement
demonstration projects sponsored by the Office of Popu-
lation Affairs during that period attracted many males.)8

However, the emergence of HIV and AIDS, concerns about
rising teenage pregnancy rates, and increases in the pro-
portion of teenage births that were nonmarital prompted
renewed interest in developing strategies to reach young
men during the early 1980s.

Knowledge of young men’s sexual and reproductive
health needs and behaviors was limited during the mid-
1980s, and the available information was typically obtained
from women. To increase knowledge of factors that female
and male Hispanic adolescents perceived as barriers to using
contraceptives and family planning clinics, researchers from
the Center for Population and Family Health conducted
and videotaped focus groups with youth from the com-
munity.9 Several of the male participants said they were re-
luctant to visit a clinic close to their homes because they
did not want to be identified as sexually active (“What if
my aunt sees me!”). Participants also believed that family
planning clinics are for women only, and that talking about
birth control is not “manly” (“Men are supposed to know
these things”; “Women expect you to take charge”). Em-
bedding sexual and reproductive health care within a broad-
er menu of services was endorsed as one way of reducing
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Current Service Model
The Young Men’s Clinic currently provides a limited pack-
age of such health care services as physical examinations
for school and work and treatment of sports injuries, acne
and other conditions. The clinic’s main focus is address-
ing the sexual and reproductive health needs of young men—
e.g., screening and treatment of STDs, confidential HIV
counseling and testing, and condom education and dis-
tribution. An attending physician, a nurse practitioner and
a master’s-level social worker make up the core clinical team.
Family medicine resident physicians augment the medical
staff during six months of the year. Medical and public
health students from Columbia University provide health
education services under the supervision of public health
faculty. Although the majority of patients at the Young Men’s
Clinic speak English, 90% of the salaried clinical and sup-
port staff speak both Spanish and English.

Medical students complete psychosocial histories and
provide health education at initial and annual visits. Ses-
sions are tailored to each individual’s concerns and devel-
opmental level. “Teachable moments” are maximized so
that men have opportunities to discuss how to use condoms,
communicate with their partner about contraception, per-
form testicular self-examinations and maintain a regular
schedule of visits to the clinic (e.g., for regular STD screen-
ing). Young men with significant psychosocial needs (e.g.,
referrals for mental health or employment services) are re-
ferred to the social worker.

Public health students design health education activi-
ties that they conduct in the waiting room. Discussions focus
on STDs and other health issues that concern men (e.g.,
hernias and stress management), as well as beliefs related
to the outcomes of and widespread acceptance of such pre-
ventive health behaviors as limiting the number of sexual
partners and supporting a partner’s use of a contraceptive
method. 

To create a male-friendly environment, clinic staff show
sports and entertainment videos when group activities are
not being conducted, and distribute magazines such as
Sports Illustrated and Men’s Health. Paintings of men engaged
in health-promoting behaviors (e.g., holding a baby) are
placed in strategic locations throughout the clinic, and pho-
tographs of distinguished men of color (e.g., Secretary of
State Colin Powell and former Surgeon General David Satch-
er) are displayed on the clinic’s Wall of Fame.

The social worker provides mental health and social ser-
vices during clinic sessions and short-term case manage-
ment services throughout the week. Some of these services
do not require young men to revisit the clinic. For exam-
ple, the social worker provided more than 800 telephone
consultations in 2002. Consultations typically are brief (10
minutes or less) and focus on health education (e.g., symp-
toms of herpes), decision-making (e.g., how to help a girl-
friend decide on a contraceptive method), interpersonal
skills (e.g., how to talk to a partner about getting tested for
STDs) and finding necessary services at other agencies (e.g.,
support groups for gay adolescents). Even though telephone

men’s embarrassment over being seen at the clinic (“If I
could limp in like I hurt my ankle playing basketball, I’d
tell the doctor I had a drip”).

The focus groups triggered a substantial (and unex-
pected) level of interest among the young men. Several re-
turned to the hospital to watch the videotaped sessions
(which were followed by discussions about HIV and con-
doms), and suggested other recreational activities that could
be taped and used to connect men to services. Videotap-
ing was extended to include break dancing in the streets,
performances at school talent shows and basketball games
in local parks. These activities attracted young male per-
formers and athletes to the hospital clinic, and most young
men enthusiastically participated in discussions about HIV
and sexually transmitted diseases (STDs) after viewing their
videotape.

These young men also functioned as gatekeepers, linking
faculty at the Center for Population and Family Health to
adults at community-based organizations. As common mis-
sions, interests and needs were identified, partnerships were
forged between the burgeoning “men’s program” and agen-
cies that were deeply rooted in the community. For exam-
ple, leaders of community-based organizations accompanied
young men from their programs to the health discussions.
In return, faculty and students at the Center for Population
and Family Health chaperoned dances and cosponsored bas-
ketball tournaments (purchasing T-shirts, and refereeing and
videotaping games). Training in cardiopulmonary resusci-
tation was arranged at the hospital for a local scout troop,
and the scouts reciprocated by distributing flyers about the
new program throughout the community.

Building on the connections established by the focus
group youth and partner organizations in the community,
faculty conducted in-depth interviews with high school foot-
ball coaches, Little League baseball coaches, clergy and other
adult “key informants” to hear what sexual and reproduc-
tive health services young men needed and how services
should be designed. The consistent message that emerged
from these interviews was that young men in Washington
Heights had little access to routine physical examinations
that were needed for participation in school, sports and
work.

Informed by these responses and encouraged by the suc-
cess of the videotaping outreach initiative, the Center for
Population and Family Health applied to the Office of Pop-
ulation Affairs in 1987 for a “special initiatives” grant and
received $20,000 to expand services for young men at the
family planning clinic. This supplemental funding was used
to develop a Monday evening clinic session exclusively for
males. Pediatrics residents provided services under the su-
pervision of an attending physician, and faculty from the
Center for Population and Family Health trained first-year
medical students to provide health education. With the ad-
vent of the new evening sessions, the Young Men’s Clinic
shifted from a street outreach and health education pro-
gram to a clinical model that was complemented by occa-
sional outreach activities.
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counseling is not a reimbursable service, logs capture the
full range and volume of this important activity, and sum-
mary statistics are reported to funders.

Outreach
The increasing number of clients visiting the Young Men’s
Clinic challenges the notion that men are hard to reach and
demonstrates that young men will engage in programs that
are accessible, affordable, culturally sensitive, rooted in the
community and tailored to their needs. The following out-
reach interventions were designed to ensure that the clin-
ic has high visibility in the community:
•A social marketing cartoon series that portrays men as
competent, caring and involved in health-promoting ac-
tivities has been developed. Cartoons are printed in English
and Spanish on brightly colored cards and distributed
through several channels. Story lines address emergency
contraception, urine-based chlamydia screening, male sup-
port for female contraceptive use, hernia, and referral ser-
vices at the Young Men’s Clinic. A cartoon about dual pro-
tection against pregnancy and STDs is being developed.
Information about the clinic (location, days and hours of
operation, and telephone number) is embedded in each
script.
•Medical and public health students are sent to commu-
nity events such as evening basketball games. Wearing col-
orful clinic T-shirts, students distribute cartoons and en-
gage men in “life space interviews” about clinic services.
•The results of formative research at the clinic in 2001 sug-
gested that young men delay seeking health care because
they fear hearing bad news. In addition, concerns were fre-
quently expressed about the confidentiality of test results
and about pain associated with laboratory tests (especial-
ly penile probes). A seven-minute digital video about urine-
based screening was produced to address these concerns.
In the video, satisfied patients give “testimonials” about the
clinic and describe the benefits of being tested (“I sleep bet-
ter at night knowing everything is all right”). The clinic’s
attractive facility is shown while merengue music plays in
the background. Copies of the video are distributed to com-
munity-based organizations and downloaded onto com-
puters at school-based clinics run by the Center for Com-
munity Health and Education.
•The social worker leads discussions in the family plan-
ning clinic to help women link their partners to the Young
Men’s Clinic. Cartoons are distributed and discussed, and
women are encouraged to make appointments for their part-
ners. After these groups were instituted, the proportion of
new male patients who were referred by family planning
patients increased sharply, from 25% in 1999 to 53% in
2001.
•Although most residents of Washington Heights have lim-
ited financial resources, close family and friendship net-
works provide invaluable support. These networks also cre-
ate entry points for introducing information about men’s
sexual and reproductive health services. A standard talk-
ing point during waiting room groups, for example, focuses

on what men can do to take care of their sexual and re-
productive health, their partner’s health and the health of
their children. Telling friends about the clinic is proposed
as one possible action. Tapping into these networks appears
to be an effective strategy: Some 25% of the men who came
to the Young Men’s Clinic for the first time in 2001 said they
had heard about the clinic from another patient; in addi-
tion, almost two-thirds of the men who made revisits in 2000
and 2001 reported that they had told another man about
the clinic since their last visit.

Funding
The Young Men’s Clinic has been supported over the years
by a patchwork of funding that has included in-kind insti-
tutional contributions (e.g., the clinic facility, volunteer stu-
dents and Columbia faculty), private foundation and state
grants, patient fees and third-party Medicaid reimburse-
ment. The clinic has never received funds from either
NewYork–Presbyterian Hospital or Columbia University.

Administrators from the Center for Community Health
and Education strongly believe that to prevent transmission
of STDs in women and reduce the incidence of unintend-
ed pregnancy, men must be included in reproductive health
services. Since 1987, when medical services for young men
were introduced, some funds from the family planning op-
erating budget have been committed to cover medical, so-
cial work and support staff at the Young Men’s Clinic.

Title X funding specifically designated for men’s services
was first received in 1998, when the clinic was designated
as an Office of Population Affairs male demonstration proj-
ect. The Young Men’s Clinic received funding from the New
York Community Trust that same year. These additional
funds enabled the clinic to hire a part-time medical direc-
tor and a full-time social worker, and to expand to two ses-
sions each week. But although these funds provided a more
secure financial base, they did not cover the total cost of
operating the clinic.

The total annual operating expenses for the Young Men’s
Clinic are approximately $311,000, excluding administra-
tive overhead and indirect expenses, such as rent for the clin-
ic facility. Of that amount, $150,000 comes from the Office
of Population Affairs through the New York State Depart-
ment of Health, and approximately $88,000 from Medicaid
billing and out-of-pocket patient fees. Other grants and fund-
ing sources provide $73,000. Uninsured patients who are
19 or older pay a nominal fee based on income, pursuant
to Title X guidelines. A new Medicaid entitlement benefit
that covers family planning and reproductive health care
services for men and women with incomes less than 200%
of the federal poverty level (Family Planning Benefit Program)
has been in place in New York State since October 2002.

ORGANIZING CONCEPTS

Empowering
The Young Men’s Clinic attempts to empower men to adopt
and sustain behaviors that improve their health and the
health of their partners. This is challenging because many
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tunities for expressing concerns that may warrant attention
(e.g., symptoms of herpes or genital warts).

Collaboration
Healthy People 2010 states that developing community part-
nerships is one of the most effective ways to improve the
health of communities.13 The Young Men’s Clinic collab-
orates with several governmental, nonprofit and commu-
nity-based organizations to leverage resources and create
a comprehensive package of services. A linkage with the
New York City Department of Health, for example, allows
the clinic to offer urine-based screening for chlamydia and
gonorrhea to every patient at no cost to the clinic. (The
prevalence of chlamydia among clinic clients was about 11%
in 2002. All of the men who tested positive were success-
fully treated with a single dose of azythromycin.)

EngenderHealth, an organization that provides techni-
cal assistance related to reproductive health throughout
the world, funded the clinic’s social marketing cartoons.
Family medicine residents have increased the number of
in-kind medical providers and facilitated referrals to the
family medicine outpatient clinic when diabetes and other
chronic conditions are diagnosed. A Harlem Health Pro-
motion Center health educator is assigned to the Young
Men’s Clinic and provides smoking cessation services dur-
ing clinic sessions.

CHALLENGES AND RESPONSES

Although the substantial increase in clinic use since 1998
is encouraging and provides evidence that men are willing
to participate in sexual and reproductive health care, the
success of the Young Men’s Clinic has created some of its
most vexing problems. Marketing activities and informal
word-of-mouth outreach by satisfied male and female users
of the family planning and reproductive health programs
run by the Center for Community Health and Education
have dramatically increased the clinic’s visibility, but the
growing demand for services is outpacing the clinic’s ca-
pacity. Some 5–10 nonemergency walk-in patients have to
be turned away and rescheduled at every clinic session.
Although the clinic has adapted by collaborating with
government and community-based agencies, enlisting grad-
uate students to provide health education services, maxi-
mizing recovery of reimbursable revenue and seeking ad-
ditional sources of funding, the financial challenges facing
the clinic are formidable.

The Young Men’s Clinic serves men who are the least
likely to be insured and the most likely to be disconnect-
ed from health care. Men in their 20s are too old for the State
Children’s Health Insurance Program (SCHIP) and are
rarely eligible for Medicaid. Moreover, many of the clinical,
counseling and health education services men need are not
reimbursable.14

The clinic also serves a large number of immigrants, both
legal and undocumented. New York State court decisions
have restored full Medicaid eligibility to legal immigrants
who were eligible for Medicaid before the state implemented

of the clinic’s patients, like other low-income young men
of color, experience environmental and structural barriers
to meeting their most basic needs on a daily basis. Many
are recent immigrants, and few have jobs that provide a liv-
ing wage or employer-sponsored health insurance. Shift-
ing eligibility requirements for Medicaid coverage since the
institution of welfare reform in 1996 have left many con-
fused, fearful and distrustful of medical and other service
providers.10

To improve staff members’ ability to increase young men’s
self-efficacy and engage them as partners in their own health
care, the clinic trains them to help young men identify and
use personal and environmental resources to make changes
in their lives (e.g., initiating condom use); avoid respond-
ing to patients in a manner that sounds blaming, threat-
ening or minimizing and that diminishes men’s motivation
to take action; and communicate confidence that men can
change their behavior and affect their environment. For ex-
ample, when completing a psychosocial history with an
adult who has never finished high school, staff are trained
to ask “How did you decide to leave school before you grad-
uated?” rather than “Why did you drop out?” When pro-
viding health education about genital warts, staff help young
men save face by telling them “It’s okay; many men haven’t
heard about viruses like this one” instead of “You should
know about this by now; it’s a common infection.”

Teachable Moments
Parents, teachers and health care providers regularly miss
opportunities to talk with young men about sexual health
concerns and fail to provide them with the knowledge and
skills they need to protect themselves.11 As a result, many
young men are uninformed about sexual and reproductive
health, unfamiliar with the health care system, uncom-
fortable talking with physicians and reluctant to seek help
even when they have symptoms.12 A visit to the Young Men’s
Clinic may present one of the few opportunities men have
to discuss sexual and reproductive health.

The clinic maximizes teachable moments so that young
men have multiple opportunities to ask questions, obtain
information, learn skills and think about their behaviors.
Graduate students leading group activities in the waiting
room focus conversations on factors that are associated with
using condoms and with partner communication (e.g., con-
cerns that condoms will affect sexual pleasure). Students
inject these issues into discussions so they can be explic-
itly explored (e.g., asking whether women always feel in-
sulted if a man wants to use a condom).

Downtime in the waiting room is also used to inform men
about cancers of the male reproductive tract, describe how
the testicles are examined during a comprehensive physical,
demonstrate testicular self-examinations and provide guid-
ance about what to do if symptoms are observed (i.e., call
the clinic). Encouraging men to perform testicular self-
examinations and to use the Young Men’s Clinic as their med-
ical home raises men’s awareness of their reproductive health,
establishes a baseline of what is normal and creates oppor-
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federal welfare reforms, but undocumented adults still do
not qualify for coverage except for prenatal and emergency
services.15 The policy at programs of the Center for Com-
munity Health and Education, including the Young Men’s
Clinic, is that no one is denied services because of inabili-
ty to pay. This includes undocumented immigrants. The
clinic administration and staff believe that any other posi-
tion would be unethical. Moreover, health care costs would
ultimately be driven up if men had to be treated at emer-
gency rooms and their partners had to be hospitalized with
pelvic inflammatory disease and other complications of un-
treated chlamydial infections.

As at most male involvement programs in the United
States, especially those serving low-income, uninsured, mi-
nority communities, securing adequate and stable fund-
ing to provide and (given the high level of interest and need)
expand services has been the most pressing dilemma. Few
funding sources target men’s sexual and reproductive
health.16 The decision to allocate scarce resources to men’s
services is difficult for managers of Title X–funded programs
because of the rising costs of providing services and inad-
equate Medicaid reimbursement rates. Moreover, despite
Title X’s extraordinary success in helping to prevent mil-
lions of unintended pregnancies over the last 30 years, fund-
ing for the program has not kept pace with inflation. The
growing federal budget deficit and pressures on states to
balance budgets have created even greater financial un-
certainties.17

Limited funding in the face of the high demand for ser-
vices has constrained the capacity of the Young Men’s Clin-
ic to implement several important activities, including the
expansion of health education services at community
venues. During the summer of 2003, however, the clinic
applied for funding to launch a community-based health
education and condom distribution intervention at 14 com-
munity-based organizations in Washington Heights and
neighboring Harlem, and for an additional medical provider
to serve newly recruited patients. If this intervention is fund-
ed, a health educator will deliver a three-session group cur-
riculum that uses the social marketing cartoons and digi-
tal video. A slide program that walks men through a typical
clinic visit by showing digital photos of staff (e.g., recep-
tionists), space (e.g., the lab) and activities (e.g., taking blood
pressure) will also be used. Men will be encouraged to visit
the clinic for STD screening. Building on the success of the
In Your Face school-based intervention, developed by the
Center for Community Health and Education,18 the health
educator will escort each young man who visits the Young
Men’s Clinic through his initial visit.

Although formative evaluations have informed the de-
velopment of culturally sensitive outreach interventions
such as the video and cartoons, and process evaluations
(e.g., patient flow analyses, chart reviews and patient sat-
isfaction surveys) have identified service delivery problems
so that corrective action could be taken, funding constraints
have limited the clinic’s ability to conduct rigorous outcome
evaluations. The clinic is currently seeking funding to sup-

port systematic evaluations of clinic interventions (e.g., the
effectiveness of waiting room group activities on knowl-
edge, beliefs and behaviors), as well as outcome studies that
measure changes in condom use and partner communi-
cation among clinic users.

CONCLUSIONS

The sexual behavior of adolescent males has changed for
the better in recent years.19 Nevertheless, more progress is
needed to achieve not only the Healthy People 2010 goal
of eliminating health disparities, but also increased con-
dom use among adolescents who are sexually active, and
lower rates of pregnancy and chlamydial infection.20 It is
particularly important to increase primary and secondary
prevention efforts that target men in their early 20s, who
are more likely than younger males to engage in risky sex-
ual behaviors and to have adverse reproductive health out-
comes.21 Achieving reductions in sexual risk-taking among
men in their early 20s similar to those observed among ado-
lescent males could contribute to further declines in un-
intended pregnancy and STD rates among young women.

The Young Men’s Clinic is successfully engaging young
men of color who are poorly served by the U.S. health care
system. To improve young men’s access to comprehensive
and integrated sexual and reproductive health care through-
out the country, health organizations and community-based
agencies will increasingly need to pool resources, strength-
en linkages and craft strategies for incorporating sexual and
reproductive health into services. Most important, public
and private funding specifically earmarked for men’s ser-
vices must be increased.
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S P E C I A L R E P O R T S

Despite a growing awareness of the importance of involv-
ing male adolescents in pregnancy and sexually transmit-
ted disease (STD) prevention efforts, information is lack-
ing regarding the design and delivery of effective
male-specific strategies.1 In this special report, we describe
the evolution of a promising program in Philadelphia,
Man2Man, instituted through the collaborative efforts of
the Family Planning Council (the Title X grantee for south-
eastern Pennsylvania); the Drexel University School of Pub-
lic Health; St. Christopher’s Hospital for Children; and
NorthEast Treatment Centers (NET), a local agency pro-
viding mental health, substance abuse treatment and so-
cial services.

PROGRAM BACKGROUND

The Man2Man program grew out of two projects that ex-
amined the lack of reproductive health and pregnancy pre-
vention services for young men in North Central Philadel-
phia: a Family Planning Council project, and a collaboration
of the Drexel University School of Public Health and St.
Christopher’s Hospital for Children. Representatives of the
three agencies came together to discuss collaboration and
a potential course of action. In 1998, they formed a coali-
tion to design and implement a health education inter-
vention for young men. Part of a grant from the Centers for
Disease Control and Prevention (CDC) to the Family Plan-
ning Council was used to pilot-test the program. Two years
later, the coalition was joined by NET, which also serves as
a program site.

The target area for the intervention is an economically
disadvantaged section of North Central Philadelphia with
high teenage pregnancy and STD rates. According to Cen-
sus Bureau estimates, 45% of the area’s families with chil-
dren younger than 18 had incomes below the federal pover-
ty leve1 in 2000,2 and 53% of households with children
were female-headed.3 In addition, North Central Philadel-
phia’s 1997 school dropout rates were higher than rates in
other sections of the city.4 The area’s 1996 teenage birthrate
of 124 births per 1,000 women aged 15–195 was more than
twice the national rate of 54 per 1,0006 and substantially
higher than the city rate of 83 per 1,000.7 That same year,
12% of 15–19-year-old women living in the area who un-
derwent chlamydia screening tested positive.8

THEORETICAL FRAMEWORK AND GOALS

A synthesis of Bandura’s social learning theory9 and the
theory of reasoned action10 represents the theoretical frame-
work for the Man2Man program. A central tenet of social

learning theory is that people learn as much by observing
the experiences of others (i.e., through observational learn-
ing) as they do through direct experience, especially when
they are observing a person they respect and perceive as
being powerful or similar to themselves. According to the
theory of reasoned action, behavioral intent and action are
influenced by two important factors: one’s attitude toward
the positive and negative aspects of a particular behavior,
and one’s perceptions of social norms, or what important
others think about engaging in the behavior. In designing
Man2Man, the coalition felt that using adult male facilita-
tors would expose participants to positive role models who
would help them recognize the benefits of engaging in re-
sponsible behaviors and modify their responses to social
pressures to engage in high-risk behaviors.

Four goals have informed the development, implemen-
tation and evaluation of Man2Man:
•to improve knowledge and attitudes regarding men’s
health issues, and strengthen intentions to engage in re-
sponsible reproductive health behavior;
•to enhance personal values, life skills, family interactions
and self-sufficiency;
•to increase personal responsibility by developing rela-
tionships with adult male role models; and
•to expand utilization of, and access to, primary and re-
productive health care services.

PROGRAM DEVELOPMENT

In designing the program, the coalition took into account
that a confluence of psychosocial, environmental and eco-
nomic factors contributes to poor reproductive health out-
comes. It used a holistic approach to address multiple, con-
current risk factors (school dropout, early onset of sex,
multiple partners, and lack of contraceptive and condom
use), and located Man2Man services in established settings,
such as public schools. Principals at two target high schools
agreed to support the development of services at their sites.

Program planners held focus groups with male students
to gain an understanding of their unique health and psy-
chosocial needs and to elicit their input regarding program
design. Participants expressed a need for accurate infor-
mation and support from adult male role models in the fol-
lowing areas: sexual health, disease prevention, child de-
velopment, relationships with women and fathering skills.
They also indicated a preference for a male-only program
that provided an opportunity for their voices to be heard.11

Because curriculum development and validation is a time-
consuming and costly endeavor, the coalition adapted an
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existing curriculum—Fatherhood Development: A Cur-
riculum for Young Fathers,12 developed by Public Private
Ventures and distributed by the National Center for Strate-
gic Non-Profit Planning and Community Leadership
(NPCL)—to use as the foundation for the Man2Man pro-
gram. Although designed specifically for young fathers, the
curriculum covers topics that are important in the lives of
all young men.

The Fatherhood Development curriculum comprises five
modules: personal development, life skills, fatherhood, re-
lationships, and health and sexuality. Given the goals of
the project, the coalition incorporated a lesson on contra-
ception into the health and sexuality module. The cur-
riculum outlines interactive and discussion-based strate-
gies, such as role-playing and games, designed to actively
engage participants and to encourage them to share their
personal experiences. Activities are also designed to enhance
problem-solving and critical thinking skills, and to assist
participants in applying the knowledge and skills they are
learning to real-life situations. (See box for detailed session
content.)

PROGRAM DELIVERY

The Man2Man program consists of 15 weekly, two-hour
sessions delivered to groups of 10–12 adolescents by a
trained adult male facilitator. Twelve sessions cover sub-
stantive content; the remaining three are devoted to ori-

entation and evaluation activities.
The project began in the fall of 1999 with final program

planning and preparation for piloting Man2Man as an after-
school program in the two high schools that had been in-
volved in the planning phase focus groups. At each school,
the principal selected a faculty coordinator for the program.
The coordinators, in consultation with the principals, col-
laborated with the coalition to identify facilitators and de-
velop marketing strategies to engage students. Facilitators
were selected on the basis of their interest in and commit-
ment to working with youth and the Man2Man goals. Seven
teachers from the two schools and a minister from the local
community were recruited and trained to facilitate
Man2Man groups. The pilot program was launched in the
spring of 2000. During the first year, 44 participants at-
tended the program. These participants named the inter-
vention Man2Man.

During the second project year (2000–2001), Man2Man
served 107 students at the schools. Five of the original fa-
cilitators remained active in the program, and 10 new fa-
cilitators, including school-based probation and security
officers, were trained. In addition to the school sites, the
coalition introduced Man2Man at NET, targeting adjudi-
cated young men served by one of the agency’s behavioral
health programs. To ensure adequate supervision, the coali-
tion recruited and trained two NET case managers to fa-
cilitate Man2Man groups. Cofacilitators were used for
groups of 15–20 young men. (Groups were larger at NET
than in the schools because of the greater potential for at-
trition in this population.) A total of 79 participants were
served over two program cycles at NET in 2000–2001.

In the program’s third year (2001–2002), Man2Man
served 151 young men at the school sites and 43 at NET.
At the school sites, five facilitators from the previous year
returned and four new facilitators were trained. Because of
internal organizational issues, a new team of facilitators had
to be recruited at one school. At NET, two new facilitators
became involved in the program.

In 2002–2003, the program’s fourth year, Man2Man
served a total of 200 young men at one of the original school
sites, NET and a new site at an alternative school; because
of internal organizational challenges, one original school
site was unable to offer Man2Man. At the alternative school,
Man2Man was incorporated into the routine school day,
rather than being delivered as an after-school program. Four
teachers were trained as facilitators to implement the pro-
gram at this site. At the other school site, seven returning
facilitators were joined by one new facilitator; both NET
facilitators continued their involvement.

FACILITATOR TRAINING

An annual two-day Man2Man training workshop is con-
ducted for new and returning facilitators from all sites. In
addition to didactic sessions on the Fatherhood Develop-
ment curriculum modules, the training covers contracep-
tion (i.e., the appropriate use, effectiveness, advantages and
disadvantages of various methods) and information re-
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Curriculum session content, Man2Man program

Personal development
• Discuss definitions, ideas and perceptions about manhood; diverse

male role models and their positive contributions; experiences as
sons, men and fathers

• Identify stereotyped beliefs about certain groups; develop personal
definitions of manhood

• Discuss qualities of self-sufficiency; conduct personal assessment;
develop a one-year plan

Life skills
• Explore communication, miscommunication and communication

styles; assess “poor” and “good” listening skills; practice effective
listening skills via role-play

• Explore important or difficult decisions made, and discuss outcomes;
play game illustrating potential consequences of poor decision-
making

Fatherhood
• Reinforce accurate information and dispel myths about a father’s

influence on his children; identify personal values regarding father-
hood and children; explore best approaches for handling problem
behaviors in children

• Play game identifying children’s developmental stages; identify tasks
and skills involved in caring for children at different ages

Relationships
• Identify clues to help recognize feelings of anger; practice nonviolent

responses to resolving conflict and managing anger
• Identify qualities of good relationships; evaluate effectiveness of

personal relationships and establish goals for enhancement

Health and sexuality
• Explore differences in men’s and women’s health; role-play to

illustrate how to communicate with health care providers
• Discuss myths and misperceptions about male sexuality; engage

participants in activity exploring responsible sexual decision-making
• Play game illustrating spread of STDs; engage participants in activi-

ties to test strength and sensitivity of condoms and learn correct use;
describe contraceptive method effectiveness and use
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schools and NET, and to provide course credit at the school
sites. Gift certificates are distributed to all program partic-
ipants at graduation ceremonies. NET participants also re-
ceive public transportation tokens to ensure access to pro-
gram activities.

For the two original schools and NET, information is avail-
able on attendance during the second and third years of
the program. (The attendance tracking system was not in
place in the first year, and information for the most recent
year is not yet available.) At the school sites, participants
attended a median of eight of the 12 substantive sessions.
Most (86%) participants attended at least five of these ses-
sions; 50% attended at least nine. At NET, participants at-
tended a median of three substantive sessions; 28% at-
tended at least five. The facilitators report that changes in
participants’ probation requirements or status and trans-
portation difficulties represent the major barriers to pro-
gram participation at NET.

FACILITATOR AND PARTICIPANT FEEDBACK

The coalition conducts three focus groups with facilitators
during each cycle and a focus group with participants at
the end of the cycle to gather their feedback on how the
program is doing. Project staff independently review and
analyze focus group transcripts to identify themes in the
following areas: the program’s structure and format, its con-
tent and areas needing improvement. While a more rigor-
ous evaluation has not yet been completed, this feedback
provides valuable insights that are used in further planning.

Structure and Format
•Appeal of the small group format. Feedback thus far indi-
cates that the small group format is an important facet of
the program, as it allows facilitators and participants to dis-
cuss sensitive issues. One participant’s comment exemplifies
the majority of responses regarding the small group for-
mat: “It’s easier to talk and share in a small group with the
facilitator.” Similarly, one facilitator described the groups
as providing “a safe space” for young men.

Facilitators consistently observe that the small group for-
mat helps to build a sense of camaraderie and trust over
the course of a program cycle. In addition, the small group
setting allows facilitators to focus on issues of particular
importance to participants. The following statement illus-
trates the level of comfort of most young men in regard to
sharing their feelings and experiences with the group: “I
felt real free, like I could say anything and not feel funny
about it.” Similarly, one participant observed, “I have been
to a lot of programs, but [at] this one I was able to give my
feelings out.” Young men consistently report that they feel
empowered to share their feelings because of the self-
disclosure of the facilitators and the other participants.
•Importance of adult male role models. Participants report
that using supportive adult men as facilitators is an im-
portant aspect of the Man2Man program. In the words of
one participant, “[Man2Man] is cool, and I would definitely
recommend it. It is an opportunity to spend some quality

garding local adolescent family planning services and tech-
niques to facilitate access to services.

The workshops provide opportunities for facilitators to
develop skills needed to effectively lead group sessions (e.g.,
active listening and nonjudgmental response techniques)
and to use appropriate self-disclosure as a role-modeling
strategy. In addition, workshop activities allow returning
facilitators to share their Man2Man experiences and ex-
pertise with new facilitators.

During the first year, NPCL, the distributor of the Fa-
therhood Development curriculum, conducted the facili-
tator workshop. In subsequent years, NPCL-trained local
consultants have assumed responsibility for facilitator train-
ing, and NPCL has provided consultation regarding work-
shop design. Although the use of local consultants to con-
duct the workshop generated some debate, the coalition
ultimately agreed it was a more cost-effective approach than
using NPCL staff.

PARTICIPANT RECRUITMENT AND ATTENDANCE

Project coordinators and facilitators, along with adminis-
trators at each Man2Man site, have worked with the coali-
tion to develop and implement appropriate, site-specific
participant recruitment strategies. The original school sites
have used a variety of techniques to promote schoolwide
awareness of Man2Man. For instance, before a new pro-
gram cycle begins, daily announcements are made over the
loudspeaker, and flyers are posted in classrooms and hall-
ways. In addition, each year, the coalition presents evalu-
ation findings, including participant and facilitator feed-
back, to faculty and staff, and gives them informational
materials to distribute in their classrooms. Word-of-mouth
advertising by former participants has become an impor-
tant recruitment strategy. At the alternative school, where
teachers and students are assigned to small “learning com-
munities,” facilitators communicate directly with interest-
ed young men about the program.

Given the nature of NET’s services for adjudicated youth,
it was necessary to develop a different set of strategies to max-
imize recruitment at that site. NET facilitators make bi-
monthly presentations to probation officers and provide writ-
ten materials about Man2Man to juvenile court judges. In
addition, NET case management staff send letters describ-
ing the program and encouraging enrollment to parents and
guardians of youth in the behavioral health program.

During the first year of the program, participants received
four types of incentives: food provided at each session; gift
certificates to movie theaters, music stores or sports stores,
provided periodically over the program cycle; course cred-
it upon completion of the program; and a graduation cer-
emony, at which each participant received a certificate of
achievement. At debriefing sessions conducted at the com-
pletion of the cycle, participants provided compelling feed-
back that having “good food, and lots of it” was the most
important incentive; course credit was a close second. The
gift certificates ranked lowest. Given these responses,
Man2Man continues to offer food at each session at the
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time with men.” Facilitators take a genuine interest in the
young men and work to develop an appropriate level of in-
timacy with them. Because many participants do not have
regular opportunities to interact with caring and support-
ive adult men, the facilitators help them “connect with the
program messages.” Facilitators find that young men are
“proud of coming to Man2Man” and that participation
makes them “feel special.”

Content
•Relevance to real-life situations. Facilitators say that the cur-
riculum is “working,” meaning that the ideas and informa-
tion shared in the sessions have a positive impact on the par-
ticipants. In describing one program activity, a facilitator
commented that it “assisted the young men in understanding
the consequences of poor, uninformed decision process-
es.” In a similar vein, the following statement is represen-
tative of participants’ attitudes in this area: “I like the ses-
sion because it really helps me out and makes me think about
my life and what I am going to do in my future.”

Focus group feedback suggests that participants are able
to make meaningful connections between session topics
and their own lives. For example, some youth have reported
an increase in awareness of the tremendous economic and
social implications of fatherhood as a result of participa-
tion in Man2Man. One young man commented, “Father-
hood is not just diapers and food; there are lots of respon-
sibilities.” Similarly, another young man stated, “It takes
money to care for a baby. [The program] woke me up to that
and to how much money it costs to live on your own.”
•Knowledge about sexual health issues and potential conse-
quences of risky behavior. Facilitators find that participants
are very interested in topics concerning sexuality and sex-
ual health. Group discussions provide facilitators with the
opportunity to identify and dispel misperceptions that many
young men hold about sexuality and sexual health, and to
focus on potential consequences of unsafe sexual behav-
ior, such as pregnancy, HIV and other STDs. As one facili-
tator observed, “One teen was shocked to hear that an STD
could be transmitted through oral sex.” Similarly, the com-
ment of one young man summarizes perspectives regard-
ing the ways in which Man2Man participation enhances
knowledge and awareness: “We were surprised at the dif-
ferent ways to have STDs transmitted.” The thoughts of an-
other young man reflect the emphasis that is placed on
adopting responsible sexual behaviors: “The world says to
be a man is having sex; you can be a man without sex.”

Program Improvement
Participants consistently suggest one modification to
Man2Man: the inclusion of women in a session or sessions
to discuss “female perspectives.” Many young men have in-
dicated an interest in developing a better understanding
of women’s point of view on issues that fall into the cate-
gories of “relationship expectations” and “manhood and
responsibility.” The words of one young man reflect the feel-
ings of a number of participants: “We need to find out what

women want. How are we going to know what women want
if we can’t talk to them?”

COSTS AND FUNDING

Using data from the third project year, we have calculated
that the direct costs of delivering the Man2Man program at
the two original school sites total $413 per student for 15
weekly sessions, or $28 per student for each session. (Di-
rect costs are the project coordinators’ and facilitators’
salaries, incentives, facilitator training expenses, supplies
and administrative expenses.) Level of attendance does not
affect program costs because facilitator expenses remain the
same, regardless of the number of young men at a session.

Funding thus far has been provided through demon-
stration and research grants from the CDC and the De-
partment of Health and Human Services, Office of Popu-
lation Affairs, but long-term sustainability remains a
challenge. In an effort to sustain the program, the coalition
has leveraged available resources to reduce costs—for in-
stance, by adapting an existing curriculum rather than de-
veloping a new one. Costs have also been minimized by
implementing Man2Man at public schools and NET: With
the ready pool of potential participants at those sites,
Man2Man does not need to rely on outreach workers or
expensive advertising campaigns to recruit participants.
Moreover, school and community sites provide men ex-
perienced in working with youth who can serve as
Man2Man facilitators, thereby reducing the cost of facili-
tator recruitment and the need for extensive training other
than training in the curriculum. In addition, because the
program was integrated into the regular school day at the
alternative school, its implementation became part of the
regular responsibilities of facilitators, who did not receive
an hourly stipend.

LESSONS LEARNED

Thus far, several key lessons have emerged through the coali-
tion’s experience with the Man2Man program: Partnerships
such as the Man2Man coalition can enhance adolescent
pregnancy and STD prevention efforts; young men are re-
ceptive to small group formats that encourage active par-
ticipation and focus on sensitive sexual health issues; and
young men are interested in gaining a greater understanding
of female attitudes and expectations regarding relationships
with men.

From its earliest stages, Man2Man has been a collabo-
rative effort among community agencies, which have faced
several challenges in working together to develop and im-
plement the program. Given each agency’s unique mission,
program priorities and approaches to working with indi-
viduals and communities, the coalition had to build con-
sensus and develop a shared vision for the program. It has
had to pay careful attention to roles and responsibilities to
ensure that the strengths of each partner are utilized and
valued, and has had to keep all partners informed of the
program’s progress at each site. Collaboration has thus re-
quired extensive communication, flexibility and respect
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greater consistency. Finally, the program will be expanded
to serve young men in other underserved, high-risk com-
munities in Philadelphia and surrounding counties.

A more extensive and rigorous evaluation is needed to
fully determine the cost-effectiveness of the Man2Man pro-
gram and its impact on behavior change and reproductive
health outcomes. The coalition hopes that these enhance-
ments will not only result in better services for young men
in the Philadelphia area but also contribute to the design
and delivery of effective sexual and reproductive health pro-
grams for male youth.

REFERENCES
1. Sonenstein F et al., Involving Males in Preventing Teen Pregnancy: A
Guide for Program Planners, Washington, DC: Urban Institute, 1998;
The Alan Guttmacher Institute (AGI), In Their Own Right: Addressing
the Sexual And Reproductive Health Needs of American Men, New York:
AGI, 2002; and Sonenstein F, ed., Young Men’s Sexual and Reproductive
Health: Towards a National Strategy,Washington, DC: Urban Institute,
2000.

2. U.S. Bureau of the Census, Poverty status in 1999 of families by fam-
ily type by presence of related children under 18 years by age of relat-
ed children, American FactFinder Detailed Tables, 2000, <http://
factfinder.census.gov/servlet/DTTable_ts=68043150803>, accessed
Mar. 10, 2003.

3. U.S. Bureau of the Census, Family type by presence of own children
under 18 years by age of own children, American FactFinder Detailed
Tables, 2000, <http://factfinder.census.gov/servlet/DTTable_
ts= 68043809170>, accessed Mar. 10, 2003.

4. Family Planning Council, Semi-annual progress report: communi-
ty coalition partnership programs for the prevention of teen pregnan-
cy in North Central Philadelphia, Philadelphia: Family Planning Coun-
cil, 1999.

5. Philadelphia Department of Public Health, unpublished data, Aug.
6, 2003.

6. AGI, U.S. teenage pregnancy statistics with comparative statistics for
women aged 20–24, 2003, <www.guttmacher.org/pubs/teen_stats.
html>, accessed May 15, 2003.

7. Pennsylvania Department of Health, Resident live births by single
age of mother and county: Pennsylvania 1996, July 2003, <www.
dsf.health.state.pa.us/health/lib/health/BRX011T_96.pdf>, accessed
Aug. 19, 2003; and U.S Bureau of the Census, Population estimates for
counties by age and sex: annual time series July 1, 1990 to July 1, 1999,
Aug. 2000, <eire.census.gov/popest/archives/county/cas/cas42.txt>,
accessed Aug. 19, 2003.

8. Philadelphia Department of Public Health STD Clinics, Region III
Infertility Prevention Project, unpublished data, Aug. 6, 2003.

9. Bandura A, Social Learning Theory, Englewood Cliffs, NJ: Prentice-
Hall, 1977.

10. Fishbein M and Ajzen I, Belief, Attitude, Intention and Behavior: An
Introduction to Theory and Research, Boston: Addison-Wesley, 1975.

11. Adolescent Male Project: findings from teen male focus groups,
Philadelphia: Family Planning Council, 1999.

12. Wilson P and Johnson J, Fatherhood Development: A Curriculum for
Young Fathers, Philadelphia: Public Private Ventures, 1995.

Author contact: Genevieve@familyplanning.org

for differences among agencies.
While collaboration has presented challenges, it has also

enhanced program planning and implementation efforts.
The unique perspectives and resources of each coalition
member have helped to shape, sustain and enrich
Man2Man. For example, the Drexel University School of
Public Health provides expertise in developing collabora-
tive public health programs, St. Christopher’s Hospital for
Children provides medical consultation for contraception
training and the Family Planning Council provides exper-
tise in project management. The schools and NET have pro-
vided access to young men and insight into their unique
needs. At the same time, representatives from the coalition
have enhanced the range of services the program can pro-
vide. Although collaboration requires additional time and
effort, the benefits to Man2Man have apparently far out-
weighed the costs.

Although a common assumption is that young men are
not emotionally expressive, those attending the Man2Man
program actively participate and share their feelings and
personal experiences during session activities. In fact, par-
ticipants consistently report that they feel comfortable ex-
pressing themselves in the group setting. Our experience
suggests that traditional views of emotional expression
among young men may partly reflect their lack of oppor-
tunity rather than lack of desire. As we have observed in
Man2Man, young men are willing and able to be emotionally
expressive in a safe environment.

Female perspectives on sexual health and related top-
ics are important to young men. The coalition’s decision
to develop a male-specific program was based on results
of formative research and a review of the literature. Although
participants agree that it is easier to talk about some sub-
jects in an all-male group, they have pointed out that a bet-
ter understanding of the “female perspective” would
strengthen their ability to communicate and engage in suc-
cessful relationships with women.

FUTURE DIRECTIONS

The Man2Man program has completed its fourth year. Pos-
itive feedback from participants and facilitators suggests
that it can engage young men in activities regarding repro-
ductive and sexual health issues. Meanwhile, the coalition
plans a number of enhancements to strengthen and refine
the service model. The curriculum will be enriched by the
addition of a number of sexual health skill-based activities
drawn from other curricula. In addition, the coalition will
determine the ways in which female perspectives can be
included (e.g., through a panel of young women or an adult
female “guest facilitator”). Because the discussion-based
nature of the curriculum topics may lead to variations in
session content, facilitator training will be enhanced to foster

120



62 Perspectives on Sexual and Reproductive Health

Much evidence has documented the disproportionately high
rates of adolescent pregnancy and childbearing and early
sexual activity among the siblings of pregnant and parenting
teenagers.1 Concern over this problem led to the creation
of the California Adolescent Sibling Pregnancy Prevention
Program (ASPPP) in 1996. The program is delivered to the
brothers and sisters of pregnant and parenting teenagers
at 44 nonprofit social service agencies, community-based
organizations, school districts and county health depart-
ments across California.* Each program site provides a
unique combination of services, including individual case
management, academic guidance, training in decision-mak-
ing skills, job placement, self-esteem enhancement, and con-
traceptive and sexuality education. To date, the program
has served approximately 6,000 youths.2

This article presents the results of an evaluation that had
two goals. First, we sought to determine whether program
participants showed more favorable outcomes than com-
parison youths at the conclusion of the nine-month evalu-
ation. We assessed many outcomes, including the incidence
of problem behaviors known to be risk factors for teenage
pregnancy; adolescents’ perceived likelihood that they would
engage in pregnancy-related behaviors; and rates of first in-
tercourse, contraceptive use and pregnancy. Second, we ex-
amined whether positive outcomes were related to the con-
tent area of services received, their mode of delivery and

the dosage of the intervention. The findings from these analy-
ses will highlight which services were most effective at pre-
venting pregnancy in this high-risk population.

METHODS

Study Design
At the initiation of the evaluation, in May 1997, approxi-
mately 3,300 youths were participating in ASPPP.3 Because
of logistic and time constraints, only a subset of active pro-
gram sites were included in the evaluation. The 16 ASPPP
program sites selected to participate in the evaluation† were
serving 1,011 clients at the time, or 31% of all clients
statewide.

In our selection of program sites to be included in the
evaluation, we targeted those sites that would be most rep-
resentative in terms of geographic region of California, area
of residence (urban or rural), and clients’ age and race or
ethnicity. This effort was partially successful. Although the
client gender composition at the selected sites was identi-
cal to that of clients served statewide (60% female and 40%
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CONTEXT: The siblings of adolescents who have been pregnant or are parents have disproportionately high rates of
teenage pregnancies and births. California’s Adolescent Sibling Pregnancy Prevention Program is targeted at these
high-risk youths.

METHODS: An evaluation of the program was conducted in 1997–1999 with 1,176 predominantly Hispanic 11–17-
year-olds who had at least one sibling who was an adolescent parent or had been pregnant—731 youths who were
program clients and 445 youths who received no systematic services. All evaluation participants completed an inter-
view and questionnaire at enrollment and again nine months later.

RESULTS: Female program clients had a significantly lower pregnancy rate than comparison females over the evalua-
tion period (4% vs. 7%), as well as a lower rate of sexual initiation (7% vs. 16%). They also significantly decreased their
frequency of school truancy, whereas this outcome increased among comparison females; program females had sig-
nificantly more definite intentions of remaining abstinent at posttest than comparison females. Consistency of con-
traceptive use increased over time among males in the program and decreased among comparison males. Delivery of
group services was correlated with delayed onset of intercourse among males, and the receipt of services related to
psychosocial skills was correlated with greater contraceptive use at last sex among all sexually experienced youth.

CONCLUSIONS: This new program, which serves a population known to be at very high risk for early pregnancy,
appears to be effective at reducing rates of pregnancy and improving several pregnancy-related risk behaviors.
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*Program sites are contracted through the Maternal and Child Health Branch
of California’s Department of Health Services on a noncompeting basis.

†A 17th program site was originally selected to participate in the evalua-
tion, but that agency had to temporarily discontinue service provision
(because its administrative offices were relocating at the time), so it was
excluded from the study.
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used two procedures to make the two groups more com-
parable in terms of both their characteristics and sample
size. First, we eliminated all participants from the four sites
that provided only three or fewer comparison youths (N=95);
thus, the total unweighted sample for analysis from the
remaining 12 sites was 1,176, or 731 program clients and
445 comparison youths. Second, we weighted the com-
parison group data within four sites that provided fewer com-
parison youths than program youths, but left the data un-
weighted from the remaining eight evaluation sites; weighting
brought the final sample of comparison youths to 735.

male), the 16 evaluation sites were more likely than ASPPP
sites overall to be located in an urban area and to serve His-
panics and clients who were younger than the average. Fi-
nally, we could not base our selection of evaluation sites
on their record of services delivered, because most program
sites were still developing their service profiles at the time.

The evaluation involved a group of current participants
in ASPPP and a comparison group of youths not in the pro-
gram. Eligibility criteria for participation in the evaluation
(as either a program client or a member of the comparison
group) were being aged 11–17 years and three months; hav-
ing never been pregnant or caused a pregnancy; and hav-
ing a biological teenage sibling (full or half) who was preg-
nant or parenting and enrolled in California’s Adolescent
Family Life Program or Cal-Learn Program.* The adoles-
cents in the program group needed to be currently enrolled
in ASPPP. Youths eligible for ASPPP were often identified
through providers’ existing caseloads, since most service
providers were familiar with the families and siblings of
the teenagers already enrolled in their programs.

Youths who participated in the evaluation as part of the
comparison group could never have been enrolled in ASPPP,
and neither could any of their siblings. Comparison youths
were recruited from the waiting lists at the 16 evaluation
sites or by outreach, often conducted through a satellite
agency of the main ASPPP office.

We expected to enroll equivalent numbers of program
clients and comparison youths at each site. (The average
number of clients served per site was 63; the range, 20–195.)
However, some sites could not meet this expectation because
of financial and personnel constraints. For example, two
sites did not enroll any comparison youths, and two enrolled
only a negligible number (i.e., two or three individuals).

The Sample
Overall, 1,594 youths were enrolled in the evaluation: 1,011
program clients and 583 comparison youths. Enrollment
for the evaluation took approximately 20 months (May 1997
to December 1998). Posttest data were collected nine
months after enrollment. Usable posttest information was
obtained for 1,271 adolescents, or 80% of those original-
ly enrolled.

Similar proportions of program clients and comparison
youths completed a posttest questionnaire (81% and 77%,
respectively; χ2=3.7, p<.06). The proportion successfully
followed up was comparable for females (81%) and males
(77%), and for youths of different races or ethnicities (His-
panics, 81%; blacks, 73%; whites, 76%; and other, 79%).
Moreover, the likelihood of completing the posttest ques-
tionnaire was not related to several background charac-
teristics, including age, receipt of financial assistance and
family size.

The evaluation data reflect only those youths who pro-
vided complete pretest and posttest information. Contrasting
the background characteristics of program and compari-
son youths indicated significant differences by several de-
mographic factors, including age and race or ethnicity. We

*The Adolescent Family Life Program, which is operated through Califor-
nia’s Department of Health Services, is designed to enhance the health
and social and economic well-being of pregnant and parenting adoles-
cents and their children. Cal-Learn, which is run by the state’s Department
of Social Services, uses incentives and disincentives to help pregnant and
parenting teenagers attend high school and earn a high school diploma
(or its equivalent).

TABLE 1. Percentage distributions and means reflecting
selected background characteristics at enrollment of par-
ticipants in the Adolescent Sibling Pregnancy Prevention
Program and comparison youths, California, 1997–1998

Characteristic Program Comparison
(N=731) (N=735)

% DISTRIBUTIONS
Race/ethnicity
Hispanic 77.0 71.4*
Black 9.5 11.3
White 8.1 8.6
Other 5.4 8.6

Speaks Spanish at home
Yes 59.0 46.0***
No 41.0 54.0

Family currently receives aid†
Yes 66.2 75.1*
No 20.4 18.2
No response 13.4 6.7

Area of residence
Urban 71.0 66.9
Suburban 12.0 15.0
Rural 17.0 18.1

Gender
Female 59.0 59.0
Male 41.0 41.0

Mother currently married
Yes 52.0 48.0
No 48.0 52.0

Two-parent household
Yes 52.9 51.0
No 47.1 49.0

Total 100.0 100.0

MEANS
Current grade‡ 8.1 8.3*
Age 13.5 13.6
Mother’s last grade completed 9.3 9.8**
Mother’s age at first birth 19.1 19.2

*Groups differ significantly at p<.05. **Groups differ significantly at p<.01.
***Groups differ significantly at p<.001. †Denotes any kind of government as-
sistance. ‡For the 1% of adolescents who were no longer in school, the last grade
attended was considered in the calculation of the mean. Note: Comparison group
N is weighted. (Unweighted N was 445.)
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In both the program and the comparison groups, the
majority of youths were Hispanic, from economically dis-
advantaged families and urban residents; they were, on av-
erage, nearly 14 years old (Table 1, page 63). Program clients
differed significantly from comparison youths on several
background variables, however. For example, a significantly
higher proportion of program than comparison youths were
Hispanic (77% vs. 71%) and spoke Spanish at home (59%
vs. 46%). The proportion of youths whose family was re-
ceiving aid at the time was significantly higher among com-
parison youths (75% vs. 66%), as was the mean grade com-
pleted by the youths’ mother (9.8 vs. 9.3) and the
adolescents’ current grade (8.3 vs. 8.1).

Program participants and comparison youths had equiv-
alent numbers of brothers (mean, 1.9—not shown) and sis-
ters (2.8). Moreover, youths from both the program and
the comparison groups had an equivalent number of sis-
ters who had been pregnant during adolescence (mean,
1.3) and of brothers who had fathered a child as a teenag-
er (mean, 0.2). (Overall, 73% of the full evaluation sample
had one sister who had been pregnant or given birth, 16%
had two such sisters and 6% had three or more; 11% over-
all had one brother who had fathered a child during ado-
lescence and 5% had two or more.)

Forty-nine percent of evaluation participants lived in the
Central Valley region of California, 27% in Los Angeles
County and the surrounding coastal counties, 13% in
Southern California, 6% in the San Francisco Bay area and
5% in Northern California. These proportions roughly cor-
respond to the geographic distribution of all clients served
by the program.

Survey Procedures and Measures
At enrollment, all participants were interviewed about their
family background and completed a 59-item self-adminis-
tered questionnaire, at their home or the program agency
office. The survey instrument was expanded slightly and
administered nine months later as a posttest. Program and
comparison adolescents completed identical forms at pretest
and posttest. Five percent completed their interview and
questionnaire in Spanish; these adolescents did not differ
on any indicator from those who responded in English. Al-
though program clients were not paid for taking part in the
evaluation, comparison youths received a $5 gift certificate
for filling out the pretest questionnaire and a $10 gift cer-
tificate for completing the posttest form. All respondents
(and their parents or guardians) provided written informed
consent to participate.

The questionnaire assessed several outcomes relevant
to the program, including the incidence of pregnancy, mea-
sures of sexual and contraceptive behavior, and variables
thought to mediate adolescent sexual and fertility-related
behavior.4 The survey had a grade-2.5 reading level and an
ease of readability score of 87 (out of 100). The mean alpha

coefficient of scales assessed at both points in time was .78,
and all scales had an alpha greater than .68, indicating ac-
ceptable internal consistency.* For items yielding response
scores, increasing scores mean higher frequency, greater
perceived likelihood and more consistency. For measures
that combined more than one item, the resulting score rep-
resents an average of the items.

The 30 questionnaire items considered in the evaluation
fell into the following categories:

Evaluation of an Adolescent Sibling Pregnancy Prevention Program

*Six scales had low internal reliabilities (alpha less than .59) and are not in-

cluded in the analyses.

TABLE 2. Means and percentage distributions reflecting
evaluation outcomes assessed at pretest among program
and comparison youths, by gender

Outcome Females Males

Program Com- Program Com-
(N=432) parison (N=299) parison

(N=430) (N=305)

MEANS
Parent-youth communi-

cation (scale, 1–4)† 2.0 2.0 1.8 1.7
Perceived likelihood of

having sex (scale, 1–5)‡ 2.0 2.0 2.5 2.8*
Perceived likelihood

of early parenting
(scale, 1–5)‡ 1.6 1.6 1.8 1.8

Perceived likelihood
of contraceptive use
(scale, 1–5)‡ 4.5 4.7* 4.4 4.4

Truancy (scale, 0–4)§ 0.8 0.7 0.8 0.6*
Drug/alcohol use

(scale, 0–4)§ 0.5 0.5 0.5 0.5
Gang activities

(scale, 0–4)§ 0.1 0.2 0.2 0.2
No. of times had sex

in last 3 mos.
(range, 1–35)†† 3.1 3.0 2.6 2.8

Lifetime no. of partners
(range, 1–20)†† 1.9 2.2 3.5 3.0

Consistency of contra-
ceptive use in last 3
mos. (scale, 1–5)††,‡‡ 4.0 3.7 3.4 4.1*

% DISTRIBUTIONS
Ever had sex
No 82.6 84.2 84.0 82.6
Yes 13.9 15.6 12.7 14.8
No response 3.5 0.2 3.3 2.6

Used contraceptive at last sex††
No 15.0 11.6 18.0 20.0
Yes 71.7 55.1 56.4 62.2
No response 13.3 33.3 25.6 17.8

Ever had an STD††
No 90.0 72.5 94.9 100.0
Yes 10.0 11.6 0.0 0.0
No response 0.0 15.9 5.1 0.0

Total 100.0 100.0 100.0 100.0

*Within gender, program group differs significantly from comparison group at
p<.05. None of the differences retained significance, however, after grade level
was controlled for. †Score of frequency of parent-youth communication in last
three months, where 1=never, 2=once, 3=2–3 times and 4=more than three
times. ‡Higher scores on the scale indicate increasing certainty that event asked
about will occur, where 1=sure it will not happen, 2=probably will not happen,
3=not sure, 4=probably will happen and 5=sure it will happen. §Score of fre-
quency of outcome in the last three months, where 0=never, 1=once, 2=2–3
times, 3=4–10 times and 4=more than 10 times. When outcomes were assessed
through more than one item, score is the average across all items. ††Based on
sexually experienced respondents only. ‡‡Consistency score, where 1=never,
2=rarely, 3=sometimes, 4=most of the time and 5=always. Note: All scores and
contrasts included weighted data for the comparison group.
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future and had recently been truant significantly less often;
those who were sexually experienced had used contra-
ceptives more consistently. Once we entered controls for
the youths’ grade level, however, all of these differences—
among females as well as males—lost statistical significance.

Description of Services
No specific program services were required of providers,
other than at least one face-to-face contact with every client
every month. Program personnel were expected to imple-
ment a variety of services to prevent pregnancy and relat-
ed risk behaviors.* Two sample programs, which are pro-
filed in the appendix (page 70), provide a sense of what
services may be involved.

The evaluation involved monitoring the services that pro-
gram clients received at all of the sites. Providers were re-
quired to note the following at every client encounter: du-
ration of service (dosage); service mode, or how it was
delivered (i.e., case management, group activity, one-on-
one mentoring, individual counseling, formal therapy, video
or other means); and service domain, or broad content area
(i.e., community service or recreational activity, psychoso-
cial skills, job skills or school issues, and sexuality and health
issues).

On average, program clients received 18.4 hours of ser-
vices over the evaluation period (range, 45 minutes to more
than 95 hours), or approximately two hours per month.

•Parent-youth communication (two). These items measured
how frequently adolescents talked in the last three months
with a parent or other adult relative about contraception
and pressures to have sex (scale, 1–4).
•Perceived likelihood of having sex (four). These items as-
sessed youths’ likelihood that they would have sex during
the next year, while still in high school, while still a teenag-
er and before marriage (scale, 1–5).
•Perceived likelihood of remaining abstinent (two). At posttest
only, adolescents were asked how sure they were that they
would remain abstinent during the next year and how like-
ly they were to wait until they were older to have sex (scale,
1–5). All participants were asked these questions, regard-
less of their sexual experience. The responses thus indi-
cate intentions of secondary abstinence among sexually
experienced youths.
•Perceived likelihood of early parenting (four). These gauged
participants’ likelihood of becoming a parent during the
next year, while still in high school, while still a teenager
and before marriage (scale, 1–5).
•Perceived likelihood of contraceptive use (two). These asked
about the likelihood that a respondent and his or her part-
ner would use any contraceptive and, specifically, a con-
dom, if they were to have sexual intercourse (scale, 1–5).
•Truancy (two). Respondents were questioned on how fre-
quently in the last three months they had cut a class and
had cut a whole day of school (scale, 0–4).
•Drug or alcohol use (four). Participants were asked how
many times during the last three months they had smoked
cigarettes; drunk beer, wine or liquor; smoked marijuana;
and used drugs other than marijuana, such as crack cocaine
(scale, 0–4).
•Gang activity (one). This item asked how often during the
last three months the adolescent had been part of a gang
or gang activity (scale, 0–4).
•Sexual behavior (three). Youths were asked whether they
had ever had voluntary vaginal intercourse (0=no, 1=yes).
(The questionnaire specified voluntary intercourse to dis-
tinguish between willful and coerced pregnancy risk be-
havior.) Sexually experienced respondents also indicated
how often they had had intercourse in the last three months
and their total number of sexual partners.
•Contraceptive behavior (three). Sexually experienced
youths were asked how consistently they had practiced con-
traception (scale, 1–5); what method they had used most
often; and whether they had used a method at last inter-
course (0=no, 1=yes).
•Pregnancy and sexually transmitted disease (STD) history
(three). All respondents were asked whether they had ever
been pregnant or impregnated anyone (0=no and 1=yes);
their age at that time; and whether they had ever had an
STD.

At pretest, young women in the program and compari-
son groups were similar on all indicators except the per-
ceived likelihood of contraceptive use (Table 2). Males in
the comparison group were significantly more certain than
male program clients that they would have sex in the near

*A copy of the program standards can be obtained from the California
Department of Health Services, Maternal and Child Health Branch, at
<http://www.mch.dhs.ca.gov/programs/asppp/asppp.htm>.

TABLE 3. Mean number of hours (and standard deviations)
of services received, by service domain and mode

Service domain and mode Mean

DOMAIN
Psychosocial 6.5 (7.3)
Dealing with peer pressure 1.1 (1.7)
Decision-making skills 0.9 (1.1)
Life skills 0.7 (1.8)
Stress/anger management 0.7 (1.0)
Gang prevention 0.6 (1.0)
Self-esteem 1.5 (2.4)
Relationship with parents 1.0 (1.4)

Sexuality/health 4.5 (5.0)
Sexuality education 0.9 (1.1)
HIV/AIDS education 0.8 (1.1)
STD (non-HIV) education 0.9 (1.2)
Contraceptive education and services 0.9 (1.1)
Abstinence education 1.0 (1.1)

Activities 3.8 (4.1)
Community service 0.3 (0.9)
Recreation 3.5 (3.9)

School/job 3.5 (4.0)
School issues 2.7 (3.3)
Job skills 0.9 (1.1)

MODE
One-on-one 10.6 (11.5)
Group 7.4 (10.1)

Note: The 16 service domains were grouped into four overarching service
categories for ease of analysis.
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To simplify our analysis of service impact, we reduced the
16 possible service domain categories to four on the basis
of services that are related or typically delivered together.
Thus, over the nine-month evaluation, clients received an
average of seven hours of services devoted to improving
their psychosocial skills, five hours of sexuality and health
education, and four hours each of community service or
recreational activities and help with school and job issues
(Table 3, page 65).

Clients received, on average, 11 hours of individual ser-
vices and seven hours of group activities over the evaluation
period. (We excluded from the analysis services that included
showing videos and “other” modes of delivery, because of
the small number of service hours involved.) The number
of group service hours correlated minimally with the num-
ber of one-on-one hours (r=.12); thus, these measures ap-
pear to be assessing separate aspects of service delivery.

Compared with males, females received significantly more
total service hours (20.1 vs. 15, p<.001) and participated
in significantly more hours of one-on-one services (12.4 vs.
7.9); however, the number of hours of group activities did
not differ by gender. The mode of service delivery did not
vary by clients’ race or ethnicity, but one-on-one services
were positively correlated with age (r=.15), whereas group
activities were negatively associated with age (r=–.11). Thus,
older clients were likely to receive many hours of individ-
ual services, whereas younger clients were likely to receive
services within a group.

Receipt of Nonprogram Services
At the posttest interview, we asked all evaluation partici-
pants if, in the past nine months, they had received any non-
program services, such as through school, church or syn-
agogue; organizations such as the Girl Scouts or Boy Scouts;
or a community center or agency (e.g., Boys’ and Girls’
Clubs). We also asked that respondents specify which of
the following seven domains best described those services:
sexuality education, drug and alcohol use prevention, con-
traception, violence prevention and gang activity, com-
munication with parents, STDs (including HIV and AIDS)
and how to handle peer pressure.

A significantly higher proportion of comparison ado-
lescents than of program youths received any nonprogram
services (63% vs. 50%; χ2=24.61, p<.001). Relative to pro-
gram clients, comparison youths also received other ser-
vices in a higher average number of topic areas (2.9 vs. 2.2;
t=4.56, p<.001). Because these services address key preg-
nancy prevention issues, we used the receipt of supple-
mental services (summed across the seven topic domains)
as a statistical control in the analyses comparing clients and
nonprogram youths, and as an independent variable in in-
teraction with group status (program or comparison) in
other analyses.

Analytic Procedures
To contrast the program and comparison groups, we cal-
culated change scores for the outcome variables from pretest
to posttest—that is, the measure’s value assessed at posttest,
minus the value assessed at pretest. A positive change score
indicates an increase in that variable from pretest to posttest,
and a negative change score indicates a decrease.

We then contrasted these change scores by group, using
analysis of covariance tests when the dependent variables
were continuous and we needed to statistically control for
a variety of factors (e.g., extent of nonprogram services and
differences in the adolescents’ background characteristics
at pretest). We used logistic regressions when the outcome
variables were categorical rather than scales or scores (such
as the proportions who first had sex during the evaluation
period, who experienced or caused a pregnancy, who used
contraceptives at last sex and who had an STD). When
change scores were unavailable because data were collect-
ed at only one point (e.g., abstinence intentions were as-
sessed at posttest only), we compared the posttest scores
of program clients and comparison youths, using analysis
of covariance or logistic regression, depending on the cod-
ing of the variable. All the analyses controlled for the cu-
mulative number of domains of nonprogram services re-
ceived and for background characteristics that differed
significantly by group at intake (i.e., grade level, ethnicity,
language spoken at home, family’s receipt of financial as-
sistance and mother’s educational level). We conducted
separate analyses for males and females, both to discern
gender-specific program effects and because male and fe-
male program participants received different levels and types
of services. We present F values and odds ratios only for
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TABLE 4. Changes in scores from pretest to posttest, percentages of youths engaging
in selected behaviors during the evaluation period and outcomes assessed at
posttest only, by group and gender

Outcome Females Males

Program Comparison Program Comparison

Changes in scores
Parent-youth communication .07 .28 .08 .13
Perceived likelihood of having sex .12 .22 .26 –.04
Perceived likelihood of early parenting .06 .15 .06 –.07
Perceived likelihood of contraceptive use .09 –.04 .07 .17
Truancy –.12 .18** –.04 .02
Drug/alcohol use –.09 –.08 –.08 –.04
Gang activities –.09 –.09 –.06 –.18
Consistency of contraceptive use† –.39 .14 .38 –.18**

Percentages over evaluation period
Had first sex 7.4 16.0** 11.7 11.5
Became pregnant/caused a pregnancy 3.7 6.5* 0.7 1.3

Posttest measures
Perceived likelihood of abstaining

from sex (scale, 1–5) 4.3 4.0* 3.8 3.9
No. of times had sex in last 3 mos.† 6.5 3.9 4.2 3.7
Consistency of contraceptive use in last

9 mos. (scale, 1–5)† 3.5 3.7 4.0 4.0
% used contraceptive at last sex† 77.4 55.8 59.2 53.3
No. of partners in last 9 mos.† 1.5 1.7 2.0 2.0
% had an STD in last 9 mos.† 6.8 9.3 1.4 0.0

*Within gender, program youths differed significantly from comparison youths at p<.05. **Within gender, program
youths differed significantly from comparison youths at p<.01. †Based on sexually experienced respondents
only. Notes: Analyses of covariance (ANCOVA) included weighted data for the comparison group and controlled
for cumulative receipt of nonprogram services and background characteristics that differed significantly at in-
take. Among females, ANCOVA produced F values of 7.09 (df=1 and 639) for significant difference between pro-
gram and comparison youths in change in truancy, and 4.68 (df=1 and 662) for significant difference in perceived
likelihood of abstaining at posttest. Among males, F value was 7.18 (df=1 and 57) for significant difference be-
tween program and comparison youths in change in consistency of contraceptive use from pretest to posttest.
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gender (Table 5). Among program males, those who re-
ceived nonprogram services in one domain or more had
more definite intentions of abstaining from sex than those
who received no outside services at all. All other interac-
tions centered on the comparison group. Comparison group
males who received many outside services experienced
greater declines in their frequency of gang activities from
pretest to posttest than did those who received no sup-
plemental services. Similarly, among comparison females,
those who received many outside services perceived sex in
the near future to be significantly less likely to occur, and
used drugs and alcohol less frequently, than females who
received relatively few nonprogram services.

Effects of Type and Mode of Services
Our assessment of whether the receipt of services in spe-
cific domains was associated with changes in program out-
comes revealed many significant correlations, both among
program clients overall and among male and female par-
ticipants separately. Because of the relatively large sample
size and the large number of correlations computed, we
focus on those that were highly significant.

At p<.01 or higher, the receipt of an increasing number
of hours of school and job-related services was correlated
with reductions in the frequency of skipped classes over
time among males and with more consistent contraceptive
use over time among females (Table 6, page 68). More hours
of sexuality or health education were related to declines
from pretest to posttest in the perceived likelihood of early
parenting among all program clients (and among males

variables that were significant.
We next ran additional analyses of covariance and lo-

gistic regressions that tested for interactions between group
status (comparison vs. program) and additional services
received (many vs. few or none). We based our catego-
rization on the median number of domains in which males
and females received additional services. Thus, for young
women, “few or no outside services” was defined as hav-
ing received nonprogram services in two or fewer topic areas,
whereas “many” corresponded to three or more. Among
young men, those who received no outside services were
categorized as having received “few or no outside services,”
whereas the receipt of outside services in one or more areas
corresponded to “many.” These analyses controlled for the
same background variables as the original analyses.

To examine whether positive outcomes were related to
the receipt of specific services, we computed Pearson-listwise
correlations between the hours of service received in the
four service domains and the two service modes and the
program outcomes. Correlations were computed first for
all program clients (statistically controlling for youths’ gen-
der and age) and then separately for each gender (statisti-
cally controlling for age). The correlations by gender high-
light which services may be particularly effective for males
and for females.

RESULTS

Group Contrasts
Overall, participation in the sibling pregnancy prevention
program appears to have been associated with positive out-
comes, especially among females. For example, program
females’ truancy frequency score declined from pretest to
posttest, while it rose among nonprogram females (Table
4); program participants scored significantly higher than
comparison females on their abstinence intentions score
at posttest. Moreover, a significantly lower proportion of
program than of comparison females first had sex over the
nine-month period (7% vs. 16%) and experienced a preg-
nancy in that interval (4% vs. 7%). Results of the logistic
regressions performed with these data (not shown) show
that the odds of initiating sexual activity over the evalua-
tion period were significantly elevated among comparison
females relative to program females (odds ratio, 1.5; 95%
confidence interval, 1.09–1.94), and the odds of becom-
ing pregnant were significantly higher among comparison
than program females (odds ratio, 1.6; 95% confidence in-
terval, 1.07–2.52).

Only one significant difference emerged between pro-
gram and comparison males at posttest: Males enrolled in
the program increased their consistency of contraceptive
use from pretest to posttest, while comparison males used
contraceptives less consistently over time.

Effects of Nonprogram Services
When we tested for interactions between group status (pro-
gram or comparison) and the receipt of nonprogram ser-
vices, two significant interaction effects emerged for each

TABLE 5.  Means for selected outcomes, by number of non-
program services received, according to gender and group

Outcome Many† Few
or none‡

MALES
Posttest likelihood of abstinence
Program** 4.02 3.64
Comparison 3.94 3.91
F=8.55 (df=1 and 426)

Change in frequency of gang activities
Program –.01 –.11
Comparison** –.20 –.12
F=7.21 (df=1 and 426)

FEMALES
Change in perceived likelihood of sex
Program .09 .14
Comparison* .12 .36
F=3.93 (df=1 and 666)

Change in frequency of drug/alcohol use
Program –.09 –.09
Comparison*** –.27 .05
F=10.40 (df=1 and 637)

*Within gender and group, difference by receipt of nonprogram services is sig-
nificant at p<.05. **Within gender and group, difference by receipt of nonpro-
gram services is significant at p<.01. ***Within gender and group, difference
by receipt of nonprogram services is significant at p<.001. †Defined as receipt
of nonprogram services in one or more topic areas for males and in three or
more for females. ‡Defined as receipt of no nonprogram services for males and
of nonprogram services in two or fewer topic areas for females. Note: The F values
are for the group by nonprogram services interaction.
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separately), but also to decreases in males’ perceived like-
lihood of remaining abstinent.

The receipt of psychosocial services was positively re-
lated to contraceptive use at most recent sex among all pro-
gram clients. Psychosocial services were also correlated with
reduced truancy among males but with increased truancy
among females, and with a reduced perceived likelihood
of early parenting among females. The number of hours of
community and recreational activities was associated only
with males’ more definite intentions to be abstinent.

Services delivered in a one-on-one context were related
to reductions in adolescents’ perceived likelihood of early
parenting among all program clients (and males and females
separately), as well as to declines in gang activity among
all program clients and in truancy among males. Finally,
services delivered in a group setting were related to greater
certainty of contraceptive use among all program clients
(and among females separately), and to a greater certain-
ty among males that they would remain abstinent. The re-
ceipt of group services also was correlated with a delay in
sexual debut among males.

Even at p<.05, negative associations emerged between
content area and delivery modes and measures of sexual
activity (for all clients), measures of truancy (for males) and
measures of intentions of early parenting (for females). We
found positive correlations at p<.05 between content area
and contraceptive use at last sex (for females) and between
content area and contraceptive intentions and sexual ini-
tiation (for females), as well as a positive correlation between
one-on-one service delivery and contraceptive use at last
sex (for all clients).

DISCUSSION AND CONCLUSIONS

Our results suggest that participation in ASPPP was asso-
ciated with several favorable outcomes, particularly among
female clients. Most notable was the significantly lower preg-
nancy rate among program females than comparison fe-
males (4% vs. 7%). This difference translates to a 43% re-
duction in pregnancy. Applying such a potential decrease
to all 3,600 young women who have been served by ASPPP
to date5 could have a meaningful impact on rates of teenage
pregnancies and births in California, and mean far lower
costs for services for pregnant and parenting teenagers
throughout the state. Certainly, ASPPP and other special
programs that systematically focus prevention efforts on
high-risk individuals hold great promise for continuing the
trend toward lower teenage birthrates in the country; such
programs should be considered an integral component of
any national pregnancy prevention policy.

Very few males overall reported impregnating a partner
over the evaluation period, so there were no differences in
these rates by group. These negligible rates of causing a preg-
nancy may reflect a variety of factors, such as the low over-
all rates of fatherhood among young men in this age-group.
For example, the Youth Risk Behavior Surveillance Survey
found that only 4% of males in grades 9–12 had caused a
pregnancy.6 Additionally, the presumably young female part-
ners of these males (who averaged 14 years of age) may be
less likely than older women to have informed their partner
of a pregnancy. Moreover, these young men may be less
likely than older men to admit to themselves that they 
had gotten someone pregnant and thus be less likely to
report it.

Significantly lower proportions of program than of com-
parison females first had sex during the evaluation period.
This difference is a key indicator of success. Young age at
sexual onset is a known risk factor for teenage pregnancy;
thus, if program services can delay sexual initiation, preg-
nancy will be avoided or at least delayed.

When contrasted with females in the comparison group,
program females were more certain, at posttest, that they
would remain abstinent. Further, program females cut class-
es less frequently from pretest to posttest, whereas females
in the comparison group increased their frequency of tru-
ant behavior over this period. Among males, only one sig-
nificant difference emerged between program clients and
comparison youths: ASPPP males used contraceptives more
consistently from pretest to posttest, whereas those in the
comparison group used contraceptives less consistently
over that period. All of these differences were in the desired
direction and are key measures of program success.

The effects of the receipt of nonprogram services were
only nominal among program participants, but were more
important among comparison youths. These findings il-
lustrate that benefits accrue for youths who are not part of
an organized state program, but who receive many services
in diverse community settings. In these cases, a “saturation”
of services across multiple contexts likely reinforces the
prevention message and helps forge social norms that shun

Evaluation of an Adolescent Sibling Pregnancy Prevention Program

TABLE 6. Significant correlation coefficients from analyses assessing the relationship
between service domain and mode of delivery and evaluation outcomes, by gender

Gender and outcome Domain Mode of delivery

School/ Sexuality/ Psycho- Activities One-on- Group
job health social one

All
Likelihood of early parenting .ns –.11*** .ns .ns –.12*** .ns
Likelihood of contraceptive use .ns .ns .ns .ns .ns .10**
Gang activities .ns .ns .ns .ns –.09** .ns
Frequency of sex in last 3 mos.† –.11* –.09* .ns .ns .ns .ns
Used contraceptive at last sex†,‡ .ns .ns .20** .ns .16* .ns

Males
Likelihood of abstaining‡ .ns –.16** .ns .25*** .ns .14**
Likelihood of early parenting .ns –.16** .ns .ns –.14** .ns
Truancy –.21*** –.12* –.18** .ns –.22*** –.12*
Had first sex since pretest .ns .ns .ns .ns .ns –.17**

Females
Likelihood of early parenting .ns –.11* –.15** .ns –.14** .ns
Likelihood of contraceptive use .11* .10* .ns .ns .ns .14**
Truancy .ns .ns .13** .ns .ns .ns
Had first sex since pretest .ns .12* .ns .ns .ns .ns
Consistency of contraceptive use

since pretest†,‡ .28** .ns .ns .ns .ns .ns
Used contraceptive at last sex†,‡ .ns .23* .23* .ns .ns .ns

*p<.05. **p<.01. ***p<.001. †Based on sexually experienced respondents only. ‡Assessed at posttest only (not
a change score). Notes: Outcomes are change scores unless otherwise noted. Tests for correlations among all
clients statistically controlled for youths’ age and gender, and those conducted for males and females separately
statistically controlled for age. ns=not significant.
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captured here likely underestimate what most clients ulti-
mately experience. A longer study period may uncover long-
term effects that are not yet evident among these fairly young
adolescents (i.e., 14 years old, on average). Unrealized ben-
efits may include impacts on rates of high school gradua-
tion and college attendance, and reductions in pregnancy
rates in the middle and later teenage years, when most ado-
lescent pregnancies occur.9 Of course, program effects may
also decay over time.

Second, individuals were not randomly assigned to pro-
gram and comparison groups, so the adolescents who were
recruited into the program might have had a different preg-
nancy risk than those who made up the comparison group.
To avoid this potential bias, randomization would have been
preferable. Third, the evaluation sample was predominantly
Hispanic. Different outcomes might have resulted if the
program had served a different population; thus, caution
should be exercised when generalizing beyond the evalu-
ation sample.

A definite strength of the evaluation, however, is that all
participants had siblings who had been pregnant or had
been a parent. (Since program and comparison youths had
equivalent numbers of these siblings, the known higher
risk associated with having many such siblings was not an
issue.10) Thus, all participants were at very high risk of early
sexual activity and pregnancy, and of problem behaviors
such as alcohol and drug use.11 The risks for this popula-
tion likely derive from the adolescent’s family background
(e.g., having permissive parents) and environment (e.g.,
neighborhood conditions of poverty, lack of job opportu-
nities and community norms that accept early and unwed
parenting). A sibling’s pregnancy and parenthood may also
affect these youths. For example, an adolescent may model
the behavior of a sister who gave birth, the adolescent’s
mother may be less available to monitor her children, and
family stress and financial hardship may increase when a
teenager has become pregnant or given birth.12 Any changes
in attitudes and behaviors that occurred from pretest to
posttest among these sibling clients should, therefore, be
considered within this context.

In summary, California’s special sibling program was ef-
fective at reducing the pregnancy rate and several pregnancy-
related risk behaviors in this high-risk sample. Targeting
intervention efforts at high-risk youths has been a recom-
mended approach to teenage pregnancy prevention.13 Al-
though such specially targeted programs are certainly a chal-
lenge to implement, they hold great promise for significantly
lowering rates of teenage pregnancy and births.

risky and unhealthy behaviors.7 Thus, although compari-
son youths did not necessarily fare better overall than pro-
gram youths, those who received many community services
fared better than those who received minimal or no com-
munity services in terms of females’ reductions in frequency
of drug and alcohol use and perceived likelihood of sex,
and in males’ reductions in gang activity.

Our study also identified types of services that were es-
pecially effective in enhancing positive outcomes. The re-
ceipt of group services was correlated with delayed sexu-
al debut among males, and services that strengthen
psychosocial skills were correlated with increased contra-
ceptive use among sexually active youths.

A few unexpected findings emerged in which program
services were correlated with an unfavorable outcome. For
example, the receipt of sexuality or health education was
correlated with less certainty of remaining abstinent among
males and with recent sexual debut among females (at
p<.05). The most plausible interpretation may be that males
with little intention of being abstinent and females who had
only recently started having sex were specifically targeted
to receive many hours of sexuality or health education. The
finding of a positive correlation between training in psy-
chosocial skills and females’ frequency of truancy most like-
ly reflects the same kind of tailoring of service to need (i.e.,
females who often cut classes were targeted to receive many
hours of psychosocial services).

That the correlation between psychosocial services and
truancy was in the opposite direction among males is puz-
zling. One possible explanation is that service providers
were more reactive (and less proactive) with female clients
than with male clients.* Alternatively, these results may re-
veal that different services work differently for each gen-
der. In any case, repeated assessments of measures through-
out the evaluation period would have been useful to verify
these conjectures.

The variability in the number of service hours that clients
received is also noteworthy. Although the total amount of
services received averaged 18 hours over the evaluation pe-
riod, it ranged from 45 minutes to 95 hours. Moreover, the
number of hours received in each service domain and mode
varied by clients’ gender and age. These findings of varia-
tions by client characteristics suggest that providers did
not deliver services in a vacuum, but focused on the needs
and characteristics of each client. An approach based on
individual needs can be a sound and successful pregnan-
cy prevention strategy, particularly because different fac-
tors likely influence the pregnancy-related risk behaviors
of older and younger adolescents and of male and female
adolescents.8 The different levels of service offered and the
individually tailored nature of service delivery are impor-
tant components of this program and should be consid-
ered in its replication.

Several potential limitations of this study should be men-
tioned. First, the evaluation period—nine months—was rel-
atively short. Most clients participate in the program for a
longer period (sometimes a year or more), so the changes

The different

levels of service

offered and the

individually tai-

lored nature of

service delivery

are important

components of

this program

and should be

considered in its

replication.

*This explanation is supported by the correlation coefficients between re-
ceipt of psychosocial services and truancy at pretest, which were .15 for
males but –.01 for females, and thus suggest that truant males were tar-
geted to receive more psychosocial services, but that receipt of psychosocial
services was unrelated to females’ truancy levels at pretest. The correla-
tions between psychosocial services and truancy at posttest (statistically
controlling for pretest levels), however, were –.15 for males and .21 for fe-
males, which suggests that an increasing number of hours of psychoso-
cial services over the evaluation was associated with declines in truancy
among males, but with increased truancy among females. These pretest
and posttest correlations by gender are roughly what would be expected
if providers were less proactive with females than with males.
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Appendix—Description of Two Sample ASPPP Programs
Stand Tall and Achieve Responsibility (STAR)
•Site. County of Santa Cruz Health Services Agency.
•Stated goals. To support teenagers in delaying childbearing; help
youths do well in school; and help youths be physically healthy.
•Underlying objectives. That youths see themselves as important
and valued persons; have a positive, optimistic life outlook; have
healthy and positive goals and expectations; develop trusted, pos-
itive relationships with caring adults; and enjoy themselves and
have fun. Utilizes a youth development approach.
•Strategies. In areas of sex and contraception—counsel about ab-
stinence and contraception; provide access to quality reproduc-
tive health care; take clients to a health or medical clinic, if needed;
provide rewards for not having sex or for being responsible about
using contraceptives; and incorporate goal-setting concepts. In
schooling and job skills—connect clients with tutors and help with
homework; help with writing and typing school reports; take clients
to the library to do research; help students deal with teachers and
connect with school counselor; help clients prepare a résumé; ad-
vocate at expulsion and court hearings; and meet with teachers
and principal. In the areas of health and general well-being—make
appointments and take youths to doctor, dentist, optometrist, sports
exams and vaccine updates; sign up clients for medical insurance;
provide access to sports teams, games and swimming program at
local high school; help teenagers recognize media pressure for fash-
ion and thinness; educate clients about healthy eating and exer-
cise; and go on field trips and engage in group activities to strength-
en social skills and competence in new situations.
•Program structure. Throughout the first year of operation, one full-
time program staff person for a 35-client caseload.
•Program successes after one year of operation. No pregnancies;  no
STDs; extremely low program dropout rate; and more than 50%
attendance on field trips and outings.

San Bernardino County Siblings Program
•Site. County of San Bernardino Department of Public Health.
•Stated goals. To prevent pregnancy; promote healthy lifestyles;
and inspire and empower young people and their families toward
self-discovery, positive personal growth,  goal attainment and self-
sufficiency.
•Strategies. Sibling groups meet bimonthly to participate in sports,
visit museums and historical places, visit colleges or vocational
schools, and participate in sociocultural events and volunteer ac-
tivities. Each event is structured and developed with specific goals
and objectives to build youths’ self-esteem and internal strengths
by exposing them to opportunities that increase their skills in
decision-making, problem-solving, goal-setting and communica-
tion. Program staff identify and build on existing strengths and
accomplishments, provide a sense of belonging, and advocate,
educate and counsel when needed.
•Program structure. In the first year of operation, three social work-
ers and two public health nurses provided case management for
approximately 200 youths.
•Program successes after the first year of operation. Program atten-
dance has resulted in reductions in rates of teenage pregnancies
and truancy. Eighty-seven percent of program participants are en-
rolled in school and attend regularly.

REFERENCES
1. Cox J, Emans SJ and Bithoney W, Sisters of teen mothers: increased
risk for adolescent parenthood, Adolescent and Pediatric Gynecology, 1993,
6(1):138–142; East PL, Do adolescent pregnancy and childbearing affect

younger siblings? Family Planning Perspectives, 1996, 28(4):148–153;
East PL, The younger sisters of childbearing adolescents: their attitudes,
expectations, and behaviors, Child Development, 1996, 67(2):267–284;
East PL and Felice ME, Pregnancy risk among the younger sisters of
pregnant and childbearing adolescents, Journal of Developmental and
Behavioral Pediatrics, 1992, 13(2):128–136; East PL and Jacobson LJ,
The younger siblings of teenage mothers: a follow-up of their pregnancy
risk, Developmental Psychology, 2001, 37(2):254–264; and Friede A et
al., Do the sisters of childbearing teenagers have increased rates of child-
bearing? American Journal of Public Health, 1986, 76(10):1221–1224.

2. Adolescent Sibling Pregnancy Prevention Program, <http://www.
mch.dhs.ca.gov/programs/asppp/aspppfacts.htm>, accessed Oct. 17,
2002.

3. Reynen D, California Department of Health Services, Sacramento,
CA, personal communication, May 15, 1997.

4. Kirby D, Looking for Reasons Why: The Antecedents of Adolescent Sex-
ual Risk-Taking, Pregnancy, and Childbearing, Washington, DC: National
Campaign to Prevent Teen Pregnancy, 1999.

5. Katsuranis F, California Department of Health Services, Sacramento,
CA, personal communication, Oct. 17, 2002. 

6. Grunbaum JA et al., Youth risk behavior surveillance—United States,
2001, Morbidity and Mortality Weekly Report, 2002, 51(SS-4):1–64.

7. Brindis C, Antecedents and consequences: the need for diverse strate-
gies in adolescent pregnancy prevention, in: Lawson A and Rhode DL,
eds., The Politics of Pregnancy: Adolescent Sexuality and Public Policy, New
Haven, CT: Yale University Press, 1993; and Kirby D, Emerging Answers:
Research Findings on Programs to Reduce Teen Pregnancy, Washington,
DC: National Campaign to Prevent Teen Pregnancy, 2001.

8. Kirby D, 1999, op. cit. (see reference 4); Kowaleski-Jones L and Mott
F, Sex, contraception and childbearing among high-risk youth: do
different factors influence males and females? Family Planning
Perspectives, 1998, 30(4):163–169; and Mott FL et al., The determinants
of first sex by age 14 in a high-risk adolescent population, Family Planning
Perspectives, 1996, 28(1):13–18.

9. Alan Guttmacher Institute (AGI), Sex and America’s Teenagers, New
York: AGI, 1994.

10. East PL and Kiernan EA, Risks among youths who have multiple
sisters who were adolescent parents, Family Planning Perspectives, 2001,
33(2):75–80.

11. Cox J, Emans SJ and Bithoney W, 1993, op. cit. (see reference 1);
East PL, Do adolescent pregnancy…, 1996, op. cit. (see reference 1);
East PL, The younger sisters…, 1996, op. cit. (see reference 1); East PL
and Felice ME, 1992, op. cit. (see reference 1); East PL and Jacobson
LJ, 2001, op. cit. (see reference 1); and Friede A et al., 1986, op. cit. (see
reference 1).

12. East PL, Impact of adolescent childbearing on families and younger
siblings: effects that increase younger siblings’ risk for early pregnan-
cy, Applied Developmental Science, 1998, 2(2):62–74; and East PL, The
first teenage pregnancy in the family: does it affect mothers’ parenting,
attitudes, or mother-adolescent communication? Journal of Marriage
and the Family, 1999, 61(2):306–319.

13. Brindis C, 1993, op. cit. (see reference 7); and Moore KA and Sug-
land BW, Next Steps and Best Bets: Approaches to Preventing Adolescent
Childbearing, second ed., Washington, DC: Child Trends, 1999.

Acknowledgments
The data presented here were collected as part of contract 96-27072
between the California Department of Health Services (DOHS)
and the University of California, San Diego, with grant support
from the Office of the Assistant Secretary for Planning and Evalu-
ation and the David and Lucile Packard Foundation. The authors
appreciate the hard work and dedicated efforts of the 16 Califor-
nia Adolescent Family Life Program agencies that participated in
the evaluation, and thank Terrence Smith and Fran Katsuranis of
DOHS for their support and comments on a previous draft.

Author contact: peast@ucsd.edu

Evaluation of an Adolescent Sibling Pregnancy Prevention Program 129



87Volume 35, Number 2, March/April 2003

Recent trends in adolescent sexual behavior offer mixed
messages. It is very encouraging that teenagers’ overall rates
of sexual activity, pregnancy and childbearing are de-
creasing, and that their rates of contraceptive and condom
use are increasing.1 However, the proportion of young peo-
ple who have had sex at an early age has increased.2 More-
over, while adolescent females’ contraceptive use at first
sex is rising, their use at most recent sex is falling.3

There is general consensus that the proportion of
teenagers who engage in behaviors that put them at risk of
pregnancy and of HIV and other sexually transmitted in-
fections (STIs) remains too high. Each year, approximate-
ly one million young women aged 15–19—or one-fifth of
all sexually active females in this age-group—become preg-
nant; the vast majority of these pregnancies are unplanned.4

In the United States, the risk of acquiring an STI is higher
among teenagers than among adults.5 Moreover, rates of
unprotected sexual activity, STIs, pregnancy and child-
bearing continue to be substantially higher among U.S. ado-
lescents than among young people in comparable indus-
trialized countries.6

Research has also begun to highlight an alarmingly high
rate of involuntary sex among young people. In the 1995
National Survey of Family Growth, 13% of 15–19-year-old
females reported that they had been forced to have sex.7

When asked about their first sexual experience, 22% of
15–44-year-old women for whom it occurred before age 15
reported that the act was involuntary, as did 16% of those
who first had sex before age 16. Involuntary sexual activi-
ty is typically unprotected and thus puts its victims at very
high risk of pregnancy and STIs.

Finally, recent research and clinical observations sug-
gest that a substantial proportion of teenagers, including
those who report having never had vaginal sex, are engag-
ing in oral sex.8 This trend has negative implications for
teenagers’ sexual health because many seem unaware that
STIs can be acquired through unprotected oral sex.

Adolescent health professionals are faced with the dilem-
ma of how to refine programmatic and research efforts to
maintain the progress that has been made while reducing
those risk behaviors that remain too prevalent. The solu-
tion may lie, in part, in bridging the gap between research
and programs. For more than 30 years, researchers have
studied the antecedents of teenagers’ high-risk sexual be-
haviors, and service providers have designed programs to
prevent those behaviors. Their efforts have typically pro-
ceeded independently, however, and each professional com-
munity’s work has not routinely informed that of the other.

This lack of communication is understandable, given the
differences in professional backgrounds and training, work
settings and day-to-day activities. We believe, however, that
this lack of communication inevitably compromises the
quality of both research and programs related to teenage
sexual health and behaviors.

We are an interdisciplinary group of public health re-
searchers and service providers who are committed to bridg-
ing the chasm between research and programs. In this com-
ment, we suggest ways in which work to reduce levels of
teenage pregnancy and risk-taking can proceed in a more
integrated and collaborative fashion. We believe that re-
search on prevention should be designed and conducted
to inform the development of programs and policy. The is-
sues that emerge as these programs and policies are im-
plemented, in turn, will raise questions that promote fur-
ther research, which ultimately will inform the next
generation of programs and policies.

The structure of this comment models this process. We
begin on the research side and give a brief overview of find-
ings on the antecedents of adolescent sexual risk behaviors
and pregnancy, and discuss their implications for program
and policy development. This effort is grounded in a com-
prehensive literature review that we conducted for the Cen-
ters for Disease Control and Prevention (CDC).* We then
move to the program side. On the basis of our own clinical
observations and discussions with other providers in a va-
riety of settings, we identify a set of critical programmatic
issues that hinder success in reducing adolescents’ sexual
risk-taking. Finally, we outline the specific research ques-
tions raised by these service-related issues. The answers to
these questions will potentially enhance program efficacy.

RESEARCH SIDE

Antecedents of Risky Sexual Behaviors and Pregnancy
In our literature review for the CDC, we targeted three risky
sexual behaviors—early onset of sexual activity, nonuse of
contraceptives and nonuse of condoms—and one possible
outcome of those behaviors, teenage pregnancy. Major lit-
erature reviews on these topics were published in 1987 and
1995;9 we supplemented and updated them by systemat-
ically examining the research published in peer-reviewed
journals from 1994 to 2002.

The literature identifies four key sets of factors that have
been associated with risky sexual behaviors and pregnan-
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cy: race and ethnicity; socioeconomic status; social influ-
ences; and attitudes toward contraception, condoms and
pregnancy and safer-sex behavioral skills. Differences by
race and ethnicity vary across risk behaviors. For example,
black teenagers are more likely to have very early vaginal
sex than Hispanics, who are more likely to do so than
whites.10 (Specifically, black males initiate vaginal sex more
than two years earlier than Hispanic males, and three years
earlier than white males.11) Hispanic adolescents are the
least likely to have used a condom or another contracep-
tive method at last intercourse.12 The combined influences
of earlier sexual debut among blacks and greater nonuse
of contraceptives among Hispanics yield higher teenage
pregnancy rates among nonwhite than white teenagers.13

These racial and ethnic differences in sexual risk-taking
and pregnancy are partly attributable to differences in so-
cioeconomic disadvantage. More broadly, socioeconomic
status is related to each of the four outcomes studied. Among
the socioeconomic indicators that significantly predict risky
sexual behaviors and pregnancy are the adolescent’s hav-
ing a parent with low educational attainment and living in
a single-parent family.14 A teenager’s own level of academ-
ic achievement is positively related to age at sexual debut.15

Young people’s social influences clearly affect their like-
lihood of engaging in risky behaviors, particularly early sex-
ual debut and nonuse of condoms. For example, having
friends who are sexually active or who do not use condoms
enhances one’s own risk of these behaviors.16 Moreover,
teenagers who perceive that their mother disapproves of
their having sex or who talked with their mother about con-
dom use before first intercourse are less likely than others
to become sexually active or to fail to use condoms.17 Fi-
nally, teenagers who are more actively involved in religious
activities and those who avoid general nonsexual high-risk
behaviors tend to initiate sex later than other teenagers.18

In all likelihood, the effects of religiosity and avoidance of
risk operate through social influence mechanisms.

Sexual risk behaviors are also related to attitudes and
behavioral skills. Adolescents’ attitudes toward practicing
contraception, using condoms and becoming pregnant pre-
dict the likelihood that each will occur.19 In addition, their
specific attitudes toward pregnancy affect the likelihood
that they will practice contraception and use condoms.20

Furthermore, teenagers who feel they have the requisite
skills to use condoms (i.e., they can obtain them and suc-
cessfully negotiate their use with a partner) are more like-
ly than others to use condoms.21 Similarly, young people
who have demonstrated to themselves that they can use
contraceptives (i.e., they used them once) are more likely
than others to use them again.22

Not surprisingly, age and age at menarche strongly affect
the likelihood of sexual initiation and teenage pregnancy.23

Older female adolescents and those who reach menarche
at younger ages, because of their longer intervals of expo-
sure, are more likely than their younger peers to become
sexually active and to get pregnant.24 Despite the positive
correlation between age and pregnancy, older sexually ac-

tive teenagers are, paradoxically, more likely than younger
ones to have used a contraceptive method at last sex.25

Programmatic Implications of the Research
Taken together, these research findings have implications
for programs that are designed to reduce high-risk behav-
iors among adolescents. The programmatic implications
yield the following eight broad recommendations.
•Programs should begin earlier and target younger adoles-
cents. Since adolescents who experience early puberty are
at increased risk for early sexual activity, primary health
care providers should be screening and counseling youth
regarding puberty, sex and sexual risk behaviors at younger
ages than they currently do. Many young adolescents re-
ceive health care from pediatricians or family practice physi-
cians; these health professionals should inquire about each
patient’s sexual experiences and intentions during pre-
adolescence and early adolescence. They then should pro-
vide developmentally appropriate educational and coun-
seling messages that are responsive to the young person’s
stage of sexual activity. Because at least some young peo-
ple have oral sex before vaginal sex, it is important that these
conversations include oral sex.
•New program models for minority teenagers need to be de-
veloped. The data documenting the early onset of vaginal
sex among black males and the relatively low levels of con-
traceptive and condom use among Hispanic teenagers sug-
gest that current prevention models are ineffective at re-
ducing these behaviors in nonwhite communities.
•Risk reduction programs need to be systematically linked
to other youth programs that directly address socioeconomic
disadvantage. The literature paints an overall picture of
heightened risk among poor and disadvantaged adoles-
cents. Programs that address sexual and reproductive health
issues in disadvantaged communities tend to offer a vital
but limited array of services. With some notable exceptions
(e.g., the Children’s Aid Society–Carrera Program26), these
programs have not addressed the fact that poor teenagers’
motivation to avoid pregnancy is undermined by their
blocked opportunities for advancement.

We recognize that it is both difficult and costly to in-
corporate vocational and academic counseling and sup-
port, as well as mentoring and related services, into sexu-
al and reproductive health programs. Rather than attempt
to provide these important services, sexual risk reduction
programs could form active partnerships with youth pro-
grams that are focused on these other goals. Such part-
nerships would connect teenagers to a supplementary web
of services as well as increase the level of coordination be-
tween a wide array of youth organizations and providers.
•Programs need to understand that many youth lack the skills
to practice safer sex. A variety of behavioral skills are neces-
sary for condom use, including communication, negotia-
tion and refusal skills, and technical condom use skills. Pro-
grams must train clients in these skills and provide time and
a comfortable place for them to practice. While the resource
investment needed for such skills training may appear to
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of youth view behaviors aside from intercourse as safer
forms of sexual activity than vaginal sex, it is important that
programs explicitly discuss these behaviors and educate
youth about them. Adolescents need to know about the risks
for STIs associated with oral and anal sex, as well as how
to protect themselves from these infections.
•Programs cannot assume that teenagers are unambivalent
about preventing pregnancy. For many adults, the issue is
perfectly clear—teenagers should not bear children. How-
ever, it is incorrect to assume that teenagers, particularly
those who are most at risk of early childbearing, share this
view. Teenagers hold a range of attitudes toward child-
bearing; while the more negative attitudes along that spec-
trum protect against early pregnancy, the more positive ones
increase the risk of unprotected sex. In-depth studies on
these attitudes indicate that although few teenagers want
to become pregnant in the near future, a sizable minority
are ambivalent about that prospect.31 Teenage pregnancy
prevention programs need to focus more on this ambiva-
lence, which, if left unchecked, affects adolescents’ moti-
vation to delay sex or to use contraceptives consistently.

Innovative programs that probe adolescents’ attitudes
toward childbearing should include values clarification ex-
ercises and discussions that reality-test young women’s be-
liefs about childbearing, particularly the likely role of the
baby’s father in their lives and in the baby’s life. Such pro-
grams may be offered in a variety of settings, including
health education classes and after-school recreational pro-
grams, and through videos shown in the waiting rooms of
adolescent health, school-based health or family planning
clinics.

PROGRAM SIDE

In our clinical observations and discussions with an array
of service personnel, providers identified four key issues
as impediments to program success with adolescents. Each
of these translates into a set of questions to help guide re-
search. Because these questions are grounded in concerns
brought up by program providers, the research undertak-
en to answer them is likely to be embraced by providers in
their continuing efforts to improve the quality of preven-
tion programs.

Learning Disabilities and Cognitive Immaturity
The link between poor academic performance and high-
risk sexual behaviors is well established.32 While many vari-
ables contribute to academic failure, we focus on cognitive
deficits, which include learning disabilities and cognitive
immaturity.

Through our clinical practices and program work, we have
come to believe that teenagers with cognitive deficits prob-
ably engage in early, unprotected sexual activity at higher

be beyond the normal scope of adolescent health and fam-
ily planning programs, ignoring this component undermines
the value of safer-sex education and counseling.27

•Programs need to effectively address the influence of peer
groups, social norms and pressures to have sex. The influ-
ence of social norms is particularly acute during adoles-
cence, which is characterized by a strong need to fit in with
one’s peers. Small-group interventions to address these pres-
sures are particularly promising,28 since these programs
offer a unique opportunity to develop and reinforce norms
that support risk reduction behaviors. Over time, the group
becomes a valued social network that motivates adherence
to the newly formed norms. Some group interventions have
been set up with preexisting friendship networks;29 this
approach takes advantage of natural social networks that
then can reinforce the normative and behavioral change
after the intervention ends.

A small-group program will only be effective, however,
if the intervention lasts long enough for the group to coa-
lesce and function as a valued social network. Decisions
on program duration thus need to take into account not
only the time involved in knowledge acquisition and skills
training, but the time needed to create a cohesive group
that can generate and support new norms.
•Programs for adolescents should not assume that sexual be-
havior is volitional. Despite the overall high rates of forced
sex reported by young women and the high proportion of
very early sexual activity that is reported to be involuntary,30

most current models of sexuality education and counsel-
ing assume that youth are free agents in their sexual
decision-making. Thus, when programs counsel about ab-
stinence or safer sex and teach the requisite skills to prac-
tice them, the desired behavior is expected to follow. How-
ever, this assumption misses the mark for youth who are
unable to make autonomous decisions about whether and
under what conditions to have sex.

The starting point is to develop protocols that sensitively
elicit information from youth about whether their sexual
activity is voluntary. This would involve training providers
to feel comfortable seeking this information. The next step
is to link youth who report nonconsensual sex to counselors
who have been trained in working with young people on
this issue.

Ideally, social workers should be added to the staff of
family planning clinics and pregnancy prevention programs
so they can intervene with youth who have had early non-
consensual sex. For this group of very high-risk youth, so-
cial work intervention is a necessary supplement to tradi-
tional family planning education and counseling.* Programs
that do not and cannot provide mental health services need
to design a referral system that is suited to adolescents. Be-
cause clinical experience has shown that adolescents given
a referral will not always make and keep an appointment,
the system should test new methods of making and fol-
lowing up on adolescent referrals.
•Programs should not assume that sexual activity among
teenagers is limited to vaginal sex. If substantial proportions
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*Some examples of adolescent clinical programs that have adopted this
comprehensive approach are the adolescent family planning and school-
based health clinics run by the Mailman School of Public Health and the
Center for Community Health and Education in collaboration with New
York Presbyterian Hospital, the Mount Sinai Adolescent Health Center and
Planned Parenthood of New York City.
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rates than others do. These deficits may cause low academic
achievement, which in turn increases the likelihood of sex-
ual risk-taking. Our observation is supported by a study
based on data from the National Longitudinal Survey of
Youth, which documented a significant association between
low cognitive ability and early childbearing.33 Practicing
safer sex requires a series of skills and abilities (i.e., abstract
thinking, cost-benefit analysis, anticipatory planning and
behavioral control) that may be lacking in youth with learn-
ing disabilities or low levels of cognitive maturity. 

Finally, cognitive deficits may result in sexual risk-taking
because sexuality education and pregnancy prevention pro-
grams are not designed to accommodate the learning styles
of these children. Educational research and theory clearly
indicate that effective teaching requires sensitivity to the learn-
ing style, as well as the cognitive ability and maturity, of the
learner.34 This theory, however, has not filtered into the fields
of health education and communication. Adolescent coun-
seling and education programs are typically designed with
a one-size-fits-all approach. This standardization of teach-
ing mode and content places teenagers with learning dis-
abilities and low levels of cognitive maturity at a clear
disadvantage.

Research is needed into the association between learn-
ing and related disabilities (e.g., attention deficit disorder),
cognitive immaturity and sexual risk-taking behavior among
adolescents. Our experience suggests that such research
needs to address the following questions:
•Are adolescents with learning disabilities and low levels
of cognitive maturity at greater risk than their peers for sex-
ual risk-taking and poor sexual health?
•Can screening instruments for assessing learning dis-
abilities and cognitive maturity be adapted for use by
providers in clinical settings?
•Are specific types of instruction, counseling, support and
follow-up more effective than others in reducing sexual risk-
taking among cognitively impaired adolescents?

Insufficient Male Involvement
The majority of adolescent pregnancy prevention programs
have been designed for females, partly because women are
the ones who get pregnant and because, except for con-
doms, all reversible contraceptive methods are female meth-
ods. However, the strength of the rationale for focusing ex-
clusively on women has diminished over the last few
decades. For example, a heightened concern with pre-
venting disease as well as pregnancy has made males an
increasingly important audience for programmatic efforts.
Among adolescents who are sexually active, the most ef-
fective method of disease prevention is the male condom,
which reinforces the need to include young men. Finally,
increased interest in delaying the onset of sexual activity
has meant that prevention programs need to be directed
at both sexes.

Typically, programs that involve young men have “bud-
ded off” of existing programs for women. Such a secondary
focus is unlikely to be the best approach to serving young

men, however. The guiding question is how to best design
and structure clinical programs that focus on young men
and contribute to global pregnancy and disease prevention
goals. Systematic research into this area should address the
following:
•What is the most appropriate setting for male sexual health
programs—stand-alone efforts or interventions that are part
of larger family planning and sexual health programs that
serve women as well?
•What are the most appropriate services for male programs:
Would young men be more comfortable if the program also
provided primary health care services rather than sexual
health services exclusively?
•What is the most appropriate content for counseling and
health education for males, and what strategies would best
deliver that content?
•Do male clients feel more comfortable with male providers
than with female providers?
•How do we change the generalized belief among the pub-
lic and providers alike that only young women, and not
young men, need reproductive and sexual health services?

Males’ Very Early Sexual Activity
In recent years, considerable attention has been paid to very
early onset of vaginal sexual activity among females (i.e.,
before age 14), particularly because unacceptably high rates
of nonvolitional sex have been documented among this age-
group.35 We know little, however, about the nature or con-
text of males’ very early vaginal sex. The issue is most press-
ing for black males, whose median age at first sex is 13.6
years.36 The most extreme explanation for this finding is
that young males are frequently coerced into having vagi-
nal sex. However, even if such sexual activity is not physi-
cally forced, it may not be truly voluntary. One factor mo-
tivating early intercourse may be that male peer group
norms endorse early sex as a way to prove masculinity and
thus solidify social standing. Knowing the motivation be-
hind and nature of early sexual experiences among young
men is critical for designing counseling and educational
programs that are grounded in the reality of their lives. Re-
search is needed to address the following questions:
•To what extent is very early vaginal sex voluntary for young
men?
•What is the age difference between young men who are
pressured to have sex and their partners?
•Even when early sex is not forced, is it a response to peer
group pressures or other social influences?
•How do these young men feel about their very early sex-
ual activity?
•What factors protect against very early onset of sexual ac-
tivity among males?

Onetime Program or Clinic Visits
For many of the health professionals who are best positioned
to provide risk reduction services to youth, the onetime visit
poses an enormous obstacle. Clients of adolescent health,
school health and family planning clinics, which serve large
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search. The three criteria usually used to identify antecedents
of risk-taking and assess their importance are theory, prece-
dence in the literature, and statistical significance and rel-
ative magnitude of the variable’s effect. Researchers select
antecedents to evaluate on the basis of the first two crite-
ria, and make empirically based conclusions about their
impact on the basis of the third. We recommend that the
tractability and program relevance of antecedents be added
to the list of criteria.

Sometimes antecedents that are very potent but relatively
immutable may ultimately be less important than factors
that are less strong but more amenable to change or that
have clear implications for program development. Re-
searchers need to achieve a better balance between focus-
ing on factors that will help them best model or extend the-
ory on risk behaviors, and focusing on factors that can best
inform programs and policy on these behaviors.

Careful consideration of the four critical issues that
emerged as obstacles to successful risk reduction programs
may provide a road map for a more collaborative engage-
ment between program providers and researchers. To date,
many providers have perceived research on the determi-
nants of adolescent sexual risk-taking and pregnancy as
external to their needs and perspectives. This detachment
may help explain why program people do not openly em-
brace such research. We suggest that research steeped in
the concerns articulated by providers will yield more
provider buy-in. This, in turn, will enhance the likelihood
that providers will use study findings to develop and mod-
ify risk reduction programs for youth.

We hope that the process outlined here extends the re-
search agenda by encouraging studies that are explicitly at-
tuned and responsive to programmatic issues. The prima-
ry goal of such research is not to expand theory or increase
knowledge (although it may well do so). Instead, the goal
is to translate programmatic issues into research questions,
whose answers will enhance the development and quality
of sexual risk reduction policies and programs. Such pro-
grammatic research is a vital supplement to basic research
on reproductive and sexual health, and will fundamental-
ly strengthen the tenuous linkages between the research,
program and policy communities.
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Despite recent declines, the United States still has one of
the highest teenage pregnancy rates among industrialized
nations.1 While a growing number of programs have im-
proved contraceptive prevalence or affected sexuality-related
behaviors, few high-quality evaluations have documented
programs’ success in reducing teenage pregnancies and
births, and even fewer have been able to delay the age of
sexual debut. This article reports on the results achieved
by a three-year, random-assignment evaluation of a Carrera-
model teenage pregnancy prevention program.

The past 20 years have been filled with acrimony over
how to best approach the problem of teenage pregnancy,
but few successful strategies have emerged from this de-
bate. Program evaluation has been sorely neglected and is
frequently limited to measuring knowledge change or as-
sessing intentions to remain abstinent. Moreover, many eval-
uations have lacked comparison groups, which has made
it impossible to be sure that the programs themselves pro-
duced the observed outcomes.

What programs have been successful in reducing rates
of teenage pregnancy? Two are early childhood or ele-
mentary school interventions. The Seattle Social Develop-
ment Project used teacher training and parenting classes
in elementary schools to increase children’s sense of at-
tachment to their school and family, while also increasing
their social skills.2 Some 18 schools were nonrandomly as-

signed to receive the intervention or not. By age 18, young
people from the program schools were less likely to have
had intercourse and also had lower pregnancy rates than
those from control schools.

A second program, the Abecedarian project, randomly
assigned children to receive interventions during preschool,
elementary school, both or neither.3 Children in preschool
received year-round, full-day child care from infancy through
kindergarten, while those in the elementary school inter-
vention worked with a home-school resource teacher whose
objective was to increase parental involvement in the child’s
learning. The children in intervention classrooms had lower
birthrates than children in the control group at age 21 and
had delayed childbearing by more than one year.

Two communitywide projects have lowered teenage preg-
nancy rates. In one, pregnancy rates in a rural South Car-
olina county were tracked from 1977 to 1988 to detect
changes created by an intervention that featured sexuality
education training for school staff, classroom training in
decision-making skills for students and the school nurse’s
providing transportation to a family planning clinic and
dispensing condoms.4 Compared with another part of the
county and with three similar counties, the intervention
area had lower rates of teenage pregnancy; furthermore,
these rates returned to previously high levels after the pro-
gram ended. A second evaluation of this program described
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The CAS–Carrera Program
In 1984, the Children’s Aid Society implemented a sexuali-
ty education and pregnancy prevention program for high-
risk adolescents in Harlem. Michael A. Carrera (director of
adolescent sexuality and pregnancy prevention programs
at the agency) and colleagues designed and implemented
the intervention, which is guided by the following principles:
Staff treat children as if they were their own (parallel family
system); each young person is viewed as pure potential; a
holistic approach is used (incorporating multiple services
to meet comprehensive interests and needs); contact with
participants is continuous and long-term (i.e., through high
school); services aim to involve parents and other adults; and
services are offered under one roof in the community in a
nonpunitive, gentle, generous and forgiving environment.

These principles infuse each of the program’s seven crit-
ical parts—five activity components and two service com-
ponents. The five major program activities are a work-re-
lated intervention called Job Club (with stipends, help with
bank accounts, graduated employment experiences and
career awareness); an academic component (featuring in-
dividual assessment, tutoring and homework help, PSAT
and SAT preparation, and assistance with the college ad-
missions process); comprehensive family life and sexuali-
ty education (weekly sessions emphasizing sexual knowl-
edge given at age-appropriate and developmentally
appropriate levels by an educator–reproductive health coun-
selor); an arts component (designed to help young people
discover and develop talent and confidence through week-
ly music, dance, writing or drama workshops led by the-
ater and arts professionals); and an individual sports (as
opposed to team sports) component that emphasizes ac-
tivities requiring impulse control that can be practiced at
all ages, such as squash, golf, snowboarding and swimming.

These five major activities are supplemented by two ser-
vice components—mental health care (which includes coun-
seling and crisis intervention, as needed, and weekly dis-
cussion groups led by a social worker) and medical care
(which includes an annual comprehensive medical exam).
Medical care is provided by the Mt. Sinai Hospital Adoles-
cent Health Center; program staff schedule adolescents’ ap-
pointments and accompany them on their visits. Reproductive
health care offered through the center includes physical
exams, testing for sexually transmitted infections, a wide range
of contraceptive options (with condoms always being avail-
able) and counseling, as needed. If the health center refers
a young person for specialty care, program staff follow up
and help with accessing these services. The intervention also
provides full dental care through the CAS dental clinic.

Throughout the school year, program activities run all
five weekdays, generally for about three hours per day. Most
program sites divide participants into 2–3 groups and ro-
tate them among the five major activities offered. One group
might receive sexuality education on Tuesday and Thurs-
day, for example, while another group attends Job Club;
on alternate days, the groups involved would be reversed.
Most students participate in individual sports and creative

in more detail the interventions used to achieve these
results.5

The other community-based intervention, Plain Talk, at-
tempted to increase adults’ communication skills in teenage
sexuality issues and to motivate adults to encourage ado-
lescent contraceptive use.6 Pregnancy rates among partic-
ipants dropped over a three- or four-year period, but the re-
search design did not include comparison communities or
random assignment.

Clinic-based interventions have also proved useful. The
Self Center, a Baltimore clinic, sent staff into a nearby high
school to recruit teenage clients and to offer education and
counseling. A 28-month follow-up showed that black fe-
male clients from the high school had lower pregnancy rates
than black females attending two matched comparison
schools.7

Educational and job-related interventions can be suc-
cessful strategies to reduce teenage pregnancy rates and
birthrates. The Youth Incentive Entitlement Pilot Projects
offered part-time jobs during the school year and full-time
summer jobs if participants stayed in school.8 A four-year
study documented reduced birthrates among black female
participants. The Conservation and Youth Service Corps
offered work experience through community service, as
well as remedial education.9 In this intervention, which used
random assignment, 18–25-year-old-blacks experienced
fewer nonmarital pregnancies than nonprogram blacks in
the same age-group. Community service is also the main
intervention for Teen Outreach, a yearlong curriculum and
volunteer service program.10 That program, implemented
in several cities, also used random assignment and achieved
lower pregnancy rates among participating teenagers.

In addition to programs that have resulted in reductions
in rates of teenage pregnancy, several interventions have ef-
fected changes in age at sexual debut and contraceptive use.11

While evaluations of these projects did not document changes
in pregnancy rates, progress in these two related outcomes
should, at some point, affect pregnancies and births.

These evaluation results suggest that it is possible to re-
duce the incidence of teenage pregnancies and births, as
well as delay sexual debut and increase contraceptive use.
Several of these evaluations, however, did not track preg-
nancy rates and had relatively short follow-up intervals; more-
over, only three that assessed the impact of programs on
early pregnancy used true experimental designs (i.e., Teen
Outreach, Abecedarian and Conservation and Youth Ser-
vice Corps). Further, some evaluations had positive find-
ings for only selected subgroups of participants, or tested
the intervention on young people from one ethnic group
only.

This article adds to the field by reporting the first findings
from a longitudinal, random-assignment evaluation of teenage
pregnancy prevention programs based on the Children’s Aid
Society (CAS)–Carrera model. The model focuses on reducing
pregnancy, but uses a comprehensive youth development
approach, coupled with sexuality education and contraceptive
provision to those who become sexually active.
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expression activities at least once a week, and receive aca-
demic assistance daily.

Over the summer, program activities include mainte-
nance meetings to reinforce young people’s sexuality ed-
ucation and academic skills; during the summer cycle, par-
ticipants also receive job assistance and participate in social
events, recreational activities and cultural trips.

Each site is staffed by part-time employees, who run the
various components, and by a full-time coordinator. In ad-
dition, a full-time community organizer handles day-to-day
logistics at each site and maintains continuous contact with
young people and their parents. The community organiz-
er is a community member selected because of good rap-
port with residents; this staff person follows up promptly
if a young person fails to attend the program.

In this article, we report the results of an evaluation of
the CAS–Carrera program that gathered data from six sites
in New York City. These sites were chosen (from 42 in the
New York City area that applied to participate) for the
experimental evaluation design because they were judged
most likely to faithfully implement the program, given their
reputation and history, site capacity and staff. All six are
youth agencies that serve disadvantaged, inner-city popu-
lations. Staff for the academic assistance, sexuality educa-
tion and Job Club components were hired by the Children’s
Aid Society to work at all six sites. Dr. Carrera and his staff
trained all program staff and visited each site regularly to
ensure high-quality program implementation.

DATA AND METHODS

Recruitment and Random Assignment
Adolescents were eligible to participate if they were not en-
rolled in an ongoing, structured after-school program; if
they would be aged 13–15 on July 1, 1997; and, because
the Carrera model is a primary prevention program, if they
were not currently pregnant and were not parents. The agen-
cies used a variety of recruitment strategies, including con-
ducting outreach in schools, distributing flyers, contacting
families on their mailing lists and recruiting adolescents
who were already involved in their recreational activities.

Each site recruited 100 students. Baseline data were col-
lected from February through April 1997. After the evalu-
ation team conducted the baseline interview, students were
asked to draw envelopes to determine whether they would
be assigned to the Carrera program or to an alternative (con-
trol) program. At most sites, the alternative was the agency’s
regular youth program (which might include recreational
activities, homework help, arts and crafts, or only drop-in
privileges at the agency); none of the agencies had health
care services on-site.

Prior to the baseline data collection, parents were given
an extensive orientation about the evaluation design and
the individual programs. Both parents and adolescents
signed consent forms for participation in the program and
its evaluation, including the random-assignment procedure.
Complaints about program assignments were minimal, and
some young people preferred the shorter time commitment
required by the control programs.

Data Collection
The three-year program evaluation drew on linked data from
three sources: annual surveys of teenagers’ characteristics
and program outcomes; annual tests of knowledge of sex-
ual topics administered by the evaluation team at the same
time as the annual surveys; and monthly attendance records
provided by program staff.

To facilitate tracking, both program and control students
were contacted several times a year, staff sent them birth-
day cards, and participants received cash and other in-
centives whenever data were collected. Home visits, tele-
phone calls and visits to the program sites were used to
locate and survey young people who did not participate in

An Evaluation of the CAS–Carrera Program

TABLE 1. Percentage distribution of participants in an evaluation of the CAS–Carrera
pregnancy prevention program, by selected baseline characteristics, according to
gender and group assignment, New York City, February–April 1997

Characteristic All Female Male

Program Control Program Control Program Control
(N=242) (N=242) (N=130) (N=138) (N=112) (N=104)

Age
13 39 32 36 27 43 38
14 37 38 35 41 39 34
15 24 30 29 32 18 28

Race/ethnicity
Black 60 52 60 53 59 52
Hispanic 39 45 39 46 39 44
Other 1 3 1 1 2 4

Socioeconomic indicators
Lives with employed adult and

receives no entitlements 39 35 39 40 39 29
Lives with unemployed adult

or receives entitlements 40 41 40 37 40 45
Lives with unemployed adult 

and receives entitlements 21 24 21 23 21 26

Living arrangement
Both parents 35 33 31 35 43 31
Single parent 52 58 57 58 45 59
Neither parent 13 9 12 7 13 10

No. of parental risk factors†
0 53 50 53 47 52 52
1 28 33 28 33 28 34
≥2 19 17 19 20 20 14

Previous participation in site’s activities
Yes 43 46 35 41 51 53
No 57 54 65 59 49 47

Has paid job
Yes 32 35 28 31 37 39
No 68 65 72 69 63 61

Had health checkup in last year
Yes 85 86 83 86 88 85
No 15 14 17 14 12 15

Ever had sex
Yes 26 25 15 20 38 33
No 74 75 85 80 62 67

Total 100 100 100 100 100 100

†These factors, reported by the adolescents, included substance abuse, domestic violence, unemployment, ill-
ness, incarceration and depression.
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knew for sure whether they had caused a pregnancy or birth,
if they did not know but thought they had, or if they did
not know but thought they had not.

Our analysis also includes intermediate outcomes related
to pregnancy. First, we assessed sexuality-related knowl-
edge at three points in time, using a 72-item comprehen-
sive instrument that included questions on physiology, con-
traception, gender differences, sexuality and pregnancy
(alpha=.90). Adolescents completed this questionnaire prior
to random assignment and again at the end of the first and
second program years. We calculated changes in the per-
centage of correct responses to evaluate gains in knowledge
over time.

All evaluation participants were also asked whether they
had initiated sexual intercourse. For females only, we assessed
whether they had been asked to have sex when they did not
want to, and how they had responded in such situations. To
gauge the extent of effective contraceptive use, we asked all
sexually experienced adolescents whether they had used a
condom or any other contraceptive at last intercourse.

We also questioned adolescents about comprehensive
health care, because those who have better access to con-
sistent, high-quality primary care are also likely to have bet-
ter access to reproductive health care when they need it; in
addition, overall health status affects other documented
precursors of early pregnancy. For example, undiagnosed
vision problems or ineffective asthma management can af-
fect school performance, and success in school is related
to the risk of early pregnancy and childbearing.12

We asked about five desirable health care outcomes: hav-
ing received medical care in a setting other than an emergency
room; having had a medical checkup in the last year; having
been given a social assessment (i.e., answering questions
about broader family and environmental factors) at that check-
up; having had a hepatitis B vaccination; and having had a
dental checkup in the last year. We converted these items
into a dichotomous variable, coded one if young people re-
ported four or five of these outcomes and zero otherwise.

We used chi-square analyses and analyses of variance to
test for significant differences between the program and
control groups in the sexuality, reproductive and primary
health care outcomes. Logistic regression analyses were
performed to assess whether participation in the control
program had an independent impact on the outcomes, once
baseline characteristics, age, ethnicity and number of bar-
riers to social development were controlled for.

In each regression, all adolescents who had originally
been assigned to either group and who were contacted after
three years were included, regardless of the actual atten-
dance records of program students. This means that the
evaluation is likely to underestimate the effects of the
CAS–Carrera model, especially when the model is compared
with no intervention; thus, our analysis may more accu-

scheduled data collection efforts. In the program group,
the adolescents’ self-reported data on their sexual activity,
pregnancies and births were comparable to information
on those events provided by the program staff and obtained
from the adolescents’ medical records.

The Sample
Our analysis is based on the 81% of the original sample—
484 program and control adolescents—who supplied data
at the three-year follow-up (Table 1). The sample included
adolescents of both sexes and was fairly evenly divided into
each of the three targeted ages (13, 14 and 15).

Sixty percent of youth assigned to the program were non-
Hispanic black (of African American or Caribbean descent),
and most of the remainder were Hispanic. Many came from
economically stressed families: Twenty-one percent lived
in a household with no working adult and received enti-
tlements; another 40% lived with an unemployed adult or
received benefits. The majority of program participants lived
in single-parent homes. Moreover, 28% reported that their
parents or another adult family member had ever partici-
pated in or experienced one of the following social risk fac-
tors—abuse of substances, domestic violence, illness, in-
carceration or unemployment. Nineteen percent reported
having parents with two or more of these factors.

Two-fifths of the program adolescents had taken part in
an activity, but not in a structured program, at the site be-
fore being recruited for the evaluation. Three in 10 had paid
employment at baseline, and almost nine in 10 had had a
medical checkup in the previous year. One-quarter of the
program participants had had sexual intercourse by the
time they enrolled in the evaluation.

We created a six-point scale measuring how many of the
following barriers to healthy social development each young
person reported:  having parents who had experienced two
or more of the selected problems listed in the table; having
a poor relationship with one’s mother;* living in an unsafe
neighborhood; having no relationship with a church or faith
center; living in a household of low socioeconomic status;
and having friends who engaged in three or more delinquent
behaviors (specifically, participating in physical fights, car-
rying a weapon, using a weapon, stealing, being arrested
and damaging school property.) Adolescents who partici-
pated in the program scored a mean of 1.5 on this barriers
scale (not shown). They also reported a mean of 1.1 delin-
quent behaviors.

The experimental and control groups did not differ sig-
nificantly by demographic and socioeconomic character-
istics. The groups also did not differ, even within gender
groups, in their relationships with their mother, school
grade or previous participation in an after-school program
(not shown).

Analytic Techniques
Our primary outcomes of interest were pregnancy and child-
birth. Participants were asked about pregnancy and birth
histories at each annual survey. Males were asked if they

*We defined adolescents’ relationship with their mother as poor if they
felt that their mother did not spend enough time with them, they did not
share ideas or important decisions with their mother or they felt that their
mother did not listen to them.
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rately estimate the effects of program exposure (which could
have been minimal) compared with what young people can
find on their own. (Although all control adolescents were
offered an alternative program, some stayed with that al-
ternative program, while others decided to try another or
to drop out entirely.)

RESULTS

Bivariate Analyses
Three years after enrollment, 79% of participants were still
involved at some level in their CAS–Carrera program: Forty-
eight percent were actively involved in all program com-
ponents, and 31% had contact with program staff outside
of the weekday, after-school schedule. Those who were no
longer involved had moved (8%); had never participated
(5%); or had family issues that precluded participation, had
scheduling conflicts or were incarcerated (8%). In contrast,
only 36% of the control students were regularly participating
in a program after three years, a retention rate that repre-
sents a decline from 42% at the end of the first two years.

Over three full years of programming (i.e., combining
fall semester, spring semester and summer cycles), ado-
lescents assigned to the CAS–Carrera program attended
about 16 hours per month, on average; among the 48% who
were most actively involved, the average was 22 hours. Par-
ticipants spent the greatest number of hours receiving aca-
demic support, because most program sites offered tutor-

ing, homework help and similar activities daily. (Job Club,
family life and sexuality education, artistic self-expression
and sports were generally offered on alternating days.)

The community organizers made about two contacts per
month with adolescents or their families outside of pro-
gram hours. Their logs suggest that absenteeism was caused
by teenagers’ family responsibilities (such as having to baby-
sit younger siblings), family mobility, employment, edu-
cational activities and participation in extracurricular ac-
tivities at school. Parents sometimes punished their children
by making them miss program days, a practice that the pro-
gram discouraged.

Among the program participants only, we examined the
total number of hours spent in program activities during
the fall and spring cycles over the three years by participants’
characteristics. The oldest females attended significantly
more hours than the oldest males (225 vs. 182—Table 2),
and sexually experienced females attended significantly
more hours than sexually experienced males (203 vs. 167).
However, a multivariate analysis based on the total sample
showed that only prior sexual experience was indepen-
dently and negatively related to attendance, net of the other
variables in the table (not shown).

When we compared the sexual, reproductive and health
care outcomes among program and control students, we
found gains in knowledge over time to be significantly greater
among program participants than among controls: The num-
ber of correct responses on the knowledge questionnaire
rose by 22% and 11%, respectively (Table 3). Females in
the program were significantly more likely than those in the
control group to say they had chosen not to have sex when
pressured (75% vs. 36%). Program women were significantly
less likely than controls to have ever had intercourse.

Moreover, sexually experienced program females were
significantly more likely than controls to have used a con-
dom with a highly effective method (i.e., the pill, the in-
jectable or the implant) at last intercourse (36% vs. 20%).
There were no significant differences by group assignment,
however, in the proportions of young women who report-
ed having used a condom at last coitus. Perhaps most im-
portant, at the third-year follow-up, females in the CAS–
Carrera program had significantly lower rates of pregnan-
cies and births than control females.

While male participants in the program also had signif-
icantly higher gains in knowledge than controls, the other
positive sexual and reproductive outcomes found among
women were not evident among men. In fact, program males
were significantly less likely than control males to have used
a condom along with a highly effective method at last in-
tercourse (9% vs. 20%).

Young people in the CAS–Carrera program were more
likely than controls to receive health care at a place other
than the emergency room (94% vs. 83%). Further, the pro-
portion of males who had received a social assessment at
their last doctor visit was twice as high among program
males as among control males (65% vs. 32%). Program par-
ticipants of both sexes were significantly more likely than

An Evaluation of the CAS–Carrera Program

TABLE 2. Average number of hours teenagers spent in fall
and spring program activities over three years, by selected
characteristics, according to gender

Characteristic Total Female Male

Gender
Male 243 na 243
Female 242 242 na

Age
13 266 282 250
14 240 212 270
15 209 225* 182

Race/ethnicity
Black 244 256 231
Hispanic 242 225 262

No. of social barriers at baseline†
0–1 248 237 263
2 257 267 245
≥3 209 216 203

No. of delinquent behaviors at baseline‡
0 243 233 259
1 238 240 234
≥2 248 263 238

Had sex before enrollment
Yes 178 203** 167
No 262 247 285

*p<.05. **p<.01. †Social barriers include having friends who engaged in three
or more delinquent behaviors; having parents who had experienced two or
more  of the selected problems listed in Table 1; having a poor relationship with
one’s mother; living in an unsafe neighborhood; having no relationship with a
church or faith center; and living in a household of low socioeconomic status.
‡Delinquent behaviors include participating in physical fights, carrying a weapon,
using a  weapon, stealing, being arrested and damaging school property. Notes:
p-values denote significant differences by gender.  na=not applicable.
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become pregnant or caused a pregnancy; age also had the
expected positive effects on these outcomes. The number
of social development barriers significantly affected only
females’ odds of being sexually active (1.5), while being
black (as opposed to Hispanic) increased the odds of cur-
rently having sex among males only (2.4) and increased
the odds of desirable health care outcomes among females
only (2.0).

DISCUSSION AND CONCLUSIONS

This study has several potential limitations. Because pro-
gram and control teenagers sometimes attended different
programs located at the same site, some exchange of in-
formation, or “contamination” of the control group might
have occurred. This would, however, likely diminish dif-
ferences in outcome between program and control students.
Further, our analysis followed these young people for three
years, but the observed advantages among program stu-
dents might dissipate over time.

These data are from New York City sites only, and they
were collected from a sample that was overwhelmingly black
and Hispanic. Thus, the data reported here do not reflect
suburban and rural teenagers or those from other racial or
ethnic groups. The sites in our study also benefited from
the intensive training and support provided by the CAS staff.
Sites that lack such support may find implementing the
program to be challenging and make changes as they see
fit. Indeed, we observed variations in program implemen-
tation, and quality, across sites. To date, not enough time

control students to have had a hepatitis B vaccination, an
often neglected immunization. There were no significant
differences by group assignment, however, in receipt of den-
tal care or a medical checkup in the last year. Program par-
ticipants of both genders were significantly more likely than
controls to report five, or four of the five, desirable health
care outcomes.

Sexually experienced adolescents also were asked about
their reproductive health care–seeking behavior. Among
males, the proportions who had made such a visit were sig-
nificantly higher among program participants than among
controls (74% vs. 46%). While the proportion having made
such a visit was also higher among program females than
among controls, the difference was not significant.

Multivariate Analyses
Because the significant differences at the bivariate level could
have been caused by factors other than the program’s ef-
fects, we present results of logistic regression analyses that
controlled for age, ethnicity, baseline measures of the out-
come variables and social development barriers at intake.
These regressions were conducted for the four most im-
portant outcomes only—that is, having become pregnant
or caused a pregnancy, having used a condom and hor-
monal method at last intercourse, being sexually active and
having four or five of the positive health care outcomes. We
did not assess the program’s effects on the likelihood of a
live birth because so few occurred over the period.

Although we conducted regressions that combined pro-
gram males and females—and found that program partici-
pation was a significant, independent contributor in sever-
al regressions—because the significant findings were created
for the most part by one gender group or the other, we pre-
sent only gender-specific findings. Each regression was first
performed using a dummy variable for the individual pro-
gram site. However, since neither the significance nor the
magnitude of the odds ratios changed when site variables
were included, we excluded site variables from the analysis.

The odds ratios in the first panel of Table 4 (page 250)
estimate the relative likelihood of each outcome among the
program adolescents compared with that among control
teenagers, net of the control variables. The odds of becoming
pregnant were significantly reduced among young women
in the CAS–Carrera program, compared with controls (odds
ratio, 0.3). Further, female program participants had sig-
nificantly reduced odds of currently being sexually active
after three years of program exposure (0.5) and significantly
increased odds of having used a condom and a hormonal
method at last intercourse (2.4).

As in the bivariate analysis, we found no significant pro-
gram effect on these outcomes among males. One outcome
was significant for both males and females: The odds of hav-
ing received good health care were twice as high among pro-
gram participants as among controls (2.0–2.1).

As might be expected, having had intercourse before en-
rollment independently increased the odds that students
would currently be sexually active and that they would have

TABLE 3. Change in knowledge, and percentage of teenagers reporting selected 
sexual, reproductive and health care outcomes, all over three years, by gender and
group assignment

Outcome All Females Males

Program Control Program Control Program Control

Change in knowledge
% increase in correct responses to

knowledge questionnaire 22 11*** 25 14*** 18 6***

Sexual and reproductive
Chose not to have sex under pressure† na na 75 36* na na
Ever had sex 63 72* 54 66* 73 79
Used condom and hormonal method

at last sex† 21 20 36 20* 9 20*
Used condom at last sex† 86 83 84 75 88 92
Became pregnant or caused

pregnancy 10 17* 10 22** 11 10
Gave birth‡ or became a father 4 6 3 10* 4 1

Health care
Received care from setting other than

emergency room 94 83*** 98 91* 90 72***
Had medical checkup in last year 90 86 92 88 88 85
Received social assessment at last

checkup 58 42*** 52 50 65 32***
Had hepatitis B vaccination 86 74** 90 79* 80 67*
Had dental checkup in last year 58 64 61 63 54 64
Received 4 or 5 of above services 69 54*** 74 61* 64 45**
Made a reproductive health visit in

last year† 81 65** 90 83 74 46***

*p< 05. **p<.01. ***p<.001. †Asked of sexually experienced adolescents only. ‡These include two program and
two control females who, at the time of their interview, were in their third trimester and intended to carry to
term. Note: na=not applicable.
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has elapsed to assess which program components are most
important; as more sites adopt the program, sufficient vari-
ations in implementation might allow such an analysis.

Our study, however, clearly documents the effectiveness
among females of a comprehensive program to prevent ado-
lescent pregnancy. Although our analyses cannot determine
the relative importance of the model’s components, the phi-
losophy, structure and specific staff roles may each con-
tribute to the successful long-term relationships that a large
proportion of the young people formed with the program
and its staff.

The CAS–Carrera philosophy emphasizes that working
with young people is “a marathon, not a sprint”; the pro-
gram design calls for “adopting” a group of young people
and then sticking with them for several years. Adolescents
who attend infrequently or only sporadically and those who
have ongoing behavioral problems nonetheless remain part
of the group. The program operates year-round, and staff
are available even during nonprogram hours. All staff re-
ceive training and support in the program’s overall phi-
losophy, as well as in their specific responsibilities and tasks.

Within the overall structure of the five activities and two
services, the CAS–Carrera model looked for creative solu-
tions when participants had trouble staying connected with
the program. For example, although the Job Club compo-
nent provides internships and summer jobs (along with a
classroom component involving discussions of job options

and training in job readiness skills), some participants need
to work even more hours than can be arranged through the
Job Club. To solve the problem of attrition caused by par-
ticipants’ need to work, CAS–Carrera program staff looked
for jobs for them in the immediate program vicinity and
developed some jobs within the agency housing the pro-
gram. In this way, staff could maintain an ongoing rela-
tionship with adolescents who were unable to attend dur-
ing scheduled hours.

Although community organizers are rare in youth pro-
gramming, their role appears to be an important one. These
staff maintain regular and frequent contact with program
youth and their families. Perhaps most important, com-
munity organizers give youth and families a continuous mes-
sage that young people are noticed, valued and missed when
they do not attend. Many youth programs take no action
when adolescents do not attend.

The data show that the program maintains long-term
connections with young people and that this affects young
women’s risk of pregnancy directly by improving their sex-
ual literacy, delaying initiation of intercourse and increas-
ing their use of effective contraceptives. These outcomes
reflect the dual role of the sexuality educator and repro-
ductive health counselor. The group family life and sexu-
ality education sessions provide information on abstinence,
contraception, pregnancy, physiology and gender roles.
Through these sessions, staff also develop a close rela-
tionship with young people, so they are well positioned to
provide support and follow-up as young people make de-
cisions about sex. Again, the model emphasizes a flexible
approach; conversations between the sexuality educator
and an adolescent are more likely to happen over a slice of
pizza in the neighborhood than in a counseling room.

While too few births occurred overall for meaningful
analysis, ongoing follow-up data suggest that a difference
between program and control women in the proportions
who decide to carry pregnancies to term is emerging. Given
program women’s delays in initiating intercourse, their
greater use of effective contraception and their lower preg-
nancy rates, there may soon be significantly fewer births
among program than control females.

The program effects were weaker among young men, per-
haps in part because young men who had had intercourse
before enrolling (i.e., very early in their teenage years) were
the least likely to attend regularly. Strong social norms
among these inner-city young men might also stress the
benefits (or lack of negative consequences) of early sexu-
al behavior and parenthood. Finally, the female partners
of male CAS–Carrera participants did not receive direct pro-
gram support and services unless they were also enrolled.
Perhaps the male participants could not, or did not, repeat
the program messages to their partners. The data suggest
that reaching young men sooner may strengthen outcomes
at earlier ages; indeed, to achieve this goal, CAS has now
implemented programs with 11- and 12-year-olds.13

Although participation in a CAS–Carrera program did not
significantly affect males’ reproductive outcomes, important

An Evaluation of the CAS–Carrera Program

TABLE 4. Odds ratios from logistic regression analyses showing the effects of selected
variables on sexual, reproductive and health care outcomes over three years, by gender

Variable Became Used condom Currently Had 4 or 5
pregnant and hormonal having sex of desirable
or caused method at health care
pregnancy last sex outcomes†

Female Male Female Male Female Male Female Male

Group assignment
Program 0.31** 1.17 2.37* 0.47 0.52* 0.60 2.00* 2.08*
Control (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Had sex before enrollment
Yes 7.45*** 4.13** 0.48 0.60 18.39** 24.08** .na .na
No (ref) 1.00 1.00 1.00 1.00 1.00 1.00 .na .na

Use of  health care before
enrollment
Yes‡ .na .na .na .na .na .na 1.71** 1.86**
No (ref) .na .na .na .na .na .na 1.00 1.00

Age 1.92* 1.91* 1.32 1.72 1.70** 1.97* 0.92 0.83

Race/ethnicity
Black 0.48 1.47 1.03 0.63 1.15 2.41* 1.98* 0.84
Hispanic (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

No. of social barriers 1.04 1.60 0.76 1.28 1.54** 1.44 1.09 1.05

*p<.05. **p<.01. ***p<.001. †These five outcomes are having received medical care in a setting other than an
emergency room; having had a medical checkup in the last year; having been given a social assessment at
that checkup; having had a hepatitis B vaccination; and having had a dental checkup in the last year. 
‡Denotes adolescents who reported not using the emergency room for primary care, having had a medical
checkup in the last year and having had a dental checkup in the last year. Notes: ref=reference category. na=not 
applicable, because we did not consider it appropriate to include the “sex before enrollment” variable in the
equation predicting health care outcomes, or the “health care before enrollment” variable in the equations
predicting the reproductive outcomes.
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At least for the young women studied here, the CAS–
Carrera program is a strategy that works.
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benefits emerged in their overall access to primary health
care. At the three-year follow-up, program males (as well as
females) had much better access to health care than control
males. Finally, although program males’ significantly high-
er rates of reproductive health care visits did not result in
their causing fewer pregnancies, such improved access might
have influenced young men’s health status in other ways.
For example, increased use of reproductive health care ser-
vices might have improved sexually transmitted infection
prevention or resulted in earlier diagnosis and treatment, al-
though the surveys did not ask directly about such infections.

How do the pregnancy results from the CAS–Carrera
model compare with those from other successful and well-
evaluated pregnancy prevention programs? Although di-
rect comparisons with all such programs are not possible,
we compared our results with those from an evaluation of
the community service–based program Teen Outreach. Ac-
cording to those results, after one year, the odds of preg-
nancy were 41% as high among program females as among
controls;14 our evaluation, in contrast, found that after three
years, the odds of pregnancy were only 31% as high among
CAS–Carrera females as among controls.

How much does such a comprehensive program cost?
At the New York City sites, costs averaged $4,000 per year
for each teenager enrolled, or about $16 a day (an amount
that is less than what after-school child care would cost).
These costs cover—for a program that operates 50 weeks a
year, five and often six days a week—comprehensive med-
ical and dental services; stipends for the hours spent in Job
Club; and wages for work on entrepreneurial and com-
munity service projects or internships (i.e., three dollars
per hour for younger teenagers and minimum wage once
adolescents qualify for working papers).

Costs for some line items are likely to be higher in New
York City than in other parts of the country; for example,
teachers who worked in the academic component as tu-
tors were paid the union wage of $34 per hour. While some
may find these costs alarming, deciding how much should
be invested in young people is clearly a policy issue. Such
program costs seem less daunting, however, when they are
viewed in juxtaposition with the costs that are avoided by
preventing early pregnancies and promoting more positive
behaviors.

Our evaluation results allow the CAS–Carrera program
to join the fewer than 10 others that have shown an impact
on teenage pregnancy rates or birthrates. The program is
one of only four for which evaluations based on random
assignment have demonstrated an impact. While the
CAS–Carrera model appears to have achieved success by
building long-term relationships with participants, by de-
laying sexual intercourse and by encouraging effective
method use, further analysis by participants’ ethnicity and
attendance levels should increase our understanding of
what other factors might contribute to program success.
Reducing teenage pregnancy is an important goal for the
nation and for disadvantaged communities in particular.
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Family dynamics and attachment also
play a role: If parents appropriately su-
pervise and monitor their children, and if
the adolescents feel connected to their par-
ents, they are less likely to engage in sex-
ual risk-taking. Family values about sex-
ual behavior and contraceptive use, and
family sexual behaviors, also have an im-
pact on the adolescents’ behavior. More-
over, peers’ norms and behavior regard-
ing sex and contraceptive use affect an
individual’s sexual and contraceptive be-
havior, as do adolescents’ partners’ sup-
port for contraception.

Turning to the teenagers themselves,
their age and hormone levels, their at-
tachment to school and religious institu-
tions, their engagement in other problem
or risk behaviors, their emotional well-
being, the characteristics of their rela-
tionships with romantic partners, any past
history of sexual abuse, and their own sex-
ual beliefs, attitudes, skills and motiva-
tions all affect their sexual or contracep-
tive behavior.

In addition, Emerging Answers reviewed
73 studies measuring the impact of diverse
types of programs. There was particular-
ly strong evidence that four groups of pro-
grams are effective at reducing sexual risk-
taking or pregnancy:
•sex and HIV education programs with
certain qualities;
•some clinic-patient protocols that focus
on sexual behavior;
•service learning programs that include
both intensive voluntary service and on-
going small-group discussions about the
service; and 
•the Children’s Aid Society–Carrera pro-
grams (CAS-Carrera programs), which 
include multiple youth development 
components, health services and close re-
lationships with the staff.

In addition, Emerging Answers found
weaker evidence that a few other pro-
grams were effective.

Douglas Kirby is senior research scientist at ETR Asso-
ciates, Santa Cruz, CA. The author thanks Karin Coyle,
Jill Denner and Sarah Brown for their comments on an
early version of this viewpoint.

Understanding What Works and What Doesn’t
In Reducing Adolescent Sexual Risk-Taking
By Douglas Kirby

Given high rates of unprotected sex,
unintended pregnancy and sexu-
ally transmitted disease (STD) in-

fection among U.S. adolescents, for at least
two decades people concerned about
youth have developed a wide variety of
programs to reduce adolescent sexual risk-
taking. Sometimes these programs reduced
sexual risk-taking; other times, they did
not. Recognizing the varying success of
programs, people have tried to identify the
critical elements of effective programs.

In Emerging Answers: Research Findings
on Programs to Reduce Teen Pregnancy,1 I at-
tempted to answer at least in part impor-
tant questions about what works, what
doesn’t and why. That volume reviewed
about 300 studies on risk and protective
factors for adolescent sexual risk-taking.
The research had examined the relation-
ship between characteristics of commu-
nities, families, peers, partners and the
adolescents themselves, on the one hand,
and initiation of sex, frequency of sex,
number of sexual partners, use of con-
doms, use of contraceptives, pregnancy
and childbearing, on the other hand.

In identifying literally hundreds of dif-
ferent risk and protective factors across
those domains, these studies painted a re-
markably detailed and complex portrait
of the antecedents of adolescent sexual
risk-taking. However, 43 seemingly di-
verse factors appeared to be particularly
important. At the community level, com-
munity disadvantage (e.g., low levels of
education, employment and income) and
disorganization (e.g., the crime rate) pre-
dicted measures of sexual behavior or
pregnancy. Within the family, levels of ed-
ucation and income had an impact, as did
family structure (e.g., having two parents
versus one parent).

In this controversial area of research,
Emerging Answers was intentionally de-
signed to be a balanced and cautious
analysis of what can currently be said
about the impact of different kinds of pro-
grams. Here, though, I want to be more
speculative, to draw upon other knowl-
edge that I have about some of these stud-
ies and to incorporate findings from a few
studies that did not meet the criteria for
inclusion in Emerging Answers.

The seemingly diverse risk and protec-
tive factors associated with sexual risk-
taking, and the four apparently diverse
groups of effective programs, raise several
questions: Are there common constructs
among the many risk and protective fac-
tors that may help explain their impact
upon sexual behavior? Are there common
elements among the effective programs
that may explain their success? Is there
some conceptual framework or simple
theory that can help explain both sets of
diverse findings?

Social Norms and Connectedness
A remarkably simple conceptual frame-
work may partially explain some, al-
though not all, of these disparate findings:
social norms, and connectedness to those
expressing the norms. As an illustration
of this concept, consider cigarette smok-
ing. If an adolescent associates with peo-
ple who express norms favoring smoking,
then he or she is more likely to also smoke;
if the teenager is around people who ex-
press norms opposed to smoking, then he
or she is less likely to smoke. In addition,
if the adolescent is closely connected to
one group or the other, then that group’s
norms will have a much greater impact
upon the adolescent’s behavior. Thus,
both the norms of the group and the in-
dividual adolescent’s connectedness to
that group are important, and there is an
interaction between these two constructs.

There is nothing new about this con-
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teenager’s mother or sister gave birth as
an adolescent, then he or she is also more
likely to be involved in a pregnancy or
give birth as an adolescent.

The norms and behavior of peers also
affect youths’ sexual behavior. When teen-
agers believe that their peers have per-
missive attitudes toward premarital sex
or actually engage in sex, then they them-
selves are more likely to engage in sex,
have sex more frequently and have sex
with more sexual partners. If youth be-
lieve that their peers express norms fa-
voring condom use and actually use con-
doms, then they themselves are more
likely to use condoms. If adolescents have
friends who have become pregnant or are
teenage mothers, then they themselves are
more likely to become pregnant and bear
children.

Finally, several studies indicate that if
teenagers’ sexual partners support con-
dom use, then they are more likely to use
condoms, and if the partners support con-
traceptive use, then they are more likely
to practice contraception. In addition, if
teenagers have a boyfriend or girlfriend
who is three or more years older, they are
much more likely to have sex at any given
age. A partial, but probable, explanation
for this is that older boyfriends and girl-
friends have more permissive norms and
expectations about sex.

Other findings from Emerging Answers
further support the importance of clear
norms, and can be partially explained by
the norms of different groups. First, youth
residing in communities with greater dis-
advantage and disorganization are more
likely to engage in unprotected sex. Res-
idents of communities with low levels of
education, high rates of unemployment,
low income levels and high crime rates
may express less consistent and clear
norms about delaying sex, about always
using condoms or practicing contracep-
tion, and about avoiding early pregnan-
cy and childbearing.3 Furthermore, a
study of low-income Hispanic communi-
ties in California found that while most
low-income Hispanic communities had
high birthrates, the few that did not ex-
pressed more consistent and less-permis-
sive values about sexual behavior and
early childbearing than the others.4

Second, youth who have been previ-
ously sexually coerced or abused are
much more likely to initiate voluntary sex
at an early age, have more sexual partners,
use condoms less frequently, practice con-
traception less frequently, and become
pregnant and give birth more often. Al-
though youth who have been sexually

ceptual framework. Indeed, social-cogni-
tive theory, the theory of reasoned action
and innumerable other theories recognize
the importance of group norms, and other
theories recognize the importance of con-
nectedness to family or other groups.
Moreover, social development theory2 and
other theories explicitly recognize the in-
teraction between connectedness to a
group and the impact of that group’s
norms.

Nevertheless, in this commentary, I
hope to show that norms, connectedness
and their interaction are useful concepts
to better understand some (although by
no means all) of the findings in Emerging
Answers. Moreover, I intend to demon-
strate that we should give them greater
consideration, both in research and in the
development of programs to reduce ado-
lescent sexual risk-taking.

How do these simple principles about
human behavior explain a substantial
number of the research findings in the
field of adolescent sexual behavior and
programs to affect that behavior? First,
youth are commonly connected to their
families, to their peers and to their ro-
mantic partners, and all three groups have
diverse norms about sexual and contra-
ceptive behavior. Thus, the social
norms–connectedness framework would
suggest that the norms of these groups
would have an impact upon adolescents’
behavior.

Influence of Norms
According to a large number of studies
summarized in Emerging Answers, when
parents express stricter values about teen-
agers’ having sex or about premarital sex
in general, then the teenagers initiate sex
later, have sex less frequently and have
fewer sexual partners. Similarly, when
parents express positive values about con-
traception, adolescents are more likely to
practice contraception if they have sex,
and when parents hold more negative
views of early childbearing, teenagers are
less likely to give birth as adolescents.

However, parents and families express
norms in ways other than simply having
and verbalizing their values; they also
model behavior, and this modeling can af-
fect youths’ perceptions of norms and
their own behavior. Studies examined in
Emerging Answers suggest that if a teen-
ager’s mother had sex at an early age,
gave birth at an early age, is single and
dating, or is single and cohabiting, or if an
older sister is having sex or has given
birth, then he or she is more likely to ini-
tiate sex at a younger age. Similarly, if the

abused are often disadvantaged in a num-
ber of ways, it is also true that they have
undoubtedly received very confusing and
conflicting messages—especially from
those abusing them—rather than clear
and consistent messages about avoiding
sex or unprotected sex.

Third, many of the risk and protective
factors that most strongly affected initia-
tion of sex, frequency of sex, number of
partners, condom and contraceptive use,
and pregnancy and childbearing are the
teenager’s own beliefs and norms about
these behaviors. Typically, these beliefs
and norms are learned, in part, from the
beliefs and norms expressed by others, as
well as from others’ sexual behavior and
its consequences.

In sum, consistent with the social
norms–connectedness framework, all of
these studies strongly suggest that the
norms of the individuals or groups with
whom adolescents are connected or with
whom they interact affect adolescents’ sex-
ual behavior.

Influence of Connectedness
Although norms about sexual behavior
and early childbearing vary greatly, fam-
ilies, schools and faith communities in
general express clearer norms against un-
protected sex than do other groups or in-
fluences in youths’ communities, such as
the media or peers. Thus, the social
norms–connectedness framework would
predict that greater connectedness to these
groups would be related to less sexual
risk-taking. 

And, according to Emerging Answers,
that is what numerous studies reveal.
Greater attachment to family is related to
later initiation of sex, less frequent inter-
course, greater use of contraception, less
pregnancy and less childbearing. Greater
attachment to and success in school have
similar effects. Finally, several studies (al-
though not all) have found that stronger
religious affiliation is associated with later
initiation of sex, less-frequent intercourse,
fewer sexual partners and less childbear-
ing. Notably, youth attending parochial
schools, which tend to have more conser-
vative values regarding sex outside of
marriage, are less likely to initiate sex than
those attending public schools.

In contrast, none of the studies re-
viewed in Emerging Answers have found
that greater attachment to peers is associ-
ated with less sexual risk-taking. In fact,
in one study, being part of a peer group
and being popular with peers was asso-
ciated with earlier onset of intercourse.5
Thus, attachment per se does not reduce
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about his or her perceived barriers to
being abstinent or obtaining and using
condoms, demonstrated how to use a con-
dom, engaged the patient in a brief role-
play involving negotiating condom use or
provided pamphlets to reinforce the mes-
sage. Thus, these programs not only sup-
ported clear norms, they also encouraged
the adolescents to adopt the norm. In ad-
dition, in one of the programs, clinic staff
called all patients 2–6 times after the clin-
ic visit regarding their contraceptive use,
which may have increased patient con-
nectedness to the staff.

The third group of effective programs
were service learning programs. These
programs include voluntary or unpaid
service in the community (e.g., tutoring,
working as a teacher’s aide or working in
nursing homes) and structured time for
preparation and reflection before, during
and after service (e.g., group discussions,
journal writing or papers). Often the ser-
vice is voluntary, but sometimes it is pre-
arranged as part of a class. And often, but
not always, the service is linked to acad-
emic instruction in the classroom. Four
different studies, three of which evaluat-
ed programs in multiple locations, have
consistently indicated that service learn-
ing either delays sexual activity or reduces
teenage pregnancy.6 However, not all ser-
vice learning programs addressed sexual
or contraceptive behavior. Why then did
they change behavior?

One such program (for middle school
youth) was linked with a program that
strongly encouraged youth to delay sex.7
Members of both the intervention and the
control groups received the abstinence pro-
grams, but only the intervention group par-
ticipated in the service learning component.
Notably, the intervention group delayed
sex for a much longer period of time than
the control group, which received only the
abstinence component. One possible ex-
planation for these results is that the ser-
vice learning component increased youths’
connectedness to the program staff who
were encouraging them to remain absti-
nent, and therefore their message about ab-
stinence was much more effective.

Frankly, it is less clear why some of the
service learning programs delayed sex or
reduced teenage pregnancy. There are
many plausible explanations. The pro-
grams may in fact have increased con-
nectedness to caring adults (some of
whom may have expressed clear norms
about avoiding unprotected sex). How-
ever, other characteristics of service learn-
ing may very well also have reduced sex-
ual risk-taking. For example, they may

sexual risk-taking, as much as attachment
to individuals or groups who have clear
norms against sex or unprotected sex.

The same study also found that close
friends’ characteristics affected teenagers’
sexual behavior, but that the characteris-
tics of more distant groups within the
school (e.g., school leaders) had little im-
pact. Thus, it is not just that peers can have
an influence on sexual behavior, but rather
it is the degree of closeness to or connect-
edness with particular peers that deter-
mines whether peer norms affect teen-
agers’ norms.

Evidence from Impact Studies
Can the same social norms–connectedness
framework partially explain the success
of seemingly diverse programs? As noted
above, Emerging Answers identified four
groups of programs with substantial ev-
idence for success in reducing sexual risk-
taking.

The first consisted of sexuality and HIV
education programs. Ten characteristics
distinguished effective programs from in-
effective programs. One of the most im-
portant was emphasis on clear norms
about avoiding unprotected sex. The ef-
fective programs not only stated the norm
clearly, they repeated it frequently, pro-
vided factual information to support it, en-
gaged youth in activities to help them per-
sonalize the norm, modeled desirable
behaviors and had students practice the
behaviors through role-playing and other
activities. In contrast, ineffective programs
tended to lay out the pros and cons of dif-
ferent behaviors, taught decision-making
skills and then implicitly encouraged
youth to decide what was right for them.

Another characteristic of effective pro-
grams was that they selected teachers or
program leaders who believed in the pro-
gram and could relate to youth, and then
provided them with training. The leaders’
qualities, in combination with their train-
ing, increased the chances that the stu-
dents at a minimum would find the pro-
gram leaders credible, and might even
develop some connection with them.

The second group of effective programs
consisted of those within health, family
planning or STD clinics. In these pro-
grams, the project directors modified the
standard clinic protocols, and clinicians
followed the modified protocols during
visits with adolescent patients. Although
the programs differed considerably from
one another, in all of them staff expressed
clear norms against unprotected sex and
for abstinence or condom or contraceptive
use. For example, they asked each patient

have increased autonomy, or they may
simply have occupied a fair amount of dis-
cretionary time during which the students
might have otherwise been unsupervised
at home and might have engaged in un-
protected sex.

The fourth group of effective programs
actually included only one type of pro-
gram—the CAS-Carrera program—im-
plemented in multiple sites.8 The CAS-
Carrera program delayed sex, increased
long-term contraceptive use, and reduced
both pregnancy and childbearing among
female adolescents. Notably, this program
has stronger evidence that it actually re-
duced teenage pregnancy and childbear-
ing for three years than any other pro-
gram.

The program was a long-term, intensive
one that recruited youth when they were
about 13–15 years old and encouraged them
to participate almost daily throughout high
school. Its components included family life
and sexuality education; academic support
(e.g., tutoring); employment; self-expres-
sion through the arts; sports; and health
care. For female teenagers, the program ex-
pressed clear norms about abstinence and
contraceptive use by encouraging partici-
pants to avoid sex or to use contraceptives,
by providing role-playing in the sexuality
education class, and by helping sexually ac-
tive young women obtain long-acting con-
traceptives from the health clinic.

A critical aspect of the CAS-Carrera pro-
gram was that the staff very consciously
tried to develop close relationships with
the teenagers. In some cases, they almost
became surrogate parents. Thus, part of
this program’s success may have been
caused by this greater attachment to
adults with clear values against unpro-
tected sex.

In addition to these four groups of pro-
grams with especially strong evidence for
success, other scattered programs have
been found to be effective, but have less
strong evidence. Several are noteworthy.
First, in a small, rural South Carolina com-
munity, teachers, administrators and com-
munity leaders were given training in sex-
uality education; sexuality education was
integrated into all grades in the schools;
peer counselors were trained; the school
nurse counseled students, provided male
students with condoms and took female
students to a nearby family planning clin-
ic; and local media, churches and other
community organizations highlighted
special events and reinforced the mes-
sages of avoiding unintended pregnancy.9
Thus, messages about avoiding sex and
practicing contraception if youth are sex-
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After the campaign ended, condom use
with casual sex partners returned to pre-
vious levels.

Finally, a completely different kind of
program was specifically designed to in-
crease connectedness to families and
schools and to thereby reduce a variety of
risk behaviors (e.g., substance use, un-
protected sex, school dropout and delin-
quency). Thus, it provided a particularly
direct test of the importance of the second
construct in this social norms–connect-
edness framework.14 Research demon-
strated that the program was effective at
increasing attachment to school and de-
creasing sexual activity, pregnancy and
delinquency over many years. 

Evidence Among Parenting Teenagers
While Emerging Answers did not review
studies of programs designed to reduce
repeat pregnancy or childbearing among
teenagers who were already parents, such
studies also support the importance of
norms and connectedness. Since the mid-
1980s, at least 17 programs designed to
help pregnant and parenting teenagers
have been studied.15 Many provided pre-
natal care, parenting training and case
management services more generally.

Eight of these 17 studies found that the
programs significantly delayed a second
birth; of these eight, five included repeat-
ed visits by program staff to the teenage
mothers’ homes. In addition, all five pro-
grams that included home visits delayed
repeat pregnancies. These repeated one-
on-one visits to the teenagers’ homes al-
lowed the staff to develop closer rela-
tionships with the young mothers (to
become more connected), and more than
one of the papers talked about both the
closeness of that relationship and its im-
portance.16 Several studies also empha-
sized the clear norms these staff expressed
about avoiding repeat pregnancies.

Discussion
The social norms–connectedness frame-
work not only focuses on norms and con-
nectedness as being important in affecting
behavior, it also recognizes the interaction
between them. If a group has clear norms
for (or against) sex or contraceptive use,
then adolescents associated with this
group will be more (or less) likely to have
sex and use contraceptives. However, the
impact of the group’s norms will be greater
if the adolescents are closely connected to
this group than if they are not.

This quite simple framework appears
to partially explain a remarkably large
number of the findings reported in Emerg-

ually active were reinforced in a number
of ways.

Evaluations indicate that this program
reduced the pregnancy rate among young
teenagers, and when parts of the pro-
grams and the clarity of the expressed
norms diminished, the pregnancy rate re-
turned to preprogram levels. This model
was replicated in several towns in Kansas.
However, in that replication, the force-
fulness and clarity of the message may
have been lacking, and the results mea-
suring the impact of the program were
mixed.10

While most studies of school-based and
school-linked health centers revealed no
effect on student sexual behavior or con-
traceptive use, two had some evidence of
increased contraceptive use.11 Notably,
one was run by Planned Parenthood and
the other provided reproductive health
services only. Thus, both focused upon
sexual behavior and both gave a clear
message about remaining abstinent or
using contraceptives. In at least one of the
two programs, independent observers
commented upon how charismatic the
staff were and how well they were able to
connect with youth.

Two media initiatives appear to have
had an impact upon behavior. One, Not
Me, Not Now, was not summarized in
Emerging Answers, because a prepublica-
tion draft arrived only after the book had
been written. Not Me, Not Now, which fo-
cused upon young teenagers, gave a clear
message about delaying sex and appeared
to delay the onset of sexual intercourse
among these youth.12 The program had
young people from the community try out
for parts in the television advertisements,
which then aired for five years. Thus, they
represented the community, and many
young people commented that they were
credible. The advertisements were rein-
forced by posters, classroom activities,
parent materials, a Web site and commu-
nity events.

The other media initiative targeted
high-risk youth and encouraged them to
use condoms.13 Three public service an-
nouncements were aired multiple times
on television, condom vending machines
were installed in locations recommended
by youth, and teenagers were trained to
facilitate small-group workshops that fo-
cused on decision-making and assertive-
ness skills. The public service announce-
ments were designed to appeal to
teenagers. Multiple community surveys
indicated that the initiative increased
young people’s condom use with casual
sex partners while the campaign aired.

ing Answers, many of which (although not
all) were consistent with this framework.
Innumerable studies demonstrated that
the norms of individuals to whom teen-
agers are attached (e.g., family members,
close friends and romantic partners) were
strongly related to and consistent with the
adolescents’ own sexual and contracep-
tive behavior. In addition, when youth
were more connected to groups or insti-
tutions that typically have or express val-
ues against adolescents’ engaging in sex
or unprotected sex (e.g., their families,
schools and faith communities), they were
less likely to engage in sex or unprotect-
ed sex. When they were more connected
to groups or individuals typically with
more permissive values (e.g., peers or
boyfriends or girlfriends, especially older
boyfriends or girlfriends), then they were
much more likely to engage in sex.

When the sexuality and HIV education
programs, the clinic protocols, the school-
based or school-linked clinics, the CAS-
Carrera programs and media campaigns
expressed clear norms about sexual and
contraceptive behavior, program partici-
pants were more likely to act in a manner
consistent with those norms. Furthermore,
when staff developed much stronger re-
lationships with youth over time, as they
did in the CAS-Carrera program and pos-
sibly in one of the service learning pro-
grams, the effects were particularly strong
and dramatic. Finally, studies of programs
to reduce repeat pregnancies among par-
enting teenagers also support the impor-
tance of social norms and connectedness.
In contrast, when sexuality and HIV ed-
ucation programs, clinic protocols, and
school-based or school-linked clinics
failed to give a clear message, then they
were not effective.

There are numerous other examples of
research findings that are partially ex-
plained by this social norms–connected-
ness framework, but space does not allow
their presentation here. Thus, this frame-
work appears to have considerable ex-
planatory power; it helps us understand
a wide variety of research findings.

On the other hand, the importance of
social norms and connectedness should
not be exaggerated. There are innumer-
able theories to explain adolescent sexu-
al risk-taking; one volume named 17,17

and Emerging Answers identified more
than 100 risk and protective factors asso-
ciated with sexual behavior. Each of these
theories and factors also contributes to our
understanding of adolescent sexual be-
havior, and many do not involve either
connectedness or norms (e.g., communi-
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have not reviewed every program, and
undoubtedly some programs and some
findings are not explained by this frame-
work or do not support this framework

Implications for Future Work
This social norms–connectedness frame-
work has implications both for research
and for practice. Despite the many stud-
ies that have measured the relationship be-
tween norms and behavior, additional re-
search could profitably be undertaken.
Few, if any, studies in this field have mea-
sured the full impact of norms and con-
nectedness upon adolescent sexual be-
havior, for two reasons: First, few have
measured simultaneously the impact of
family, peer and partner norms upon sex-
ual behavior; in addition, few studies have
measured the impact of the norms of each
of these groups or individuals while si-
multaneously measuring the adolescents’
connectedness to each of those groups or
individuals. In fact, not very many stud-
ies have even measured the various com-
ponents of connection or determined
which components are most important.
Thus, the total amount of variance in be-
havior that can be explained by norms and
connectedness and their interaction is not
really known.

In addition, as noted above, little if any
research reports either objective or sub-
jective measures of the clarity of the norms
promoted in sexuality and HIV education
classes or the connectedness between pro-
gram staff and adolescents. Thus, the de-
velopment and reporting of these mea-
sures may also advance the field.

In terms of practice, there is a substan-
tial literature in health education (and in
other fields as well) on how to change
norms. For example, communities can use
mass media (e.g., soap operas or public
service announcements) to portray desir-
able behavior. Programs can use attractive
models similar to the targeted group to
give reasons for desirable behavior and to
model behavior. Programs can mobilize
friends and opinion leaders to take a pub-
lic stance on certain issues. Sexuality and
HIV education programs can use role-
playing and small-group activities to re-
inforce norms. Organizations can conduct
anonymous surveys of youth to demon-
strate that most youth believe that they ei-
ther should not have sex or should always
use protection. And programs may be able
to help parents (or families more gener-
ally) express their values clearly and
model more responsible sexual behavior.
This literature can help people design
more effective programs. On the other

ty opportunity and poverty; parental
monitoring and supervision of adolescent
children; hormone levels; substance use;
emotional well-being; and self-efficacy to
refrain from sex or to insist upon contra-
ceptive use). Consequently, addressing
these other risk and protective factors is
necessary if we are to dramatically reduce
sexual risk-taking.

In addition, programs that were effec-
tive at changing behavior did more than
just change norms; some increased self-
efficacy and improved other determinants
of sexual risk-taking. Furthermore, there
are probably some programs that do not
address either norms or connectedness
and yet are effective at reducing sexual
risk-taking (some service learning pro-
grams might be one example). Finally, pro-
gram staff can impart knowledge, teach
skills, increase opportunity and improve
other risk and protective factors even if
they are not well connected to the target-
ed adolescents (although they may be
more effective in these endeavors if they
are well connected).

Thus, the social norms–connectedness
framework does not explain everything,
but it remains noteworthy that it does par-
tially explain a large and diverse group of
findings.

Limitations of the Evidence
There are at least two important limita-
tions of the evidence reviewed here. First,
research studies do not provide objective
measures of the extent to which programs
present a clear message and convey de-
sirable social norms, nor do studies pro-
vide objective measures of the extent to
which program leaders or educators can
relate to youth and form connections with
them. Sometimes program staff may be-
lieve that they are giving a clear message,
but they actually fail to do so; sometimes
a curriculum may be designed to give a
clear message, but the educators obfuscate
that message. Thus, even though some
curricula described much clearer mes-
sages than others and even though some
programs described their efforts to em-
ploy educators who relate well to youth,
it is impossible to know for sure which
programs gave clear messages and which
programs were implemented by educa-
tors who could connect with youth.

Second, I have reviewed here all the
major groups of programs that Emerging
Answers found to have substantial evi-
dence supporting their effectiveness, as
well as some individual programs with
less-strong evidence and some aimed at
reducing repeat pregnancy. However, I

hand, there is undoubtedly much yet to
be learned about how to change norms.

Others have developed theories for in-
creasing connectedness. For example,
David Hawkins and his colleagues have
theorized that youth will become more
connected to school when they have
greater opportunity for involvement, de-
velop the skills to be successful in school
activities and are recognized and re-
warded for their success and achieve-
ments.18 Relatively few programs have fo-
cused upon connectedness, and the
literature on how to increase connected-
ness is less well developed. More can also
be done in this area.

Developers of programs should be
aware of the importance of giving a clear
message, of trying to get youth to adopt
responsible norms, of increasing con-
nectedness between staff and youth, and
of increasing connectedness between
youth and other youth or adults who ex-
press clear, responsible norms. 

Conclusions
Behavioral theorists have long recognized
the influence of norms upon behavior, and
for decades at least, practitioners have
tried to use the media, group opinion lead-
ers, and small-group or other interactive
activities in sexuality and HIV education
classes to change norms and to thereby
change behavior. In addition, for a vari-
ety of reasons, people have tried to in-
crease connectedness between youth and
their families, schools and faith commu-
nities. Thus, simply recognizing that
norms and connectedness influence be-
havior is not new.

However, what is striking—to me, at
least—is the extent to which social norms,
connectedness and their interaction par-
tially explain so many research findings
involving both risk and protective factors
and the impact of programs. While no sin-
gle theory can explain all findings on ado-
lescent sexual behavior (adolescent sexu-
al behavior is just not that simple), these
constructs appear remarkably powerful.
Perhaps if we measure them better and
focus upon them more, they can lead to
the development of still more effective
programs.
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gle school-based approach has been
shown to markedly reduce adolescent sex-
ual activity, risk-taking or pregnancy.4

A review of the literature reveals con-
flicting findings about the successes and
failures of a variety of programs, ranging
from abstinence-based models to multi-
faceted programs that offer comprehen-
sive sexuality education with links to
school-based health clinics.5 Evaluations
suggest that programs providing a com-
prehensive focus on sexuality produce
positive outcomes and do not increase sex-
ual activity, but few have been able to
demonstrate significant long-term re-
ductions in the onset of sexual activity or
in the number of sexual partners, or in-
creases in contraceptive use.6

In addition, no credible published stud-
ies have suggested that programs pro-
moting abstinence only, without ad-
dressing risk reduction, do any better.7
Further, few school-based sexuality cur-
ricula discuss sexual exploitation or vio-
lence,8 despite the fact that for many stu-
dents, choices about sexual behavior are
blurred by experiences of sexual abuse
and victimization.9
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wood House, New York, and president of Healthy Con-
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researcher, Megan Wier is a research coordinator and
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The study on which this article is based was a project of
Inwood House that was funded by the U.S. Department
of Health and Human Services, under Adolescent Fam-
ily Life Demonstration Grant APH 000363-04.

Long-Term Outcomes of an Abstinence-Based,
Small-Group Pregnancy Prevention Program
In New York City Schools
By Lisa D. Lieberman, Heather Gray, Megan Wier, Renee Fiorentino and Patricia Maloney

Recent reports of drops in teenage
birthrates are welcome news. Ques-
tions continue to be raised, how-

ever, about which kinds of programs will
best affect the U.S. adolescent birthrate,
which remains one of the highest among
industrialized nations.1 Adolescents con-
tinue to initiate intercourse at an early age,
many long before they are emotionally
and psychologically prepared to deal with
its consequences.2 In addition, despite
public health, media and educational cam-
paigns to prevent the spread of HIV, a sig-
nificant proportion of preadolescents and
early adolescents, particularly those re-
siding in inner cities, engage in sexual be-
haviors that place them at high risk for
HIV or sexually transmitted disease (STD)
transmission.3

In this article, we discuss the evaluation
of an abstinence-based, small-group ap-
proach to preventing pregnancy and STDs
that took place in three New York City
middle schools. Schools have been the pri-
mary site of formal sexuality education
programs over the past several decades.
However, while some curricula have
demonstrated promising results, no sin-

During early adolescence, uncertainty
about oneself, puberty, heightened inter-
personal sensitivity and awareness of
changing physical appearance often result
in self-criticism, fear of displeasing oth-
ers and other forms of psychological dis-
tress.10 These factors make the middle
school or junior high school years a peri-
od of emotional fragility for many young
people, at a time when they are also faced
with difficult choices with respect to sex-
ual and other risk behaviors.

A variety of emotional and social issues
influence adolescent behavior. Teenagers
with higher levels of depression, greater
hopelessness and a lower sense of control
over events in their lives are more likely
to initiate sexual intercourse at very young
ages.11 Poor self-concept is associated with
earlier onset of sexual activity for both
male and female adolescents.12 Adoles-
cents who report having more friends who
are sexually active are also more likely to
engage in such behavior.13 Sexual abuse
and victimization increase the risk of early
sexual behavior. Finally, adolescents often
demonstrate multiple risk behaviors. The
ability of young adolescents to negotiate
this difficult period can make a critical dif-
ference in their social and sexual choices.14

Several factors appear to protect young
people against multiple risk behaviors, in-
cluding strong family connections, high
self-efficacy or personal power, social
problem-solving skills, and external sup-
port systems that encourage coping and
positive values and provide high expec-
tations and positive norms.15 A variety of
studies suggest that the quality of family
relationships and communication are
strongly linked with early sexual activity.
Lower rates of adolescent sexual activity
are associated with having parents who
demonstrate a combination of tradition-
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Context: Despite drops in U.S. teenage birthrates, questions continue to arise about how best
to reduce the country’s adolescent birthrate. School-based programs continue to be considered
one of the best ways to reach adolescents at risk of early sexual activity. 

Methods: A total of 312 students completed a pretest, a posttest and a follow-up one year after
the posttest: 125 who had participated in a 3–4-month-long abstinence-based small-group in-
tervention led by trained social workers, and 187 in a comparison group that received no spe-
cial services.

Results: There were few significant differences between the intervention and comparison groups
at posttest. At the one-year follow-up, however, intervention students had significantly better
scores on locus of control, their relationship with their parents and (among males only) their at-
titudes about the appropriateness of teenage sex. Measures of depression, self-esteem, in-
tentions to have sex, attitudes toward teenage pregnancy and various behaviors did not differ
significantly between groups. By the time of the one-year follow-up, there was no difference be-
tween study groups among females in the initiation of sexual intercourse. Among the males, ini-
tiation of sexual intercourse appeared to be higher in the intervention group than in the com-
parison group, but the difference was not statistically significant. Positive outcomes were especially
limited among students who were already sexually active at the start of the study, a finding that
emphasizes the difficulties of reaching adolescents who are already at high risk for pregnancy.

Conclusions: A small-group abstinence-based intervention focusing on mental health can have
some impact on adolescents’ attitudes and relationships (particularly with their parents). Long-
term evaluations are important for determining the effects of an intervention, as it is difficult to
change adolescent risk behavior. Family Planning Perspectives, 2000, 32(5):237–245
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tion programs to New York City’s youth.
For the past 21 years, Inwood House has
conducted a pregnancy and disease 
prevention program called Teen Choice
among students in New York City high
schools and middle schools. In 1995, 
Inwood House received funding for an
Adolescent Family Life Demonstration
grant to begin the Project IMPPACT 
(Inwood House Model of Pregnancy 
Prevention and Care for Teenagers) 
program and evaluation. 

Project IMPPACT is an abstinence-
based model of the Teen Choice small-
group mental health program. It is con-
ducted in three New York City middle
schools—two in Brooklyn and one in the
Bronx. At these schools, the Project 
IMPPACT curriculum focuses on the im-
portance of abstaining from sexual inter-
course. Topics include male and female
anatomy; understanding pressure to have
sex; coping with peer pressure and pres-
sure from the media; risks of early sexual
involvement; and STDs, HIV and AIDS.
Contraception is discussed, but abstinence
is emphasized as the best choice,* and dis-
cussions are held about the failure of con-
traceptives to provide complete protection
against pregnancy and STDs.†

Project IMPPACT staff are invited by
classroom and physical education teach-
ers to make presentations to students, 
during which they describe the program
and invite students to join a small group.
Students self-select into the groups and are
required to obtain parental permission.

The small group is the essential com-
ponent of Project IMPPACT. This ap-
proach differs from more traditional class-
room-based sex education, in that group
discussions guided by a trained and trust-
ed adult help young people incorporate
new ideas and openly discuss with their
peers the issues they face as teenagers.
Small groups that provide knowledge and
life-skills building activities have been
shown to work well for youth in a variety
of settings.21

The Project IMPPACT groups work to
build communication skills, support
healthy adult-child and peer communi-
cations, and attempt to create peer groups
in which new behavior patterns become
acceptable and desirable.22 Furthermore,
the experience is meant to enhance young
people’s ability to adopt or reject new
ways of thinking by providing the op-
portunity to question and apply new in-
formation through guided interaction
with significant others—i.e., people whose
opinions matter, such as peers or a re-
spected adult.23

al attitudes toward sexual behavior and
effective communication practices,16 with
positive relationships and a sense of ac-
ceptance by the adolescent,17 and with
higher levels of family attachment, in-
volvement and supervision.18

Moreover, our clinical experience con-
sistently shows that young people want to
be able to talk to their parents and families
about sex and sexual involvement.19 Fur-
thermore, many studies support the im-
portance of teenagers’ having caring rela-
tionships with adults outside of their
families,20 suggesting that young people can
benefit from mentoring and support from
adults—including those at their schools—
who take their concerns seriously.

The evaluation discussed here involved
students who participated in Inwood
House’s abstinence-based program, Pro-
ject IMPPACT. The project’s small-group
mental health model (which is described
below) uses trained social workers in a
group-counseling model that focuses on
relationships and communication, skills-
building and positive mental health, as
well as providing up-to-date and accurate
information about sexuality and about
pregnancy and disease prevention. The
topics and approach were designed to ad-
dress the developmental needs of ado-
lescents, to encourage healthy communi-
cation skills and family relationships, and
to strengthen young people’s sense of self
and control over their lives and decisions
as a means of preventing early and risky
sexual behavior.

Data and Methods
The Program
Inwood House is a multiservice agency
providing residential and offsite care and
services for pregnant and parenting 
teenagers in New York City. In addition
to these direct services, Inwood House
also delivers targeted pregnancy preven-

The Project IMPPACT groups typical-
ly have 8–12 members and meet for 12–14
sessions over one semester. Each session
lasts for one class period (35–45 minutes)
and follows a curriculum providing ac-
tivities, discussion and informational
guidance. Students who volunteer to par-
ticipate are expected to attend all sessions.
(The average rate of attendance during the
evaluation presented in this article was
87%, or 11.3 sessions.)

Groups are single-sex or coeducation-
al, depending both on the comfort and
maturity level of the students and on the
logistics of recruitment. Project IMPPACT
social workers have a master’s degree in
social work or its equivalent, have exten-
sive training in adolescent development,
group work and human sexuality, and
meet weekly with each other, the project
director and a clinical supervisor for in-
service training and supervision. 

Study Design
Our study is based on pretest, posttest and
one-year follow-up surveys, using both in-
tervention and comparison cohorts. For
both intervention and comparison groups,
pretest data were collected at the begin-
ning of the spring semester (late February
or March 1996). A posttest was conduct-
ed at the end of the same semester (May
or June 1996) for both groups, with an in-
terval of 3–4 months from pretest to
posttest. The follow-up was conducted ap-
proximately one year after the posttest
(starting in April 1997 and ending with
some mail-in surveys in August 1997).
Thus, the actual interval from pretest to
follow-up varied from 14 to 18 months.

Intervention and comparison students
were from the same schools. Comparison
students, however, were recruited from
different wings or areas of the school that
were not eligible to participate in the pro-
gram because of scheduling or program-
matic requirements. While intervention
students were recruited through class-
room presentations by Project IMPPACT
workers, comparison students were re-
cruited by our data collection staff. Both
intervention and comparison students
were required to obtain written parental
consent, and all students participated on
a voluntary basis.‡

To collect the long-term follow-up data,
we located the students who had com-
pleted a pretest and a posttest, with the
help of middle-school guidance coun-
selors and administrators, based on in-
formation students provided on the
pretest survey cover sheets. Most of the
sixth and seventh graders were at the same
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*The funding for this program preceded current absti-
nence-only guidelines; as a result, the program described
here is distinct from current federally funded abstinence
programs, in that discussion of contraceptives is per-
mitted.

†Under federal funding guidelines, Project IMPPACT
workers are prohibited from making referrals for con-
traceptive services. Additionally, all posters and cur-
riculum materials must be approved by the federal
funding agency to assure that they meet the abstinence-
focused guidelines.

‡Notably, the incentive for participation differed for the
two groups. While intervention students were receiving
services in an ongoing semester-long program, com-
parison students received gift certificates for participat-
ing in the pretest and posttest. At the one-year follow-
up, students from both groups were offered gift
certificates as an incentive for completing the survey.

152



239Volume 32, Number 5, September/October 2000

consisted of only two items, had an alpha
of .54, and the pregnancy attitudes scale,
which consisted of four items, had an
alpha of .58. Thus, findings related to 
these two scales must be interpreted with
caution.

Sexual activity and sexual behavior
questions were modified versions of ques-
tions from the New York City High School
AIDS Evaluation Study and the ENABL
study.26* In addition, both students who
were sexually active and those who were
not were asked about their intention to
have sex within the next six months.

The Teenage Sex Attitudes scale was
based on revised versions of questions
from two existing sexual behavior sur-
veys27 and included concepts such as: “It’s
okay for people my age to have sex with
a boyfriend or girlfriend.” The Teenage
Pregnancy Attitudes scale measured con-
cepts such as “getting (someone) pregnant
now would really mess up my future.”
Items were revised versions from an ex-
isting sexual behavior survey.28

The Locus of Control scale measured
students’ perceptions of how much con-
trol they had over the events and circum-
stances of their lives. The Self-Efficacy
scale measured students’ perceptions of
their abilities to say no to sex under a va-
riety of circumstances. Both were taken
from the New York City High School
AIDS Evaluation Study.29 The Kandel De-
pression Scale30 measured the degree to
which students had experienced a variety
of symptoms of depression in the past six
months. Self-esteem was measured using
a modified version of the 10-item Rosen-
berg Self-Esteem Scale,31 but with more
adolescent-friendly language (as deter-
mined by the pilot test).

The scales measuring the students’ 
relationship and communication with
their parents were taken from the New
York City High School AIDS Evaluation
Study. The Parental Talk scale measured
students’ assessments of the degree to
which they could talk to their parents
about a variety of problem areas, includ-
ing drugs, alcohol, sex and school prob-
lems. The Parental Sex Attitudes scale
measured students’ perceptions of their
parents’ or guardians’ attitudes about
teenagers having sex, such as “My par-
ents/guardians would be upset if they
thought I was having sex.” The Parental
Respect scale measured the students’ 
desire to follow their parents’ guide-
lines,such as “I usually do what my par-
ents/guardians want me to.” The Parental
Relationship Scale included all items in the
Parental Respect, Parental Sex Attitudes

schools where they had participated in
Project IMPPACT the year before. With the
help of the Project IMPPACT workers and
staff at the Project IMPPACT schools, these
students were given the follow-up surveys
in large groups at their schools.

However, nearly half of the original
sample had been in eighth grade during
the first year of the study. By the time of
the one-year follow-up, these eighth
graders were dispersed across the city into
more than 60 high schools in Manhattan,
Brooklyn, the Bronx and Queens. We con-
tacted guidance staff at each of these high
schools, produced the signed parental
consent forms and arranged logistics with
each individual school to have our data
collection staff survey the students in their
high schools—in small groups or indi-
vidually. The majority of high schools co-
operated with the research effort. If stu-
dents could not be reached at their school,
we mailed surveys to those for whom we
had an accurate address.

Study Hypotheses
We hypothesized that participants in Pro-
ject IMPPACT would report significant
positive changes from pretest to posttest
and from pretest to follow-up in the fol-
lowing areas: psychosocial measurements
of self-esteem, locus of control and self-ef-
ficacy; ability to communicate with their
parents or other adults about sexuality and
other concerns; attitudes consistent with
postponing sexual activity; attitudes con-
sistent with preventing pregnancy; inten-
tions to engage in sexual intercourse in the
next six months; and onset of sexual in-
tercourse. Finally, we anticipated that par-
ticipants in Project IMPPACT who were or
who became sexually active during the
program would be less likely at follow-up
than comparison students to engage in sex-
ual behaviors that could lead to unin-
tended pregnancy or STD infection.

Survey Instrument
The survey instrument included variables
from existing school-based sexual attitude
and behavior surveys,24 items from exist-
ing standardized scales25 and several new
items. We pilot-tested the survey with 25
young people who were not members of
a Project IMPPACT group at two schools
in the same school districts as the Project
IMPPACT schools, and followed this with
a focus-group discussion. Sample scale
items and reliability coefficients (Cron-
bach’s alpha) are summarized in Table 1.
Alphas for the scales were moderate to
high (.64–.87) for all but two scales. The
Parental Sex Attitudes scale, which 

and Parental Talk Scales, plus one addi-
tional item that reflected an overall mea-
surement of the parent-child relationship.

Among the limitations of the survey
method are the difficulty of measuring
complex attitudes and behaviors using a
pencil-and-paper test, variations in litera-
cy and the time constraints imposed by the
school schedule. In anticipation, we sim-
plified the language of the survey where
possible, provided assistance to students
who had difficulty reading the survey and
made every effort to allow sufficient time
to complete the survey. Furthermore, while
standardized scales may have the advan-
tage of extensive validity and reliability
testing, we modified existing standardized
measures to assure adolescent-friendly 
language and to increase students and
school staff’s comprehension of, comfort
with and acceptance of the survey.32

Retention Rates
In our pretest cohort, a total of 527 pretests
were conducted among intervention and
comparison students; 417 of these students
completed posttests, for a retention rate of
79%. Some students who were not retained
in the study dropped out of the interven-
tion after one or two sessions, and thus
were no longer eligible for the study (Table
2, page 240). Further, as this was the first
year of the program, there was a higher rate
of dropout from the early sessions of the
groups than in subsequent program years.

Table 1. Among scales used in one-year fol-
low-up survey, number of items, range in
scores, desired direction and alpha value

Scale N of Range Desired Alpha
items direction

Depression 6 6–18 lower .73
Self-esteem 10 10–40 higher .79
Locus of control 5 5–20 higher .64
Self-efficacy 3 3–12 higher .64
Teenage sex

attitudes 7 7–28 higher .72
Teenage pregnancy

attitudes 4 4–16 higher .58
Parental

relationship* 11 11–44 higher .79
Parental respect 3 3–12 higher .70
Parental sex

attitudes 2 2–8 higher .54
Parental talk 5 5–20 higher .87

*Parental talk, parental sex attitudes and parental respect scales
combined.

*Sexual activity was defined by the response to the ques-
tion “Have you ever had sexual intercourse (sex)?” Stu-
dents could respond no, yes or “I have fooled around but
I have never had sex.” Sexually active students were de-
fined as those who responded yes only; they were then
asked a series of follow-up questions on age at first in-
tercourse, number of partners, contraceptive use and
other details regarding their sexual behavior.
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Data Analysis
Data were entered and cleaned in an SPSS
database, and impossible responses (e.g.
pretest responses indicating that a student
was sexually active and posttest respons-
es indicating that the same student had
never had sex) were reconciled. We used all
data in the survey to make decisions about
consistency, opting for missing data when
the inconsistencies could not be reconciled.
Any recoded items were flagged so we
could conduct analyses to assure that this
process did not yield systematic biases.

We analyzed the data using SPSS-PC for
Windows. Pretest descriptive data were
used to compare intervention and com-
parison groups and to compare data from
students who completed all three surveys
with those who were lost to follow-up. We
conducted tests of reliability of the par-
ticipant survey, which included compar-
ing data across different methods of data
collection and from different questions on
the survey, as well as testing the internal
consistency of the scales.

We computed pretest-to-posttest
change scores and pretest–to–one-year fol-
low-up change scores for each of the out-
come variables and scales. We used inde-
pendent sample t-tests (two-tailed tests)

The 417 students were surveyed, either
in person at their schools or by mail, at the
one-year follow-up. (One-quarter of the
417 were mail-in follow-ups.) A total of
312 follow-up surveys were completed,
for an overall retention rate from pretest
to follow-up of 59%. (The response rate for
mailed surveys was the same as that for
school-based follow-up.) While this re-
flects a significant loss to follow-up, we
feel that it represents a relatively high rate
of retention, given the nature of the sam-
ple (with high levels of transience and ab-
senteeism) and the fact that one-third of
the sample moved from middle school to
high school.

There were few differences between stu-
dents who completed the pretest only and
those who completed a pretest and a
posttest. When we compared those who
took pretests only with those who took a
pretest, a posttest and a follow-up, we
found (as would be expected) that those
who were more troubled, less engaged in
school and at higher risk were more like-
ly to have been lost during the long-term
follow-up period. Female students lost to
follow-up were somewhat more likely to
have cut school in the past 30 days, to use
alcohol and to have repeated a grade in
school. In addition, those lost to follow-
up appeared more likely to have already
engaged in sexual intercourse and to in-
tend to have sex.

Likewise, among the male students,
those who smoked, who already were sex-
ually active, who intended to have sex and
who reported having friends who were
having sex were more likely to have been
lost to follow-up. The loss of “higher risk”
students to long-term follow-up, howev-
er, was similar in both the intervention
and comparison groups, with only one ex-
ception—more young women lost to fol-
low-up in the comparison group than in
the intervention group reported that they
had friends who were having sex. 

to determine the difference in change
scores between intervention and com-
parison groups for both the short-
term (pretest-posttest) and long-term
(pretest–follow-up) periods.

The independent sample t-test method,
focusing on the difference in change
scores, accounts for both differences at
pretest and differences in the direction of
the changes between intervention and
comparison students. Furthermore, this
method is useful when the variance be-
tween groups is not homogeneous, as was
the case for many of the variables.

We used chi-square analysis (Fisher’s
exact test) for the dichotomous variables—
onset of sexual behavior; contraceptive
use at last intercourse; and having ever
been pregnant. However, the extremely
small cell sizes (several with an “expect-
ed count” of less than five) violated the as-
sumptions of the chi-square test. Thus,
data for the behavioral variables are main-
ly descriptive and provide information
about areas for further exploration.

After analyzing the data for the total
group, we conducted analyses separately
for males and females and for students
who were already sexually active at pretest
and those who were not. In addition, we
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Table 2. Numbers and percentages of study
participants retained at various stages, by
study group membership

Retention All Inter- Compar-
vention ison

No. in pretest 527 223 304
No. matched, pretest

to posttest 417 168 249
% retained, pretest

to posttest 79 75 82
No. matched, pretest

to one-year follow-up 312 125 187
% retained, posttest

to one-year follow-up 75 74 75
% retained overall, pretest

to one-year follow-up 59 56 62

Table 3. Selected means and percentages for characteristics at pretest of study participants
who were surveyed at pretest, posttest and one-year follow-up, by sex

Characteristic Female Male

Interven- Compar- p Interven- Compar- p
tion ison tion ison
(N=103) (N=107) (N=22) (N=80)

Mean age 12.8 12.9 .817 13.1 12.9 .292
Mean grade 7.3 7.4 .301 7.3 7.4 .852
% black/Caribbean 70.3 62.7 .267 64.7 68.0 .796
% Hispanic/Latino 19.8 23.5 .531 17.6 26.7 .444
% multiethnic/other 9.9 13.8 .696 17.6 5.3 .181
% who repeated a grade 18.4 7.5 .020 27.3 13.9 .213
% who cut class at least once

in last month 18.6 15.8 .602 27.2 15.2 .194
Mean depression score* 11.27 10.24 .009 10.33 10.25 .996
% who live in two-parent household 45.3 39.4 .257 44.4 50.0 .539
% who live in a household where

English is spoken about half
of the time or less 24.5 25.2 .429 5.9 25.0 .017

% who report having been slapped,
punched or kicked by a parent/guardian 25.4 9.9 .017 12.5 17.0 .673

% who used cigarettes in past 30 days 16.8 11.5 .269 5.0 5.1 .982
% who used alcohol in past 30 days 18.4 11.5 .177 10.0 11.4 .861
% who used marijuana in past 30 days 3.0 4.7 .545 9.5 6.4 .625
% who have been touched sexually

when it was not desired 21.4 6.5 .002 0.0 3.8 .358
% who have been forced to have sex 8.7 2.8 .064 0.0 1.3 .600
% who report they will definitely/probably

have sex in the next 6 months 18.0 19.8 .742 44.5 42.7 .893
% who were sexually active at pretest 10.8 8.5 .577 31.8 20.1 .296
% who have ever been pregnant or 

have ever caused a pregnancy 0.0 0.0 1.000 0.0 1.3 .384
% who report that a few/most/all

of their friends have had sex 63.0 58.1 .462 65.0 49.4 .216
% who report that at least one friend 

who has  been pregnant or has
ever caused a pregnancy 44.6 43.3 .841 33.4 32.9 .970

*The mean depression score is based on a scale of six items, with possible scores ranging from 6 to 18.
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A great number of statistical tests were
calculated; thus, by chance alone, approx-
imately 5% of these (using p<.05 crite-
ria)—or seven of the 142 comparisons—
would be statistically significant, and
these would be distributed randomly. De-
spite the strong possibility of Type I error
in the individual comparisons, however,
a total of 18 tests were significant (13% of
those calculated), and they were logical-
ly related to each other and in a clearly in-
terpretable pattern.

Results
The Study Sample
The 312 intervention and comparison stu-
dents who completed a pretest, posttest
and one-year follow-up survey were pre-
dominantly black or Caribbean (approx-
imately two-thirds) or Latino (about 
one-fifth) (Table 3). Approximately two-
thirds were female, and the mean age at
pretest was 12.9 years.

While the demographic characteristics
of the intervention and comparison
groups did not differ, the intervention 
appears to have attracted needier and
more troubled students, particularly
among the females. Young women in the
intervention group had higher mean 
depression scores than those in the com-
parison group (11.3 vs. 10.2) and were
more likely to have repeated a grade (18%
vs. 8%), to have been touched sexually
when it was not desired (21% vs. 7%) and

separately examined students who were
in eighth grade at the time of the inter-
vention, given the potential importance
with respect to risk behaviors of the tran-
sition from middle school to high school.

For several reasons, we decided to use
a change-score method and analyze by
subgroup rather than use a multivariate
method that would adjust for pretest
scores and would use subgroups as co-
variates (e.g., analysis of covariance). First,
the unequal cell sizes of the different sub-
groups would create unbalanced models;
in addition, preliminary tests showed sig-
nificant nonhomogeneity of variance,
which violates a primary assumption of
analysis of covariance.

These same two factors also made it dif-
ficult for us to conduct analyses that
would have controlled for pretest differ-
ences in risk characteristics between the
intervention and comparison groups 
(i.e., repetition of a grade, sexual victim-
ization and depression for the females,
and English language spoken at home
for the males). Thus, we conducted addi-
tional t-test analyses for the subgroups
when the intervention and comparison
groups differed, to determine if the sig-
nificant findings or the direction of
changes differed from those of the over-
all groups. (Such an outcome would have
suggested that the findings might have re-
sulted from pretest group differences
rather than the intervention.)

to have been slapped, punched or kicked
by a parent or guardian (25% vs. 10%).

Among the males, similar patterns oc-
curred, with what appear to be somewhat
higher percentages of intervention males
having repeated a grade and reporting
having sexually active friends. None of
these differences were statistically signif-
icant, however, due in part to the small
sample size of the intervention group.

Overall, nearly two-thirds of the inter-
vention group and one-half of the com-
parison group reported that a few, most or
all of their friends had had sex. One-third
of the males and 44% of the females re-
ported having at least one friend who had
been pregnant or had caused a pregnancy.

Outcome Analyses
•Short-term outcomes. There were a few sta-
tistically significant (p<.05) short-term dif-
ferences between groups. As can be seen
in Table 4, there were no changes from
pretest to posttest on the psychosocial
variables (depression and self-esteem).
Locus of control changed significantly
among the males only (p=.046), with the
intervention group showing higher locus
of control at posttest than at pretest (a
change in the desired direction) and the
comparison group lower locus of control.

Notably, in some areas, intervention stu-
dents appeared to be doing worse than
comparison students in the short term.
These included self-efficacy in the total

Table 4. Mean values of scales for selected variables, by intervention and comparison group and by pretest, posttest and one-year follow-up,
and significance and effect size for short-term and long-term outcomes, according to psychological variable, gender, sexual activity status
and grade

Variable Intervention Comparison Short-term outcomes Long-term outcomes

Pretest Posttest One year Pretest Posttest One year p Effect size p Effect size

Depression 11.11 10.86 10.92 10.24 10.33 10.22 .394 –0.854 .554 –0.592
Male 10.33 9.19 10.33 10.25 10.29 9.84 .429 –0.811 .556 0.591
Female 11.27 11.16 11.03 10.24 10.36 10.51 .499 –0.677 .151 –1.443
Not sexually active 11.02 10.73 10.86 10.19 10.30 10.28 .318 –1.002 .435 –0.782
Sexually active 11.75 11.50 11.25 10.64 10.57 10.00 .880 –0.153 .845 0.196
8th grade 11.06 10.51 10.81 10.44 10.47 10.65 .280 –1.088 .322 –0.994

Self-esteem 33.97 34.10 34.56 34.83 35.18 35.21 .545 –0.606 .685 0.407
Male 33.65 33.79 34.45 34.66 34.45 35.28 .854 0.185 .832 0.212
Female 34.04 34.17 34.59 34.95 35.72 35.16 .236 –1.190 .614 0.506
Not sexually active 33.77 33.96 34.76 34.79 35.21 35.15 .588 –0.543 .246 1.164
Sexually active 35.19 34.81 33.44 34.79 34.91 35.33 .713 –0.370 .105 –1.663
8th grade 34.98 35.73 35.04 35.14 35.28 35.10 .696 0.391 .902 0.123

Locus of control 14.61 15.19 15.61 15.46 15.52 15.63 .067 1.843 .010 2.598
Male 14.11 15.13 14.95 15.26 15.21 15.45 .046 2.032 .444 0.779
Female 14.71 15.20 15.74 15.60 15.72 15.74 .277 1.091 .022 2.306
Not sexually active 14.59 15.10 15.53 15.53 15.45 15.63 .072 1.814 .019 2.367
Sexually active 14.88 15.80 16.18 14.95 15.95 15.38 .748 0.325 .323 1.001
8th grade 15.08 15.74 16.10 15.51 15.77 15.66 .441 0.775 .085 1.737

Self-efficacy 10.49 10.07 10.91 9.90 10.10 10.35 .024 –2.265 .913 –0.109
Male 8.78 8.31 10.50 8.53 8.57 9.25 .344 –0.953 .167 1.396
Female 10.83 10.40 10.99 10.75 10.93 11.04 .025 –2.265 .674 –0.421
Not sexually active 10.61 10.05 10.91 10.26 10.31 10.46 .045 –2.021 .734 0.340
Sexually active 9.86 10.29 10.93 7.70 8.71 9.57 .356 –0.935 .382 –0.885
8th grade 10.76 10.19 10.98 9.70 9.89 10.43 .039 –2.087 .221 –1.230

Notes: Ns are 312 for all study participants, 102 for males, 210 for females, 267 for those not sexually active, 43 for those sexually active and 138 for those in 8th grade.
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Table 5. Mean values of scales for selected variables, by intervention and comparison group and by pretest, posttest and one-year follow-up,
and significance and effect size for short-term and long-term outcomes, according to sexual attitudes or intentions and parental variables, and
gender, sexual activity status and grade

Variable Intervention Comparison Short-term outcomes Long-term outcomes

Pretest Posttest One year Pretest Posttest One year p Effect size p Effect size

Attitudes about
teenage sex 22.78 22.66 23.01 22.80 22.66 21.85 .793 0.263 .057 1.918
Male 19.25 20.86 22.58 20.68 20.42 19.74 .160 1.44 .001 3.511
Female 23.53 22.92 23.11 24.00 23.75 23.05 .771 –0.292 .459 0.744
Not sexually active 23.24 22.81 23.19 23.54 23.18 22.17 .852 0.187 .056 1.932
Sexually active 20.36 21.89 22.09 17.33 18.60 19.42 .911 0.114 .830 –0.217
8th grade 22.26 21.52 22.26 22.63 22.12 21.65 .870 0.164 .348 0.948

Attitudes about
teenage pregnancy 14.60 14.24 14.48 14.24 14.23 14.38 .063 –1.869 .404 –0.835
Male 13.63 12.79 14.06 14.09 13.74 13.95 .107 –1.636 .378 0.887
Female 14.79 14.47 14.56 14.33 14.49 14.66 .104 –1.633 .141 –1.477
Not sexually active 14.64 14.15 14.35 14.41 14.43 14.44 .021 –2.320 .349 –0.938
Sexually active 14.50 14.64 15.36 13.17 13.00 13.96 .579 0.561 .943 0.072
8th grade 14.66 14.32 14.41 14.40 14.34 14.41 .165 –1.398 .577 –0.559

Sex intentions 1.66 1.70 1.81 1.76 1.78 2.06 .815 0.234 .171 –1.373
Male 2.18 2.07 2.12 2.09 2.26 2.41 .599 –0.527 .195 –1.304
Female 1.57 1.64 1.75 1.52 1.44 1.82 .238 1.185 .368 –0.902
Not sexually active 1.54 1.65 1.69 1.57 1.60 1.92 .595 0.532 .127 –1.532
Sexually active 2.50 2.00 2.50 2.92 2.92 3.00 .360 –0.927 .838 –0.206
8th grade 1.79 1.93 2.13 1.91 1.97 2.15 .683 0.409 .604 0.521

Parental relationship 34.94 34.43 35.40 37.29 37.31 36.31 .780 –0.280 .055 1.929
Male 32.31 30.73 35.94 36.62 37.16 35.84 .208 –1.276 .078 1.873
Female 35.46 35.01 35.30 37.71 37.39 36.61 .883 0.148 .264 1.121
Not sexually active 35.50 34.16 35.38 37.50 37.50 36.21 .220 –1.235 .146 1.461
Sexually active 32.07 36.09 35.79 35.80 35.63 36.50 .130 1.620 .150 1.475
8th grade 34.21 34.78 36.67 36.95 36.42 35.61 .440 0.780 .001 3.376

Parental respect 10.42 10.22 10.48 10.91 10.87 10.64 .430 –0.792 .167 1.39
Male 10.00 9.60 10.78 11.00 10.83 10.71 .295 –1.055 .038 2.114
Female 10.51 10.34 10.42 10.84 10.89 10.58 .460 –0.741 .557 0.589
Not sexually active 10.48 10.21 10.45 10.88 10.93 10.59 .158 –1.420 .323 0.990
Sexually active 10.14 10.31 10.79 11.00 10.42 10.83 .100 1.700 .278 1.118
8th grade 10.04 10.36 10.56 10.83 10.69 10.37 .221 1.231 .011 2.584

Parental attitudes
about sex 6.78 6.58 6.62 6.62 6.70 6.41 .271 –1.104 .814 0.236
Male 5.63 5.64 6.50 6.15 6.15 5.77 .937 –0.079 .021 2.349
Female 6.99 6.74 6.64 6.92 7.01 6.82 .173 –1.367 .270 –1.106
Not sexually active 6.90 6.58 6.65 6.84 6.82 6.49 .179 –1.348 .657 0.445
Sexually active 6.14 6.79 6.64 5.26 5.79 5.87 .819 0.231 .864 –0.172
8th grade 6.73 6.79 6.73 6.59 6.55 6.41 .783 0.276 .552 0.596

Parental talk 14.53 13.94 14.92 16.32 15.95 15.61 .942 –0.073 .021 2.315
Male 14.39 13.60 15.89 15.95 16.21 15.86 .276 –1.097 .199 1.326
Female 14.56 14.00 14.71 16.56 15.80 15.44 .593 0.536 .025 2.254
Not sexually active 14.97 13.84 14.99 16.27 16.10 15.49 .189 –1.319 .114 1.586
Sexually active 12.00 14.67 14.50 16.45 14.79 16.14 .023 2.401 .086 1.811
8th grade 14.24 14.29 15.82 16.21 15.53 15.11 .293 1.055 .000 3.823

Notes: Ns are 312 for all study particpants, 102 for males, 210 for females, 267 for those not sexually active, 43 for those sexually active and 138 for those in 8th grade.

pected direction. There continued to be no
significant change in depression and self-
esteem (Table 4), whereas locus of control
differed significantly between study
groups overall (p=.010), for all females
(p=.022) and for all non-sexually active
students (p=.019). In each case, the inter-
vention group had lower scores than the
comparison group at pretest, but at the
one-year follow-up the intervention group
reported scores higher than before, while
the comparison group’s scores were sim-
ilar to pretest.

There were no significant long-term
findings for self-efficacy (Table 4), inten-
tions to have sex or attitudes about teen-
age pregnancy (Table 5). Long-term, males

group, among females, among eighth
graders and among those not sexually ac-
tive (Table 4), and attitudes toward teen-
age pregnancy among students who were
not sexually active (Table 5).

There were no short-term differences
between groups in attitudes about teen-
agers having sex or in intentions to have
sex. Finally, among the sexually active
subsample, the intervention group be-
came more likely to talk with parents
(with an increase in score from 12.0 to
14.7), while the comparison group became
less likely.
•Long-term outcomes. The long-term out-
come findings were more impressive,
with no significant findings in an unex-

in the intervention group differed signif-
icantly (p=.001) from those in the com-
parison group regarding attitudes about
teenagers having sex: The intervention
males moved from lower scores at pretest
to higher scores at the one-year follow-up
(from 19.3 to 22.6), while the comparison
males moved from higher to lower scores
(from 20.7 to 19.7).

There were several significant long-
term findings in parental relationship vari-
ables, all in the expected direction—that
is, the intervention group had higher
scores, whereas the comparison group had
lower scores. Between-group differences
in parental talk were significant overall
(p=.021), as well as for females (p=.025)
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of “nothing to prevent pregnancy” (Table
6). Among all students who were sexual-
ly active by the end of the study, there
were no significant differences in condom
use or in the use of nothing to prevent
pregnancy. The ability to draw conclu-
sions about this group is limited by the
small number of students who were sex-
ually active, however.
•Reported pregnancies. Finally, we found no
difference between intervention and com-
parison females at the one-year follow-up
regarding pregnancies. Nine pregnancies
were reported between the pretest and the
one-year follow-up—five in the inter-
vention group and four in the comparison
group.* At the one-year follow-up, no
young males in the intervention or com-
parison groups reported having caused 
a pregnancy.

Conclusion
Study Limitations
The quasi-experimental design that we
used here controls for some threats to va-
lidity (i.e., history and maturity) that are
of great relevance to this type of preven-
tion work. However, in the context of a
program that was successful in attracting
the target group (students at the highest
risk of early sexual activity and pregnan-

and for eighth graders (p=.000). Parental
respect was significant among boys
(p=.038) and among eighth graders
(p=.011). Between-group differences in
perceptions about their parents’ attitudes
about adolescent sex were significant for
males (p=.021), and the between-group
difference for the overall parental rela-
tionship scale was significant (p=.001)
among eighth graders.

Among the few students (n=43) who
were already sexually active at pretest,
we found no significant long-term differ-
ences between groups on any of the 
psychosocial, attitudinal or parental rela-
tionship variables.

We performed additional analyses to
separate the subgroups on the basis of
pretest characteristics on which the inter-
vention and comparison group differed
(i.e., depression, sexual victimization, rep-
etition of a grade and use of English at
home). These findings were similar: Either
the same variables were significant, or the
associations were in the same direction as
in the overall analyses, suggesting that the
significant differences were not due sole-
ly to the characteristics differentiating the
intervention and comparison groups.
•Onset of sexual activity. With respect to the
initiation of sexual activity (Table 6), we
found no significant differences between
groups in the overall sample. Among the
entire group of students who were not al-
ready sexually active at the pretest, 8% of
the intervention group and 3% of the com-
parison group reported sexual activity at
posttest. At the one-year follow-up, an ad-
ditional 11% of the intervention group and
14% of the comparison group reported hav-
ing sex, for a total onset between pretest and
follow-up of 18% and 16%, respectively.

Among the male students, a total of 40%
of those in the intervention group had ini-
tiated sex (20% by posttest and 20% by the
one-year follow-up), compared with a rate
of 20% (3% and 17%, respectively) in the
comparison group. The between-group
short-term difference was significant
among the males (p=.045), although at the
long-term follow-up the difference between
the intervention and comparison groups
was no longer statistically significant.

Among the female students, overall
rates of onset of sexual activity were 14%
for the intervention group (6% at posttest
and 8% at the one-year follow-up) and
13% (2% and 10%, respectively) for the
comparison group. These differences were
not statistically significant. 
•Condom use at last intercourse. At pretest,
there were no significant differences in
condom use at last intercourse or in use

cy) to join, the challenge of finding an ideal
comparison group was even greater. The
self-selection process in which students
joined both the intervention and com-
parison group further challenged the de-
sign, since students had different incen-
tives, and thus different motivations, to
join either group.

We could not randomly assign students
to groups, given the voluntary nature of
Project IMPPACT and the need for long-
term follow-up. While the students in the
intervention and comparison groups were
from the same neighborhoods and schools
and had a wide variety of behaviors and
risks, the self-selection produced some dif-
ferences between the intervention and
comparison groups. The result was a
somewhat “needier” intervention group. 

Those who were in the original cohort
and those who remained one year later dif-
fered somewhat, although there were few
systematic differences between interven-
tion and comparison students in loss to fol-
low-up. Some students in the follow-up
were reached by mail, rather than at their

Table 6. Percentage of students who engaged in a specified behavior, by membership in in-
tervention or control group and by gender, according to type of behavior

Behavior Total Females Males

Inter- Com- ∞2 Inter- Com- ∞2 Inter- Com- ∞2

vention parison test* vention parison test* vention parison test*

SEXUAL ACTIVITY
All students with data (N=124) (N=186) na (N=102) (N=106) na (N=22) (N=80) na
Sexually active at pretest 14.5 13.4 .867 10.8 8.5 .640 31.8 20.0 .258

Not sexually active
at pretest (N=106) (N=161) na (N=91) (N=97) na (N=15) (N=64) na
Began sexual activity
between pretest and
posttest 7.5 2.5 .070 5.5 2.1 .269 20.0 3.1 .045

Began sexual activity
between posttest and
one-year follow-up 10.6 13.5 .558 8.0 10.4 .799 20.0 17.2 .687

Began sexual activity
between pretest and
one-year follow-up 17.6 16.1 .738 13.7 12.5 1.000 40.0 20.3 .176

CONDOM USE AT LAST SEX
Sexually active at pretest (N=15) (N=24) na (N=9) (N=9) na (N=6) (N=15) na
Used a condom 73.3 70.8 .870 77.8 80.0 1.00 66.7 66.7 1.00
Used nothing 13.3 29.2 .265 11.1 22.2 1.00 16.7 33.3 .623

Sexually active at
one-year follow-up (N=30) (N=47) na (N=19) (N=22) na (N=11) (N=25) na
Used a condom 79.3 80.4 .907 78.9 90.9 .390 81.8 73.1 .695
Used nothing 6.7 10.6 .699 10.5 12.0 1.000 0.0 12.0 .538

EVER BEEN PREGNANT/
MADE SOMEONE PREGNANT
All students with data (N=124) (N=186) na (N=102) (N=106) na (N=22) (N=80) na
At pretest 0.0 0.5 1.000 0.0 0.0 na 0.0 1.3 1.000
At one-year follow-up 4.0 2.7 .503 4.8 3.7 1.000 0.0 1.3 1.000

*Using Fisher’s exact test (two-tailed). Note: na=not applicable.

*None of the nine pregnancies reported at the one-year
follow-up resulted in live births. In the intervention
group, three females reported miscarriages and two had
abortions.  In the comparison group, one young woman
had a miscarriage and three had abortions.
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is common, the difficulty of addressing
mental health issues of depression and
self-esteem in a short-term school inter-
vention and the challenges of changing
adolescent sexual behavior are all evident
in our data. Furthermore, the lack of sig-
nificant outcomes among the students who
were already or who became sexually ac-
tive suggests that these students are an es-
pecially challenging group, whose needs
may not be met within the context of an ab-
stinence-focused, school-based program.

A variety of studies have shown that af-
fecting sexual behavior within a school-
based program is consistently difficult.
The evaluation described here was further
challenged by a study population with nu-
merous risk factors: early sexual activity,
truancy, repetition of a grade in school,
coresidence with a single parent, and sub-
stance use, as well as the extent to which
sexual behaviors and risks are common-
place in their peer cultures.

Particularly troubling was the number
of students who reported forced sexual 
activity. Clearly such activity has implica-
tions for pregnancy-prevention programs,
particularly abstinence-based programs.
Seven in 10 women who initiated sex be-
fore the age of 13 had unwanted or non-
voluntary sex the first time.33 In fact, the
younger the women were at first inter-
course, the more likely they were to report
it as unwanted or nonvoluntary. Few
school sexuality curricula address these is-
sues.34 Thus, programs that emphasize the
decision to remain abstinent must recog-
nize the many students for whom initiation
of sexual activity is not a personal choice.

The improved findings at the long-term
follow-up on a variety of measures may
reflect the dynamics of the small-group
approach and point to the importance of
including long-term follow-up in evalu-
ations. During the group sessions, partic-
ipants discuss, reflect on and are chal-
lenged to come to terms with their own
values, attitudes, environment and be-
havior. Thus, some effects may have taken
time to manifest themselves and may not
have been evident at posttest, while “un-
desired effects” (e.g., some changes in self-
efficacy) in evidence in the short-term re-
sults diminished over the long term. The
apparently increased onset of sexual ac-
tivity among males during the short
pretest-to-posttest period, which also was
not significant over the long term, again
illustrates the importance of taking a long-
term view when assessing behavior
change in a very high-risk group.

With respect to parent-child relation-
ships, our outcomes were particularly en-

schools. While this approach offered less
control over the circumstances under
which the survey was completed, the mail
survey approach was the only way to
reach students who would otherwise have
been completely lost to follow-up. When
we assessed critical variables such as sex-
ual activity rates for mail surveys vs. in-
school surveys, we found no significant
differences in reporting of risk behaviors.

The samples used in these analyses
were small, and the various subgroups
differed in size. Furthermore, our analy-
ses included only students with valid data
at all three test points; this reduced group
sizes even more and increased discrep-
ancies in cell sizes. These factors resulted
in low power and made it more difficult
to achieve statistically significant results.

Interpretation
The challenge for adolescent pregnancy
and disease prevention programs is to de-
velop interventions that encourage stu-
dents to delay the onset of sexual activi-
ty, address the needs of young people who
are already sexually active to reduce their
risk, instill knowledgeable, responsible
and healthy attitudes toward sex, and sup-
port positive parent-child communication.
The small-group model presented here,
which is based on social cognitive theory,
may be better suited than traditional class-
room education to addressing sensitive
areas of adolescent development. We hy-
pothesized that because it focused on
mental health issues and on building skills
and strengths in young people, this ap-
proach would have the most impact on
psychosocial variables, parental commu-
nication and relationship variables, and
attitudes related to sexual activity. (We
also recognized that the potential for a
short-term, in-school intervention to have
an impact on behavior would be limited.)

Our evaluation results support some,
but not all, of these hypotheses. The ap-
proach was associated with long-term
positive gains among intervention stu-
dents in a sense of control over their lives,
in attitudes about the appropriateness of
teenage sex and, notably, in their self-re-
ported relationships and communication
with their parents one year after partici-
pating in the program. Although the data
suggested short-term outcomes in the op-
posite of the desired direction for a few
variables, these differences were not sig-
nificant one year later.

The continued challenge of changing at-
titudes about teenage pregnancy among
a group of young people who are in a so-
cial context in which adolescent parenting

couraging. Our data suggest that discus-
sions initiated in the small-group sessions
at school may have spilled over into the
home up to one year after exposure to the
program. Data have suggested that young
people want to communicate with their
parents about sexuality, and that family
relationships and communication are
strongly associated with early sexual ac-
tivity and with risk reduction behavior,
such as condom use.35 Recent studies fur-
ther illustrate the importance of family
communication: Adolescents whose
mothers talk with them about condom use
before they initiate sexual intercourse are
more likely than others to use a condom
at first intercourse and to remain more
consistent condom users,36 and social sup-
port for contraception—particularly by a
parent—is a strong influence in consistent
condom use.37

Conclusions
Our findings suggest the need for in-depth
study, over a longer term, that addresses
the needs of young people at the highest
risk of teenage pregnancy. We are cur-
rently engaged in an evaluation that fol-
lows a larger group of eighth graders who
participated in one of three variations of
the small-group program (the abstinence-
based approach, a more comprehensive
approach and a multicomponent ap-
proach that links the comprehensive pro-
gram with other community-based ser-
vices) and a comparison group through
the 11th grade.

It is encouraging that one year after par-
ticipating in the program, the young
women in the intervention group were no
more likely than those in the comparison
group to be sexually active or to have be-
come pregnant (despite their higher risk
status at pretest). It is also heartening to
find that a small-group mental health pro-
gram, based in schools, can affect adoles-
cents’ self-reported communication and
relationship with their parents. Even when
young people are hesitant or unable to ap-
proach their parents about sex, they can
benefit from the mentoring and support
of a trained and experienced adult. Fur-
thermore, the small group provides young
people with the opportunity to explore a
variety of issues (not just sex) that they
face as teenagers, and to engage in mutu-
al problem-solving with their peers.
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based health education was nearly uni-
versal among adolescent males, but a sub-
stantial proportion of young men did not
receive instruction about AIDS or absti-
nence.3 It is likely that since that time, more
teenagers have received instruction about
AIDS: Between 1991 and 1998, the number
of states requiring HIV-prevention educa-
tion in schools increased from 13 to 35.4

There also may have been increases in
abstinence-related instruction for teen-
agers, as interest in such instruction has
grown. For example, as part of the 1996
federal welfare reform legislation, Con-
gress authorized $50 million annually to
fund abstinence-only education,5 so for
the first time significant federal and state
funds would be invested in abstinence
programs for teenagers. Many states now
require some form of abstinence education
in schools.6

While some of these policy shifts fol-
lowed the period we examine in this arti-
cle, they reflect the changing social con-
text of sexuality education that serves as
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Adolescents’ Reports of Reproductive Health
Education, 1988 and 1995
By Laura Duberstein Lindberg, Leighton Ku and Freya Sonenstein

Reproductive health education, in-
cluding messages to encourage ab-
stinence and promote the use of

condoms and contraceptives by those who
are sexually active, is the front line of ef-
forts to prevent pregnancy, AIDS and other
sexually transmitted diseases (STDs)
among America’s adolescents. School-
based instruction is a primary mode of re-
productive health education: It can reduce
sexual risk behaviors by delaying age at
first intercourse, reducing levels of sexu-
al activity and increasing contraceptive or
condom use.1 Parents also can be influen-
tial sources of reproductive health educa-
tion for adolescents.2 Reproductive health
education, through schools or parents, is
an important step in promoting safer sex-
ual behaviors among American teenagers.

The prevalence, content and timing of
adolescents’ reproductive health education
in the last decade likely have changed as a
result of AIDS prevention initiatives and
shifts in the debate about responsible sex-
ual behavior. In 1988, at least some school-

the background to potential changes in in-
struction from 1988 to 1995. Increased ef-
forts to involve parents in their children’s
reproductive health education also may
have increased teenagers’ exposure to re-
productive health information.7 Howev-
er, a recent Gallup poll indicates that
adults were less concerned about AIDS in
1997 than in 1987, suggesting that moti-
vation to educate their teenagers about
this topic may have waned.8

Recent research has described repro-
ductive health education among certain
subgroups of adolescents and the specif-
ic topics covered by the instruction. For-
mal reproductive health instruction
among metropolitan males aged 17–19 in-
creased between 1979 and 1988 and be-
tween 1988 and 1995.9 The Youth Risk Be-
havior Survey (YRBS) indicated increases
from 1991 to 1997 in the proportion of stu-
dents in grades 9–12 reporting having
been taught about HIV or AIDS in
school.10 While formal instruction about
reproductive health seems to have in-
creased in the recent past, at least among
some adolescents, it is not clear how the
content and timing of the instruction has
changed, or which teenagers have not re-
ceived instruction. For example, adoles-
cents not attending high school are not in-
cluded in the YRBS estimates of the
prevalence of AIDS education.

Our article examines changes between
1988 and 1995 in American teenage males’
reports of the prevalence, content and tim-
ing of their reproductive health education,

Family Planning Perspectives

Context: Reproductive health education is a key strategy for promoting safe sexual behavior
among teenagers. In the last decade, new initiatives in response to AIDS and growing interest
in abstinence education may have changed the prevalence, content or timing of the reproduc-
tive health education provided by schools and parents.

Methods: Formal reproductive health education and communication with parents about repro-
ductive health among males aged 15–19 were analyzed using data from the 1988 and 1995 Na-
tional Surveys of Adolescent Males. Young men’s reports of formal instruction were compared
with reports by adolescent females from the 1995 National Survey of Family Growth. 

Results: Between 1988 and 1995, formal reproductive health education became nearly uni-
versal among adolescent males: In 1988, 93% of teenage males received some formal instruction,
compared with 98% in 1995. The percentage of teenage males who received instruction about
AIDS increased from 73% to 97% and the proportion who received instruction about how to say
no to sex increased from 58% to 75%. Adolescent males who had dropped out of school re-
ceived significantly less reproductive health education than those who had stayed in school,
however. In addition, the median age at initial instruction decreased from age 14 to 13. Many
males did not receive instruction prior to first intercourse, with non-Hispanic blacks being sig-
nificantly less likely than other males to receive education prior to first intercourse. In 1995, 54%
of black males had received reproductive health education before they first had sex, compared
with 68% of Hispanic males and 76% of non-Hispanic white males. A smaller share of adoles-
cent males than females received reproductive health education, and males were less likely
than females to receive instruction prior to first intercourse. 

Conclusions: During the last decade, many types of formal reproductive health education for
adolescents expanded. Further efforts should focus on assuring access to timely, comprehen-
sive and high-quality reproductive health education for all teenagers and reducing gaps in ac-
cess related to race, gender and school attendance. 

Family Planning Perspectives, 2000, 32(5):220–226

160



221Volume 32, Number 5, September/October 2000

females collected in the NSFG; this facil-
itates our comparisons between males and
females.

Variables
In both waves of the NSAM, all respon-
dents were asked to report retrospective-
ly on whether they had ever received “for-
mal instruction in school or in an
organized program” in eight specific re-
productive health topics, and if so, the
grade they first received this instruction.
These topics are divided into five content
areas of reproductive health education
based on previously used categoriza-
tions14: AIDS (including how to prevent
AIDS through safe sex); other STDs*; birth
control (including methods of birth con-
trol and where to obtain contraceptive
methods); how to say no to sex; and how
to put on a condom (1995 only).

The location of this formal instruction
was measured only in the 1988 survey; the
vast majority of males (91–96%) receiving
each type of reproductive health education
said they received this instruction in school.
Thus, formal instruction on these topics is
essentially synonymous with school-based
reproductive health education.15

In the 1995 NSFG, female respondents
reported retrospectively about formal sex
education in four specific topics: methods
of birth control, STDs, how to prevent
AIDS using safe sex practices, and absti-
nence or how to say no to sex. Respondents
aged 18 or older were asked to report only
about formal instruction they received
prior to age 18. To create measures com-
parable with those in the NSAM, we lim-
ited our analytic samples to 815 females
and 1,149 males aged 15–17. For both
sexes, the measures of reproductive health
education reflect adolescents’ recall of such
instruction, and should not be interpret-
ed as a direct measure of school policies or
specific curricula.

For males and females, we calculated two
measures of the timing of formal repro-
ductive health education. In both the
NSAM and the NSFG, respondents were
asked the grade they first received instruc-
tion in each topic reported. Estimating that
children in first grade are approximately six
years old, we calculated respondents’ age
at first instruction by adding five to the
grade in which they said they first received
instruction. For male respondents who re-
ported having repeated a grade, we added
another year. (Comparable information was
not collected for females.) 

Based on this measure, we calculated
the median age at first instruction in each
topic (the age at which 50% of all respon-

both from formal, school-based instruc-
tion and from their parents. We describe
differences in education by age, race and
ethnicity, and school attendance status. 

We focus on young males for three
major reasons. First, the available data are
best suited to monitor the experiences of
teenage males. The National Survey of
Adolescent Males (NSAM) provides the
richest measures of reproductive health
education during the past decade; the Na-
tional Survey of Family Growth (NSFG),
which includes only females, and the
YRBS, which excludes teenagers who are
not in school, measure instruction in a
more limited range of reproductive health
topics. In addition, our focus on teenage
males extends an established body of re-
search that has examined the link between
reproductive health education and sexu-
al risk-taking among young males. Final-
ly, recent shifts in sexual activity and con-
dom use have occurred primarily among
adolescent males rather than among fe-
males, making it imperative to discern the
factors influencing their change in be-
havior.11 To better understand the experi-
ences of young men, we also compare
their formal instruction with that of ado-
lescent females in the more recent period. 

Data and Methods
Data
The data for males are derived from the
1988 and 1995 NSAM. The methodologies
for each survey wave have been described
in detail elsewhere.12 The 1988 NSAM was
a nationally representative household
sample of 1,880 never-married men aged
15–19 years and stratified to oversample
black and Hispanic youth. The overall
sample response rate was 74%. The 1995
NSAM also was a nationally representa-
tive household sample of 15–19-year-old
males in the contiguous United States that
oversampled black and Hispanic youth.
The response rate was 75%. In 1995, 1,729
males participated in interviews; howev-
er, our analyses are restricted to the 1,710
who were never married. Because each
wave of the NSAM is representative of
teenage males living in households, the
sample includes both current students and
nonstudents.

Data for females are derived from the
1995 NSFG, a nationally representative
household sample of 10,847 15–44-year-
old women that was designed to study
fertility and family formation.13 Black and
Hispanic women were oversampled. The
overall response rate was 79%. The NSAM
originally was designed as a counterpart
to fertility-related data about adolescent

dents receive instruction), derived using
life-table methods. For example, to com-
pute the percentage of youth who had in-
struction by their 16th birthday, we ex-
clude data from 15 year-olds, since they
have not attained that age yet. Formal in-
struction prior to first intercourse was
identified if age at first instruction was
younger than reported age at first inter-
course; following the approach used in
prior research,16 if the same age was re-
ported for both, instruction was deemed
to have occurred after first intercourse. We
limited this measure to sexually experi-
enced respondents.

In addition to being asked about formal
instruction in reproductive health topics,
NSAM respondents were asked if they
had “ever talked with either or both of
your parents or the people who raised
you” about the following reproductive
health topics: birth control, AIDS, other
STDs or “what would happen if you got
a girl pregnant.”

In the NSAM and the NSFG, questions
about reproductive health instruction, age
at first intercourse and age at interview
were all self-reported in face-to-face in-
terviews. As these are potentially sensi-
tive behaviors, there is some risk of in-
tentional or unintentional reporting errors.
Nonetheless, earlier research has shown
that other interview responses in the
NSAM are relatively reliable and valid
when compared with self-administered
questions and external data.17

Analysis
We first examined changes in the receipt,
content and timing of reproductive health
education among adolescent males be-
tween 1988 and 1995 and tested for dif-
ferences within each period by age, race
and ethnicity, and whether the respondent
was in school or had dropped out. We also
studied differences between 1988 and 1995
in the percentage of young males report-
ing having ever talked with a parent about
specific reproductive health topics, and we
tested for differences in 1995 by individ-
ual and family characteristics. Finally, we
looked for differences in 1995 between
males and females aged 15–17 in their re-
ports of receipt, content and timing of for-
mal reproductive health instruction. 

The surveys each employed multistage,
stratified, clustered sampling and over-
sampled black and Hispanic adolescents.
Accordingly, we weighted the results pre-

*In 1988, respondents were asked about “venereal dis-

eases or VD,” while in 1995 they were asked about “sex-

ually transmitted diseases.”
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to 75%). Significant but smaller increases
also occurred in the proportion of teenage
males who had been taught about STDs
and birth control. In 1995, 58% of teenage
males received formal instruction in how
to put on a condom.

In 1995, most males (97%) received for-
mal instruction in two or more of the re-
productive health topics examined (not
shown). Almost half (45%) received in-
struction in all five topics, and 63% re-
ceived instruction in the four topics most
commonly examined—AIDS, how to say
no to sex, birth control and STDs. In-
struction about how to say no to sex that
was not accompanied by instruction in
where to obtain birth control, how to put
on a condom and how to prevent AIDS by
practicing safe sex—our best measure of
what is currently referred to as “absti-
nence-only education”—was reported by
less than 1% of teenage males.*
•Differences in exposure to formal instruction.
In 1995, there were no significant differ-
ences by age or by race and ethnicity in
male adolescents’ exposure to formal re-
productive health instruction (Table 1).
This marks an attenuation of those de-
mographic differences observed in 1988,
reflecting the overall high levels of repro-
ductive health education seen in 1995. In
1988, age was negatively associated with
the receipt of instruction about AIDS or
how to say no to sex: Adolescents aged
18–19 were less likely to have received this
information than were those aged 15–17.
The widespread adoption of these new
topics into the reproductive health cur-
riculum had eradicated these age differ-
ences by 1995, however. 

Additionally, in 1988, non-Hispanic

sented in this article to compensate for the
probability of selection and nonresponse
and poststratified them to align with Cen-
sus data.18 Because the sampling designs
of the surveys are complex, we used 
SUDAAN to compute the standard errors
used in statistical tests of differences in
proportions.19

Results
Formal Instruction
•Prevalence of reproductive health instruc-
tion by topic. The proportion of teenage
males receiving formal reproductive health
education about AIDS, STDs, birth control
or how to say no to sex increased signifi-
cantly from 1988 to 1995 (Table 1). In 1995,
98% of teenage males received some for-
mal instruction, compared with 93% in
1988. The largest increases occurred in the
percentage of teenage males who received
instruction about AIDS (from 73% to 97%)
and about how to say no to sex (from 58%

white males were significantly less likely
to have received AIDS education than
were non-Hispanic blacks or Hispanic
males; by 1995, in contrast, there no longer
were any significant differences by race.
In 1995, instruction in how to put on a con-
dom was significantly more common
among black males than among other
racial or ethnic groups.

Among 18–19-year-olds, both high
school dropouts and those who were in
school or who had earned a high school
diploma experienced increases in repro-
ductive health education from 1988 to
1995.† However, in both years, high school
dropouts were significantly less likely
than their more educated peers to have re-
ceived instruction about STDs, birth con-
trol or how to say no to sex.
•Timing of formal instruction. The median
age at first formal reproductive health ed-
ucation declined by one year between
1988 and 1995, from age 14 to age 13 (Table
2). The median age at first instruction in
AIDS and in how to say no to sex each de-
clined by two years. Differences by race
in the median age at first instruction in
1988 had diminished by 1995.

Overall, and in each topic, sexually ex-
perienced males were significantly more
likely in 1995 than in 1988 to have received
reproductive health information prior to
first intercourse. More than two-thirds of
sexually experienced males received some
formal reproductive health education prior
to first intercourse in 1995, compared to
only about half in 1988. The largest increases
occurred in the timing of AIDS instruction;
between 1988 and 1995, the percentage of
sexually experienced teenage males who
had received AIDS education prior to first
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*Respondents were not asked specifically if they had re-
ceived “abstinence-only” education. Instead, our esti-
mate is calculated from separate responses to questions
on each reproductive health topic. Instruction about
where to obtain birth control, how to put on a condom
and how to prevent AIDS by practicing safe sex was iden-
tified as inconsistent with an abstinence-only curricu-
lum, and adolescents reporting instruction in these top-
ics were deemed not to have received “abstinence-only”
instruction. Adolescents reporting instruction in how to
say no to sex combined with the more general topics of
AIDS, STDs or birth control were identified as “absti-
nence-only,” because aspects of these latter topics could
be included in an abstinence-only curriculum.

†The group of adolescents who earned a high school
diploma does not include those who may have earned
a GED after dropping out of school. It is school atten-
dance, not necessarily level of completed education, that
is of interest to us here, because most formal reproduc-
tive health education takes place in school settings.

Table 1. Percentage of males aged 15–19 who received formal reproductive health education, by topic and year, according to demographic
characteristics

Characteristic Any topic‡ AIDS How to say no to sex STDs Birth control How to put on
a condom

1988 1995 1988 1995 1988 1995 1988 1995 1988 1995 1995

Total 92.5 97.7*** 72.8 96.5*** 58.0 74.5*** 81.1 85.2* 78.7 85.0** 58.0

Age at interview
15–17 93.0 97.7 81.3 96.1 63.0 74.9 80.1 84.3 79.5 83.2 58.0
18–19 91.6 97.8 59.2††† 97.2 50.2†† 73.9 82.9 86.7 77.4 88.1 58.1

Race/ethnicity
Non-Hispanic black 93.7 98.5 79.2 98.0 61.6 77.4 80.2 86.9 78.8 86.4 65.9
Non-Hispanic white 92.3 97.7 70.3 96.1 57.7 74.2 82.0 85.2 79.2 84.2 55.9
Hispanic 92.9 96.8 78.7† 96.1 51.3 76.1 78.0 84.3 74.8 84.6 60.7†

School status at age 18–19
In school/has diploma 95.7 98.3 66.1 98.0 55.0 77.9 86.8 90.1 84.9 90.9 58.5
Dropout 71.6†† 95.1 24.6††† 93.0 26.3†† 53.9†† 63.7†† 69.5†† 39.7†† 73.8† 55.9

*Difference between 1988 and 1995 is statistically significant at p≤.05. **Difference between 1988 and 1995 is statistically significant at p≤.01.***Difference between 1988 and 1995 is statistically signifi-
cant at p≤.001. †Difference across a characteristic within year is statistically significant at p≤.05. ††Difference across a characteristic within year is statistically significant at p≤.01. †††Difference across a
characteristic within year is statistically significant at p≤.001. ‡Instruction about AIDS, STDs, birth control or how to say no to sex. Notes: All tests of significance were done using t-tests. Ns varied among
categories; the highest Ns were 1,880 (for 1988) and 1,709 (for 1995). Respondents in 1988 were not asked about instruction in how to put on a condom.
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was the only topic for which discussion
increased significantly, from 49% to 56%.

We tested for differences in 1995 in the
prevalence of parental communication by
young men’s race, age, sexual experience
and family structure. Prior research has
suggested that these demographic char-
acteristics may predict parent-child com-
munication about sex, although past find-
ings are not consistent.20 Given the
stability of the level of parental commu-
nication between 1988 and 1995, we limit
our examination of demographic variation
to the most recent period.

There were few demographic differ-
ences in teenage males’ reports of talking
with their parents about AIDS (Table 4,
page 224), and more differences in reports
of discussing other reproductive health is-
sues. Discussion of AIDS did not vary by
race and ethnicity, family structure or sex-
ual experience, but it did vary by age:
Adolescents aged 15–17 were more like-
ly than those aged 18–19 to report having
discussed AIDS with their parents. 

In contrast, discussion of the other three
topics varied significantly by all demo-
graphic characteristics except age. Black
males, those who lived outside of two-par-
ent households and those who were sex-
ually experienced were significantly more
likely than their peers to have spoken with
their parents about STDs, birth control or
what would happen if their partner be-
came pregnant.

Sex Differences
We also examined differences between
males and females aged 15–17 in 1995 in
the prevalence and timing of four types of
formal reproductive health instruction—
how to prevent AIDS by practicing safe
sex, methods of birth control, STDs and

intercourse jumped from 19% to 66%.
Large increases also occurred in the re-

ceipt of instruction about how to say no to
sex prior to first intercourse; by 1995, al-
most half of sexually experienced teenage
males had received this instruction prior
to becoming sexually experienced. Of all
topics examined, how to put on a condom
was the topic in which sexually experi-
enced males were least likely to have re-
ceived instruction prior to first intercourse.

In contrast to the similarities by race in
the median age of instruction, there were
significant differences by race among sex-
ually experienced young men in the re-
ceipt of reproductive health education
prior to first intercourse. In both 1988 and
1995, sexually experienced non-Hispan-
ic blacks were less likely than other males
to have received instruction prior to first
intercourse in each topic. For example, in
1995, only about half of black males (54%)
had received any reproductive health ed-
ucation prior to first intercourse, com-
pared with 68% of Hispanic males and
76% of non-Hispanic white males.

Communication with Parents
Despite increases in adolescents’ exposure
to formal reproductive health instruction,
there was little change between 1988 and
1995 in the proportion of young males
who said they had discussed reproductive
health topics with their parents. In both
years, about three-quarters of young men
reported ever having spoken with their
parents about AIDS, STDs, birth control
or what would happen if their partner be-
came pregnant (Table 3). However, for
each topic, only about half of teenage
males reported ever having discussed the
topic with either of their parents. “What
would happen if you got a girl pregnant”

how to say no to sex. (For the last topic, the
NSAM respondents were asked only about
how to say no to sex, while the NSFG par-
ticipants were asked about abstinence and
how to say no to sex as a single topic. For
ease of discussion, we refer to reports from
either sex as how to say no to sex.) These
four topics differ somewhat from those ex-
amined in the previous tables.

In 1995, adolescent females aged 15–17
were significantly more likely than ado-
lescent males to report ever having re-
ceived formal instruction about methods
of birth control, STDs and how to say no
to sex (Table 5, page 224). The prevalence
of AIDS instruction was the same for males
and females. The largest differences were
for instruction in how to say no to sex, for
which 93% of females reported instruction,
compared with only 75% of males. (How-
ever, question wording differed by sex for
this type of instruction.)

Females were significantly more likely
than males to have received instruction
prior to first intercourse in each of the four
topics examined. About half of males 
received instruction in each topic prior to
first intercourse, compared with about
three-quarters of females.

Table 2. Timing of reproductive health education among males aged 15–19, by topic and race/ethnicity, 1995 and 1998

Race/ethnicity Any topic‡ AIDS How to say no to sex STDs Birth control How to put on
a condom

1988 1995 1988 1995 1988 1995 1988 1995 1988 1995 1995

MEDIAN AGE AT
FIRST INSTRUCTION
Total 14 13 15 13 16 14 14 14 15 14 15
Non-Hispanic black 14 13 15 14 16 14 15 14 15 14 15
Non-Hispanic white 14 13 16 13 16 14 14 14 15 14 16
Hispanic 14 13 15 13 17 14 15 14 15 14 15

% WHO RECEIVED INSTRUCTION
BEFORE FIRST SEX
Total 53.3 70.4*** 18.5 65.8*** 21.1 47.0*** 43.1 55.1*** 41.3 58.0*** 38.0
Non-Hispanic black 39.7 54.3 14.4 48.2 17.4 38.0 30.7 37.4 29.8 35.4 29.6
Non-Hispanic white 57.0 75.8 17.9 72.6 21.2 50.9 46.0 62.0 44.1 67.0 41.5
Hispanic 53.7†† 68.2††† 27.9† 64.2††† 21.6 46.2† 44.3†† 51.3††† 44.6†† 53.2††† 39.0††

***Difference between 1988 and 1995 is statistically significant at p≤.001. †Difference within year is statistically significant at p≤.05. ††Difference within year is statistically significant at p≤.01. †††Differ-
ence within year is statistically significant at p≤.001. ‡Instruction about AIDS, STDs, birth control or how to say no to sex. Notes: All tests of significance were done using t-tests.  Respondents in 1988 were
not asked about instruction in how to put on a condom. In three cases, medians are overstated because slightly fewer than 50% had received instruction by the next lowest age—49.3% of white males first
received AIDS education by age 15; 49.0% of black males first received AIDS education by age 13; and 49.4% of white males received education about how to put on a condom by age 15.

Table 3. Percentage of males aged 15–19 who
reported having communicated with their
parents about reproductive health, by topic,
1988 and 1995

Topic 1988 1995

Any 74.0 77.7
AIDS 51.4 55.6
STDs 41.1 42.7
Methods of birth control 44.6 43.8
What would happen if you

got a girl pregnant 49.0 55.8**

**Difference between 1988 and 1995 was statistically significant
at p≤.01.
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continues to be a lack of
access to education
among select groups of
adolescents. First, high
school dropouts appear
to have much less access
to formal instruction—
which tends to be pro-
vided primarily through
schools—than their
peers. Other studies
show that teenage
dropouts are more in-
volved in sexual risk be-
haviors, increasing their
exposure to HIV and
pregnancy, as well as
heightening their need
for reproductive health
information.21 Efforts
need to be expanded to
reach out-of-school
youth through less tra-

ditional venues, such as in the workplace,
the criminal justice system or other com-
munity settings.22

Additionally, in 1995, a substantial pro-
portion of sexually experienced young
men still had not received reproductive
health education before they first had sex.
Of particular concern is the lower rate of
instruction before first intercourse among
sexually experienced non-Hispanic black
males. Differences in the relative timing
of instruction are seen in spite of the few
differences by race in the prevalence of re-
productive health education or in the me-
dian age at first instruction.

In contrast, what does differ by race is
the timing of first intercourse. The earlier
onset of sexual activity among non-
Hispanic blacks permits these youth fewer
opportunities to receive instruction prior
to first intercourse.23 Recent declines in
sexual activity among non-Hispanic white
males, but not black males, exacerbate this
problem.24 Similarly, earlier ages at sexu-
al initiation among males than among fe-

males25 may explain in
part the significantly
lower levels of repro-
ductive health educa-
tion prior to first inter-
course among males.
While curriculum de-
velopers and communi-
ties may be hesitant to
raise certain topics be-
fore children are “old
enough,” the timing of
formal reproductive
health education must
realistically reflect the

Discussion
The last decade was a period of significant
expansion of many types of formal in-
struction about AIDS, birth control, STDs
and how to say no to sex among teenage
males in the United States. In 1988, the
recent emergence of AIDS as a significant
public health concern served to jump-start
the expansion of reproductive health ed-
ucation. In 1995, teenage males received
more formal reproductive health educa-
tion, about more topics and at earlier ages
than they had in 1988. By 1995, general re-
productive health education and instruc-
tion about AIDS were nearly universal
among teenage males, while instruction
about how to say no to sex became signif-
icantly more common. The median age at
first instruction in reproductive health de-
clined by one year, and teenage males were
significantly more likely to have received
some reproductive health education prior
to first intercourse in 1995 than in 1988.

Even with the broad expansion of for-
mal reproductive health education, there

needs and behaviors of the students they
are trying to educate.

The reasons why teenage males are less
likely to receive formal reproductive
health information than females are not
clear. Although coeducational instruction
should in theory result in comparable lev-
els of education by sex, single-sex in-
struction for females may be more com-
prehensive than that provided to males.
Females may be more likely to receive ad-
ditional education to supplement any co-
educational instruction they receive. Al-
ternately, these differences by sex may
reflect measurement error if young men
are less able or willing than young women
to recall reproductive health instruction.

The sex difference in education about
how to say no to sex is particularly strik-
ing. This finding must be interpreted cau-
tiously, given the differences in question
wordings between the NSAM and the
NSFG. There may be differences in stu-
dents’ exposure to instruction about how
to say no to sex and instruction about ab-
stinence if these are distinctive curricula.
Thus, the NSFG’s broader question asking
young women if they received instruction
about abstinence or about how to say no
to sex may be eliciting more responses. Be-
yond methodological differences, how-
ever, these findings suggest that some ab-
stinence education messages are targeted
only at females. Reaching out to young
males with gender-sensitive, accessible re-
productive health information needs to be
a key strategy for reducing sexual risks for
young men and their partners.

The changes in the prevalence, content
and timing of reproductive health educa-
tion documented here occurred contem-
poraneously with unprecedented shifts to-
ward safer sexual behaviors among
American teenagers. Between 1988 and
1995, teenage sexual activity declined, con-
dom use increased and the teenage birth-
rate fell.26 There is some evidence of a di-
rect relationship between these trends. An
increase in AIDS education from 1979 to
1995 is one factor associated with declines
in sexual activity during this period for
some groups of males.27 While further re-
search is needed to identify a causal mech-
anism between increased reproductive
health education and decreased sexual risk-
taking among teenagers, the concurrent
shifts add further evidence to a growing
body of research that reproductive health
education can be provided to teenagers
without encouraging sexual activity.28

While formal reproductive health edu-
cation expanded substantially in the last
decade, the level of communication be-
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Table 4. Percentage of males aged 15–19 who reported commu-
nication with parents about reproductive health, by topic,
according to demographic characteristics, 1995

Characteristic AIDS STDs Birth What would happen
control if you got a girl

pregnant

Race/ethnicity
Non-Hispanic black 58.4 56.6 48.5 69.0
Non-Hispanic white 56.9 41.1 46.0 51.4
Hispanic 52.8 40.3*** 39.0** 64.6***

Age
15–17 59.3 44.6 41.3 55.9
18–19 49.4* 39.4 48.1 55.7

Family structure at age 14
Two parents 54.3 38.1 41.9 52.3
Other 58.2 50.9*** 47.9* 63.0***

Ever had sexual  intercourse
Yes 56.1 47.0 47.2 62.3
No 55.1 37.4*** 39.7** 47.8***

*Difference between characteristics within year is statistically significant at p≤.05. **Difference
between characteristics within year is statistically significant at p≤.01. ***Difference between
characteristics within year is statistically significant at p≤.001. Note: All tests of significance
were done using t-tests.

Table 5. Percentage of males and females aged 15–17 who ever
received reproductive health education, and percentage of sexu-
ally experienced males and females aged 15–17 who received re-
productive health education before first intercourse, by topic, 1995

Topic Ever Before first intercourse†

Males Females Males Females
(N=1,149) (N=815) (N= 576) (N=331)

How to prevent AIDS by
practicing safe sex 92.0 93.5 52.7 70.2*

Methods of birth control 78.6 87.3* 48.6 71.3*
STDs 84.2 93.3* 50.6 73.8*
How to say no to sex 74.9 92.9* 43.0 72.0*

*Difference between sexes is statistically significant at p ≤.001. †Among sexually experienced
respondents. Notes: Ns are unweighted. All tests of significance were done using t-tests.

164



225Volume 32, Number 5, September/October 2000

have been viewed in the more current con-
text of abstinence-only education. Similarly,
the interpretation of the question about in-
struction in “how to prevent AIDS using
safe sex practices” might have changed be-
tween 1988 and 1995, as the term safe sex
became more widely popularized and so-
cially understood. The strength of respon-
dent-based answers in the NSAM is that
they help us understand what the students
remember. However, changes in the so-
ciopolitical environment make the nuances
of how the respondents interpreted the
questions more difficult to determine.

Our results provide limited insight into
variations in the quality or quantity of teen-
agers’ formal reproductive health educa-
tion. A national survey of schools found
great variation in the amount of classroom
time devoted to HIV prevention education.
Among teachers teaching HIV prevention,
22% spent only one class period on the
topic, while 20% spent six or more class pe-
riods on the topic.32 The data we examined
also suggest variation in the depth and
breadth of instruction. While nearly all
teenage males received AIDS education,
the exact content of this instruction likely
varies. For example, the proportion of teen-
age males who received instruction about
contraception, about how to say no to sex
or about how to put on a condom was
much lower than the proportion who re-
ceived AIDS education, even though each
of those topics could be considered rele-
vant aspects of AIDS education.

Our results indicate that there has been
substantial expansion in the prevalence
and content of reproductive health edu-
cation in the United States in the past
decade. This expansion includes the co-ex-
istence of formal education in AIDS, STDs,
birth control and how to say no to sex.
Fewer than 1% of teenage males report re-
ceiving instruction about how to say no to
sex without also receiving instruction
about safe sex, about where to obtain birth
control or about how to put on a condom.
More recent surveys indicate that schools
have shifted much more toward absti-
nence-only education: In 1999, one-third
of public school principals said they have
abstinence-only education. Among school
superintendents who knew when their
current sexuality education policy was es-
tablished, more than one-half said it had
been adopted after 1995.33

While changes between 1995 and 1999
in the content of what schools teach prob-
ably contribute to the discrepancies in
school officials’ and teenagers’ reports,
other factors may also explain the differ-
ences. First, students are reporting what

tween parents and their teenage sons re-
mained stagnant and relatively low. In
both 1988 and 1995, only about half of
young males reported ever having spoken
with their parents about each of the top-
ics examined in this article. Parents seem
not to have responded to the AIDS epi-
demic and its inherent risks to their chil-
dren’s health by increasing their commu-
nication about AIDS, STDS or contra-
ception with their sons. In contrast, young
males became increasingly likely to report
having talked to their parents about the
consequences of getting a girl pregnant,
suggesting that increased public concern
about the role of males in teenage child-
bearing, and fatherhood more generally,
have increased the salience of the conse-
quences of childbearing for young males.29

Our measures of parent-son communi-
cation are limited, however, because we do
not know with which parent the commu-
nication occurred, the exact content of the
discussion or its timing. The higher preva-
lence of communication with parents
among sexually experienced males than
among inexperienced males suggests that
some parent-teenager communication may
be a response to teenage sexual activity.30

Our findings have some additional lim-
itations. All of the measures rely on teen-
age males’ self-reports, so there are like-
ly to be some biases or measurement error
in young men’s recollections of what they
were taught and their categorization of the
topic of instruction they received. How-
ever, a study of parents’ and children’s re-
ports of communication about sex found
that when teenagers reported having com-
municated with their parents, their sexu-
al behavior was influenced more than
when parents reported having commu-
nicated with their teenagers.31 What teen-
agers remember being taught may be more
relevant than an external, albeit less bi-
ased, measure.

Although most of the NSAM questions
about reproductive health education were
the same in 1988 and 1995, it is possible that
teenagers’ interpretation of these questions
changed over time. For example, both sur-
veys asked about education on how to say
no to sex. It is tempting to interpret this
measure as the prevalence of abstinence ed-
ucation, based on our current under-
standings of this approach to sexuality ed-
ucation. However, in 1988, how to say no
to sex may have been interpreted as absti-
nence-related education, but perhaps as
one part of a more comprehensive ap-
proach that also recommended use of con-
doms for those who are sexually active. By
1995, it is possible that this measure may

they received over a long period of time
that may encompass several classes taught
at different grade levels, while school of-
ficials’ reports typically describe a partic-
ular curriculum. Moreover, abstinence-
only education may not necessarily be
interpreted as teaching how to say no to
sex and might also teach about AIDS or
birth control, but without promoting use
of contraception or safe sex. Additional-
ly, the differences between the adolescents’
and school officials’ reports suggest that
there may be substantial gaps between
school policies and their actual practices
inside the classroom. Finally, teenagers’
reports are more related to what they re-
member, while the school officials are de-
scribing what was in the lesson plans.
Nonetheless, the important finding is
that—at least in 1995—most young men
were exposed to a broader range of top-
ics than simply abstinence.

Efforts to require abstinence-only edu-
cation have the potential to sharply change
teenagers’ exposure to formal instruction
in other topics. Narrowing the range of
topics covered in formal reproductive
health education is of grave concern.34 Par-
ents and health professionals may play a
part in this education, but their efforts are
not as universal as school-based sex edu-
cation.35 School-based reproductive health
education is a primary guarantor that all
teenagers obtain basic information about
how to protect themselves from AIDS,
STDs and pregnancy.

Although by 1995 at least some repro-
ductive health education among teenagers
was nearly universal, many challenges
still remain in creating access to timely,
comprehensive and high-quality repro-
ductive health education for all teen-
agers.36 Further efforts need to focus on di-
minishing differences in access by race, sex
and school attendance. There are remain-
ing gaps in the coverage of different re-
productive health topics, especially in get-
ting information to teenagers before they
initiate sex. Progress has been made in
closing these gaps. It will be important to
continue monitoring whether recent efforts
to narrow the curriculum result in changes
in the type of information adolescents re-
ceive and, ultimately, in adolescents’ sex-
ual and reproductive behavior.
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In some form, sexuality education has
been part of the curriculum in U.S.
public schools for many years. A 1988

survey of public school teachers in grades
7–12 found that 93% worked in schools 
offering sexuality education.1 Among
women aged 18–19 in 1995, 96% had 
received some formal sexuality education
instruction.2

The term “sexuality education,” how-
ever, can span a broad range of topics. In
1988, almost all sexuality education in-
structors in public secondary schools
taught about how HIV is transmitted and
about sexually transmitted diseases
(STDs); roughly nine in 10 taught about

Changing Emphases in Sexuality Education 
In U.S. Public Secondary Schools, 1988–1999
By Jacqueline E. Darroch, David J. Landry and Susheela Singh

sexual decision-making, abstinence and
birth control methods; and 64–83% cov-
ered abortion, homosexuality and “safer
sex” practices. However, these topics were
taught later, and less often, than secondary
school teachers thought they should be.3

Although the major aim of school sex-
uality education was originally to teach
young people about their physical and sex-
ual development, such courses are now
often expected to delay adolescents’ initi-
ation of sexual activity and to increase the
chance that those who do have sex will use
contraceptives to protect against preg-
nancy and STDs. Indeed, in recent years,
assessments of the effects of some sexual-

Context: Since the late 1980s, both the political context surrounding sexuality education and
actual teaching approaches have changed considerably. However, little current national infor-
mation has been available on the content of sexuality education to allow in-depth understand-
ing of the breadth of these changes and their impact on current teaching.

Methods: In 1999, a nationally representative survey collected data from 3,754 teachers in grades
7–12 in the five specialties most often responsible for sexuality education. Results from those
teachers and from the subset of 1,767 who actually taught sexuality education are compared
with the findings from a comparable national survey conducted in 1988.

Results: In 1999, 93% of all respondents reported that sexuality education was taught in their
school at some point in grades 7–12; sexuality education covered a broad number of topics, in-
cluding sexually transmitted diseases (STDs), abstinence, birth control, abortion and sexual ori-
entation. Some topics—how HIV is transmitted, STDs, abstinence, how to resist peer pressure
to have intercourse and the correct way to use a condom—were taught at lower grades in 1999
than in 1988. In 1999, 23% of secondary school sexuality education teachers taught abstinence
as the only way of preventing pregnancy and STDs, compared with 2% who did so in 1988. Teach-
ers surveyed in 1999 were more likely than those in 1988 to cite abstinence as the most impor-
tant message they wished to convey (41% vs. 25%). In addition, steep declines occurred be-
tween 1988 and 1999, overall and across grade levels, in the percentage of teachers who supported
teaching about birth control, abortion and sexual orientation, as well as in the percentage actu-
ally covering those topics. However, 39% of 1999 respondents who presented abstinence as
the only option also told students that both birth control and the condom can be effective.

Conclusions: Sexuality education in secondary public schools is increasingly focused on ab-
stinence and is less likely to present students with comprehensive teaching that includes nec-
essary information on topics such as birth control, abortion and sexual orientation. Because of
this, and in spite of some abstinence instruction that also covers birth control and condoms as
effective methods of prevention, many students are not receiving accurate information on top-
ics their teachers feel they need. Family Planning Perspectives, 2000, 32(5):204–211 & 265
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ity education curricula on young people’s
behavior have shown that they can con-
tribute to a delay in sexual initiation and
an increase in contraceptive use among
young people who do have intercourse.4

Studies have identified a number of fac-
tors associated with effective sexuality ed-
ucation programs, including early and 
developmentally appropriate timing, in-
struction on how to identify social influ-
ences and pressures, and the use of role
playing and other teaching strategies to
enhance students’ skills in such areas as
resisting peer pressure, negotiating with
partners and obtaining contraceptives.5

Notwithstanding the high prevalence
of, and the high levels of public support
for, sex education in U.S. public schools,6
this issue has generated continuous, and
often heated, disagreement. A 1998 sur-
vey of school superintendents found that
only 69% of districts had a policy of teach-
ing sexuality education, while the re-
mainder left the decision up to the school
principal or to teachers. Among school
districts with a sexuality education poli-
cy, 35% (23% of all school districts) re-
quired that abstinence be taught as the
only option for unmarried people, either
prohibiting the discussion of contracep-
tion or requiring instructors to emphasize
its shortcomings; 51% required that ab-
stinence be taught as the preferred option
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cation and on consultation with sexuali-
ty educators and other researchers in this
field. Preliminary questionnaire devel-
opment work included a series of six focus
groups with sexuality education teachers
in three regions of the United States—the
Northeast, the South and the West. A
pretest of 250 randomly sampled public
school teachers was conducted to refine
the questionnaires. Where possible, the
wording of questions in 1999 was the
same as or very similar to the wording
used in 1988, so we could measure trends
in key aspects of sexuality education.

A sample of 7,772 teachers in grades
7–12 was drawn from a national database
maintained by the commercial firm Mar-
ket Data Retrieval. The universe from
which the sample was drawn included
school nurses and all teachers of the four
selected subjects who, in spring 1999, were
teaching in public schools that included
one or more secondary grades (7–12). The
sample was a systematic random sample,
stratified by teaching specialty. Teachers
were chosen using a sampling fraction
proportional to the likelihood that teach-
ers in their specialty were providing sex
education, as estimated from the 1988 sur-
vey and other studies.12 The strata ranged
from 2,534 physical education teachers to
1,009 health education teachers.

We sent sampled teachers a question-
naire in early April 1999 and followed up
with a reminder postcard one week later.
We sent nonresponding teachers an ad-
ditional questionnaire in late April. Be-
ginning in early May, we faxed teachers
who still had not responded a one-page
questionnaire to ascertain whether they
had taught sexuality education during the
current school year (1998–1999) or the
prior school year (1997–1998). If they re-
sponded that they had or if they did not
answer, we sent them a third question-
naire. If they responded that they did not
teach sexuality education, follow-up was
concluded and they were recorded as not
being sexuality education teachers.

If a sampled teacher was no longer
teaching at the school, we asked that the
questionnaire be directed to the teacher
who had taken over that teacher’s duties.
In some cases, questionnaires were erro-
neously forwarded to teachers who taught
sexuality education, rather than to the
sampled teacher or the sampled teacher’s
replacement. In these cases, we directed
a new questionnaire to the original re-
spondent or the valid replacement and
discarded the invalid questionnaire. Dur-
ing fielding, 92 sampled teachers (1% of
those surveyed) were found to be ineligi-

for adolescents but also permitted dis-
cussion of contraception as an effective
means of protecting against unintended
pregnancy and STDs; and 14% had a pol-
icy of teaching about both abstinence and
contraception as part of a broad sexuali-
ty education program.7

Pressures to teach abstinence as the cen-
tral, if not sole, component of sexuality ed-
ucation have led to the establishment of a
five-year federal and state program likely
to spend about $440 million, and designed
to fund educational efforts focused nar-
rowly or exclusively on the promotion of
sexual abstinence.8  Yet opinion polls show
that the majority of adults think that even
though teenagers should be given a strong
message to abstain from sexual intercourse
until they are at least out of high school,
sexually active young people should be
given information about, and have access
to, birth control.9

Public attention has recently been fo-
cused on debates over abstinence-only ed-
ucation. Little nationally representative
information is available, however, on what
is currently being taught in sexuality ed-
ucation courses in public schools.10 More-
over, variations in the methodologies and
sample design of the few studies that do
exist make it difficult to compare results
across studies, or to measure changes in
sexuality education over time.

Because the present study uses a ques-
tionnaire and sample design comparable
to that of the 1988 national survey of teach-
ers, we can examine trends in the extent
and content of sexuality education in pub-
lic schools over the period 1988–1999.

Methodology
This article compares findings from two
nationally representative sample surveys
of 7th–12th-grade public school teachers
responsible for the school subjects that
usually include sexuality education—a
1988 survey of 4,241 teachers, and a 1999
survey of 3,754 teachers. (The method-
ology of the 1988 survey is discussed else-
where.11) The 1999 survey was specifical-
ly designed to be comparable to the earlier
survey in terms of coverage, sample and
subject matter. In both 1988 and 1999, the
study sample was drawn from teachers of
biology, health education, family or con-
sumer science (termed home economics
in 1988) and physical education. School
nurses were also included in both surveys.

We used the 1988 survey instrument as
the starting point for the 1999 question-
naire; further development was based in
part on an extensive review of the current
standards on curricula for sexuality edu-

ble because they were no longer teaching
the same specialty and no one had taken
over those duties, because they had never
taught the specialty identified by the sam-
ple or because their school had been
permanently closed. 

In all, 3,754 teachers responded to the
survey, representing 49% of all eligible sur-
veyed teachers.* Response rates varied by
type of teacher, ranging from 40% among
physical education teachers to 68% among
school nurses.

Using the same methodology as in 1988,
we calculated weights for each of the sam-
ple strata. All data presented have been
weighted to reflect the national distribu-
tion of 164,329 public school teachers in
these grades and specialties.13 We used the
software package Stata to conduct tests of
significance because the survey was based
on a complex stratified sample. (Stata uses
the unweighted number of cases and in-
corporates information from the sample
weights and stratified design to inflate the
standard errors for significance testing.) 

Respondents whose replies to the first
few questions indicated that they were not
providing sexuality education in the cur-
rent school year and had not done so in the
previous year did not have to respond to
any further questions. Therefore, most of
our information is from the 1,767 re-
sponding teachers who had taught sexu-
ality education in at least one of those years.

To achieve comparability in trend analy-
ses of the 1988 and 1999 surveys, we made
two important changes from the analytic
approaches used for the published analy-
sis of the 1988 survey. First, for analyses of
specific grades, we excluded teachers from
the base populations if their school did not
include that grade. We also based estimates
of specific topics taught by grade solely on
teachers’ answers to grade-specific ques-
tions (rather than applying the assumption
previously made, that teachers who re-
ported teaching a particular topic covered
that topic in every grade in which they
taught sexuality education). We retabulat-
ed the 1988 data for consistency with the
1999 analyses; thus, they may differ some-
what from those in previous publications.

Findings
Almost all teachers (93%) reported that
sexuality education was taught at some
time during grades 7–12 in their schools.
Some 49% of respondents were teaching
sexuality education in 1999 (an increase

*Teachers who responded during follow-up were some-

what less likely than those who responded immediate-

ly to be sexuality education teachers.
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Abstinence was the message most fre-
quently identified as most important in
1999 (by 41% of teachers), while respon-
sibility was the highest-priority message
in 1988 (cited by 38%). STDs (including
HIV and AIDS), reproductive facts and
self-esteem were more likely to be cited as
one of teachers’ three most important mes-
sages in 1999 than they were in 1988. In
contrast, the emphasis placed on contra-
ception decreased: Teachers were less like-
ly to cite the topic in 1999 than in 1988, ei-
ther as their most important message (2%
vs. 5%) or as one of their three most im-
portant messages (15% vs. 22%).

Seven teachers in 10 said that students
who receive sexuality education that
stresses abstinence are less likely to have
sexual intercourse than students who do
not, while 86% said that students who are
taught to use contraceptives if they are sex-
ually active are more likely to use them if
they have sexual intercourse than are stu-
dents who are not taught about contra-
ceptives; 6% said that neither type of in-
struction is effective. One in five teachers
(19%) thought students taught to be sex-
ually abstinent, but to use contraceptives
if they do have sex, are more likely to be-
come sexually active than those taught
only about abstinence (not shown).

Almost all sexuality
education teachers in
public secondary
schools said that stu-
dents should be taught
about sexual develop-
ment, sexual behavior
and its possible negative
outcomes (Table 2).
Thus, 98% or more be-
lieved that by the end of
grade 12, courses should
have covered puberty,
how HIV is transmitted,
STDs, how to resist peer
pressure to have sexual
intercourse, implications
of teenage parenthood,
abstinence from inter-
course, dating, sexual
abuse and nonsexual
ways to show affection.
The overwhelming ma-
jority (78–98%) also
thought that these topics
should be covered in
grade seven or earlier,
although fewer than half
would cover topics
other than puberty and
sexual abuse by the end
of grade five.

from 45% in 1988).* In all, an estimated
81,200 teachers and school nurses in grades
7–12 were teaching sexuality education
during the 1999 school year. Of these, more
than half were teachers of health education
(30%) or physical education (28%). This
finding is similar to the results of the sur-
vey carried out in 1988, when health edu-
cation and physical education teachers ac-
counted for 57% of all sexuality education
instructors.† As in 1988, biology and fam-
ily or consumer science teachers each ac-
counted for about one-fifth of those teach-
ing sexuality education, while school
nurses accounted for 3%.

What Teachers Think Should Be Taught
In both years, almost two-thirds of teach-
ers said the most important messages or
topics of information they wanted to com-
municate to their students were related to
abstinence and responsibility‡ (Table 1).

Secondary school sexuality education
teachers were about as likely in 1999 as in
1988 to think that courses should include
information on the implications of teen-
age parenthood, STDs and how HIV is
transmitted; they were slightly more like-
ly to think they should cover abstinence
from intercourse by the end of grade 12.
However, 1999 survey respondents were
much more likely to think that all of these
topics should be covered in grade seven
or earlier. The proportion who believed
that implications of teenage parenthood
should be taught by the end of grade
seven increased by 16 percentage points
between the two surveys. There were
smaller increases in the proportion who
cited that timing for instruction on STDs
other than HIV (11 percentage points), ab-
stinence from intercourse (11 percentage
points) and how HIV is transmitted (five
percentage points). 

Although a majority of the teachers
(78–93%) believed sexuality education
courses should cover birth control meth-
ods, factual information and ethical issues
about abortion, where to go for birth con-
trol, the correct way to use a condom, and
sexual orientation, the proportions fa-
voring coverage of these subjects were
lower than they were for the other topics,
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*Another 5% of teachers had taught sexuality education
in the prior school year; they were included in the 1999
data presented here, unless otherwise noted.

†In fact, there is some crossover between these two spe-
cialties. In 1999, 20% of physical education instructors
in grades 7–12 said they also taught health education, and
8% of health education teachers also identified them-
selves as physical education teachers. We classified these
respondents by their sampled specialty.

‡We categorized the following responses from teachers
to an open-ended question as indicating the teaching of
“responsibility”: decision-making or making respons-
ible choices; consequences of sexual activity; conse-
quences of parenthood; male responsibility; and recog-
nizing risky situations.

Table 1. Percentage distribution of sexuality
education teachers, by specific topic cited as
the most important message they wanted to
convey to students, and the percentage who
said a topic was one of their three most im-
portant messages, both according to year

Topic 1988 1999

Most important
Abstinence 24.8 41.4***
Responsibility 38.0 20.9***
Reproductive facts 9.2 13.2***
STDs/AIDS 11.6 10.0
Self-esteem 4.0 3.6
Change is normal 2.0 2.7
Contraception 4.8 1.5***
Puberty u 1.4
Other 5.6 5.3
Total 100.0 100.0

Among three most important
Abstinence 36.8 56.2***
Responsibility 68.3 51.9***
Reproductive facts 19.8 28.2***
STDs/AIDS 35.3 44.5***
Self-esteem 9.4 11.9*
Change is normal 4.9 5.7
Contraception 21.9 15.0***
Puberty u 4.4

*Significantly different from 1988 at p<.05. **Significantly different
from 1988 at p<.01.***Significantly different from 1988 at p<.001.
Note: u=unavailable; question not asked.

Table 2. Percentage of sexuality education teachers in grades 7–12
who thought specific topics should be taught  by a specified grade,
by topic, according to year

Topic 1988 1999

″ grade 7 ″ grade 12 ″ grade 5 ″ grade 7 ″ grade 12

Puberty u u 80.5 97.9 99.7
How HIV is

transmitted 86.9 99.9 47.2 91.4*** 99.6
STDs 76.8 100.0 28.6 87.6*** 99.6*
How to resist peer 

pressure to have
sexual intercourse u u 29.0 88.3 99.2

Implications of
teenage 
parenthood 62.4 100.0 16.6 78.0*** 99.2**

Abstinence from
intercourse 78.7 96.6 33.4 90.0*** 99.2***

Dating u u 25.0 85.3 99.0
Sexual abuse u u 75.6 93.4 98.9
Nonsexual ways to

show affection u u 41.5 87.7 97.9
Birth control

methods 56.6 99.0 7.8 51.0** 93.4***
Abortion— 

factual information 45.4 98.3 6.4 41.3* 89.0***
Where to go for

birth control 49.5 97.7 5.4 42.9*** 88.8***
Abortion—

ethical issues 36.9 91.7 5.4 37.1 84.4***
Correct way to 

use a condom u u 5.1 38.3 82.0
Sexual 

orientation† 53.6 95.0 10.7 39.4*** 77.8***

*Significantly different from 1988 at p<.05. **Significantly different from 1988 at p<.01. 
***Significantly different from 1988 at p<.001. †In the 1988 survey, this topic was labeled 
“homosexuality”; in 1999, it was labeled “sexual orientation/homosexuality.” Note: u=unavail-
able; question not asked.
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Sexuality education teachers were more
likely in 1999 than in 1988 to teach about
STDs, abstinence from intercourse and
how to resist peer pressure to have inter-
course, and they were equally likely to
cover how HIV is transmitted. In addition,
these topics were taught somewhat earli-
er in 1999 than in 1988. They were most
likely to be taught in the 10th grade in 1988,
a grade later than the most common grade
in 1999. Some 70–74% of seventh-grade
sexuality education teachers covered these
topics in 1999, compared with 36–64% in
1988. Teachers in all grades were more like-
ly to teach the correct way to use a condom
in 1999 than in 1988 (53% vs. 49%).

In contrast, the proportions of sec-
ondary school sexuality education teach-
ers covering birth control methods, abor-
tion facts, ethical issues about abortion
and sexual orientation decreased sharply.
Each of these topics was 14–20 percentage
points less likely to be covered in 1999
than in 1988. Although the likelihood that
a sexuality education teacher would cover
birth control in the ninth grade differed lit-
tle between the surveys, the proportion
decreased by 24 percentage points in the
seventh grade (from almost 58% in 1988

especially in the earlier grades. Teachers
were less likely in 1999 than in 1988 to say
that classes should cover topics related to
birth control, abortion and sexual orien-
tation in grade seven or earlier (except eth-
ical issues about abortion) or by the end
of grade 12. The largest change was in
views on teaching about sexual orienta-
tion. Teachers were 14–17 percentage
points less likely in 1999 to think the topic
should be covered at all or by the end of
grade seven than they were in 1988.

Timing and Content 
In 1999, teachers reported that sexuality
education was offered in 63–69% of
schools that included grades seven, eight,
nine and 10, and in roughly half of schools
with grades 11 and 12 (Table 3). There was
a small increase between 1988 and 1999 in
the proportion of teachers who reported
that sexuality education was taught in
their school at some time during grades
7–12 (from 90% to 93%). This increase was
concentrated in grades seven and eight.
For individual grades between nine and
12, the proportions of teachers who said
that the subject was offered did not change
significantly over time.
•Topics. When sexuality education was
taught, teachers were most likely to cover
how HIV is transmitted, STDs and absti-
nence (94–95%). All other topics were sig-
nificantly less likely to be taught in grades
7–12 overall (51–88%). In most grades in
1999, such topics as the implications of
teenage parenthood, puberty, birth con-
trol methods and nonsexual ways to show
affection were significantly less likely to
be taught than abstinence. Dating and
how to resist peer pressure to have 
sexual intercourse were significantly less
likely to be taught than abstinence only 
in some grades. In all grades, other 
topics—sexual abuse, where to go for birth
control, abortion facts, ethical issues 
about abortion, the correct way to use 
a condom and sexual orientation—were
significantly less likely than abstinence to
be taught.

The content of sexuality education thus
varies according to students’ ages. In 1999,
sexuality education teachers in grade nine
were more likely than those teaching in any
lower or higher grade  to cover a given
topic. For example, 87% of teachers in grade
nine taught students about abstinence, com-
pared with 73–75% in grades seven and
eight and 66–71% in grades 10–12. Some
76% of sexuality education teachers in grade
nine covered birth control methods, com-
pared with 33% in grade seven, 53% in
grade eight and 64–67% in higher grades.

to more than 33% in 1999) and by 12–17
percentage points in other grades.
•Comparison with teachers’ recommenda-
tions. In 1999 as in 1988, specific topics
were less likely to be covered than teach-
ers thought they should be, and they were
often covered later than teachers thought
appropriate. For example, when Tables 2
and 3 are compared, we see that the gap
between teachers’ recommendations and
the actual coverage of topics in sexuality
education courses was less than 10 per-
centage points for HIV transmission
(100% vs. 94%), STDs (100% vs. 95%) and
abstinence (99% vs. 95%). For puberty,
how to resist peer pressure to have inter-
course, implications of teenage parent-
hood, dating and birth control methods,
the gap was 10–20 percentage points. Dif-
ferences for other topics—sexual abuse,
nonsexual ways to show affection, abor-
tion facts and ethical issues, where to go
for birth control, the correct way to use a
condom and sexual orientation—were
21–30 percentage points. 
•Specific skills, concepts and topics. We asked
sexuality education teachers whether they
taught certain skills and concepts. One set
of questions asked about skills and con-

Table 3. Percentage of all sampled teachers reporting that sexuality education was taught in
their school, and percentage of sexuality education teachers who reported coverage of spe-
cific topics, by grade, according to topic taught, 1988 and 1999

Topic and year Taught in Taught by teacher
school†

7 8 9 10 11 12

1999
Any sexuality education† 93.4** 64.1** 66.6** 62.5 69.1 51.4 49.2
Puberty 80.1 70.3 58.9 74.2 60.7 54.7 52.4
How HIV is transmitted 93.5 73.0** 74.5 87.9*** 74.7*** 70.3*** 67.9***
STDs 95.2*** 74.3*** 79.3*** 86.9*** 75.3 70.9 68.2
How to resist peer pressure to have

sexual intercourse 85.7*** 70.4*** 73.5*** 82.4*** 64.1 62.5* 59.9
Implications of teenage parenthood 88.4 63.9 74.1 82.2 68.5 66.3 64.0
Abstinence from intercourse 95.2* 73.1*** 74.5*** 87.2*** 70.9** 67.9* 66.2**
Dating 80.7 69.3 70.9 76.8 57.8 58.2 55.7
Sexual abuse 78.2 58.2 62.1 76.0 61.1 59.6 58.9
Nonsexual ways to show affection 76.8 62.1 65.1 74.8 58.2 57.9 55.4
Birth control methods 77.2*** 33.3*** 52.5** 76.3 66.0*** 67.1*** 63.7***
Abortion—factual information 63.0*** 22.6 35.7 62.6 57.0 57.1 54.0
Where to go for birth control 64.9 23.6 41.7 67.5 57.7 57.7 54.4
Abortion—ethical issues 57.4*** 19.5 32.0 57.9 53.4 52.5 50.2
Correct way to use a condom 52.8* 16.3*** 29.9*** 55.1*** 47.3*** 48.0*** 44.1***
Sexual orientation‡ 51.3*** 20.9 36.7 50.3 43.4 44.0 40.3

1988
Any sexuality education† 89.8 56.6 54.9 61.8 67.2 50.2 49.4
How HIV is transmitted 94.0 63.5 69.7 81.0 85.8 83.4 84.8
STDs 82.1 46.4 50.6 68.2 76.0 70.9 72.3
How to resist peer pressure to have

sexual intercourse 79.3 35.5 41.7 58.4 61.4 57.1 57.3
Abstinence from intercourse 89.4 56.8 60.9 74.7 78.5 74.0 74.0
Birth control methods 91.5 57.7 64.4 78.4 83.2 80.8 81.0
Abortion—factual information 82.9 uu u u u u
Abortion—ethical issues 76.7 uu u u u u
Proper way to use a condom 48.5 7.7 9.6 25.7 31.1 29.0 28.6
Sexual orientation‡ 68.5 uu u u u u

*Significantly different from 1988 at p<.05. **Significantly different from 1988 at p<.01. ***Significantly different from 1988 at p<.001.
†The percentages in this row or column are based on the responses of all sampled teachers; all other, item-specific results are based
on the responses of sexuality education teachers. ‡In the 1988 survey, this topic was labled “homosexuality”; in 1999, it was labed “sex-
ual orientation/homosexuality.” Note: u=unavailable; question not asked.
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of these topics.
To improve our understanding of the re-

lationships within this large group of mea-
sures, we carried out a factor analysis that
included all questions on specific skills,
concepts and topics. The results indicat-
ed that the skills and concepts related to
STDs and HIV clustered into two differ-
ent factors, one focused on facts and pre-
vention and the other focused on services.

cepts related to sexual behavior and ab-
stinence. In addition, because preventing
STDs (including HIV) and avoiding un-
planned pregnancy are topics central to
good reproductive knowledge and health
and thus critical to sexuality education, we
asked teachers who covered STDs and
HIV or birth control (in their teaching or
in response to student questions) about se-
lected concepts and skills related to each

Although a question about discussing
condoms as a form of STD and HIV pre-
vention was asked in the context of STDs
and HIV, it clustered instead with items
related to birth control; thus, we includ-
ed it in a cluster of items labeled “meth-
ods for pregnancy and infection preven-
tion.” On average, 90% of teachers covered
topics related to STD and HIV facts and
prevention in 1999; 75%, sexual behavior
and abstinence; 67%, STD and HIV ser-
vices; and 52%, pregnancy and infection
prevention (Table 4).

At least 80% of teachers covered each
of the topics in the STD and HIV facts and
prevention group (including abstinence
and monogamy as forms of prevention),
and some topics in the sexual behavior
and abstinence group (how alcohol and
drugs affect behavior; negative conse-
quences of sexual intercourse for teen-
agers; how to resist peer pressure to have
sexual intercourse; that sexuality is a nat-
ural and health part of life; and how to
stick to a decision, even under pressure).
In contrast, no more than half talked about
how to negotiate sexual limits or about
some items from the pregnancy and in-
fection prevention group (how to com-
municate with a sexual partner about birth
control, where to get birth control, demon-
stration of how to use condoms and show-
ing actual birth control devices in a class).

Key Topics
As Table 4 shows, the great majority of
sexuality education instructors reported
teaching skills and concepts related to STD
and HIV facts and prevention and those
related to sexual behavior and abstinence,
but only about half said they covered skills
and concepts related to methods for preg-
nancy and infection prevention. The 
proportions differed somewhat, depend-
ing on how the question was asked, 
because some teachers who did not for-
mally teach a particular topic did cover it
in response to student questions.
•STDs and HIV. In 1999, almost all sexu-
ality education teachers covered HIV as
well as other STDs. Some 94% did so in
their teaching, while 5% said they did so
only in response to students’ questions
(data not shown). At least nine in 10 teach-
ers gave students basic biological infor-
mation about STDs and HIV, although
fewer (eight in 10) told students these in-
fections can be contracted through oral or
anal intercourse (Table 4). Some 95% 
covered sexual abstinence as a form of 
prevention of STDs and HIV, compared
with 80% who covered monogamy 
and 78% who taught students about con-
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Table 4. Percentage of sexuality education teachers who taught specific skills and concepts,
by year and approach to teaching abstinence

Skills and concepts Year Approach to
teaching abstinence

1988 1999 Only Best/one
option option

STD/HIV facts and prevention† u 89.5 90.1 92.9
There are many types of STDs u 94.7 96.6 96.9
Sexual abstinence as a form of prevention 91.2 94.6*** 98.7 98.1
Symptoms of STDs/HIV are sometimes hidden, 

absent or unnoticed u 93.6 95.9 95.5
Only some STDs are curable u 91.7 93.1 94.7
Signs and symptoms of STDs/HIV 92.4 91.7 93.7 94.2
STDs/HIV can be contracted during oral

or anal intercourse u 80.4 76.5 85.2***
Sexual monogamy as a form of prevention 81.2 80.1 76.3 85.4***

Sexual behavior and abstinence† u 75.4 78.5 78.5
How alcohol and drugs affect behavior u 91.2 93.0 93.4
Negative consequences of sexual intercourse

for teenagers 86.1 91.1*** 94.2 94.3
How to resist peer pressure to have

sexual intercourse 79.3 85.7*** 93.0 89.7*
Sexuality is a natural and healthy part of life u 83.1 82.6 86.6
How to stick with a decision, even under pressure u 80.4 86.3 81.5*
How to say no to a boyfriend/girlfriend

who wants to have sexual intercourse 78.4 77.0 85.5 79.2**
Specific ways to avoid sex u 70.0 76.9 72.2
Difference between consensual and forced

sexual contact u 68.7 70.5 72.4
The importance of both partners agreeing to

any sexual behavior u 68.2 65.5 73.4**
How to recognize and resist media pressure

regarding sexual behavior u 67.4 70.3 70.5
How to negotiate sexual limits u 47.1 45.9 50.5

STD/HIV services† u 66.5 63.2 71.2**
Importance of notifying all sexual partners

if infected 86.4 78.1*** 76.7 82.1*
Confidential testing and treatment is available

for teenagers without parental consent u 62.7 55.3 68.6***
Names of clinics or other specific sources

students can go to for help 64.8 58.7*** 57.6 63.0

Methods for pregnancy and
infection prevention† u 52.0 38.7 59.4***
Use of condoms as a form of STD/HIV prevention 88.9 78.0*** 59.9 87.8***
Pregnancies should be planned u 62.6 56.9 68.5***
The importance of using a method correctly

and consistently u 61.8 47.0 70.5***
How individual birth control methods work 70.5 60.3*** 45.9 68.2***
The importance of using both a condom and a

more effective birth control method to avoid
both pregnancy and STDs/HIV                                          u 60.2 45.6 68.6***

Which methods can be purchased at a drug,
grocery or convenience store and which
methods require a doctor or clinic visit u 50.3 34.4 58.5***

How to communicate with a sexual partner
about birth control 46.4 47.0 37.5 53.2***

Information about specific clinics or doctors
students can go to for birth control 48.5 35.3*** 24.7 41.4***

The proper way to use a condom (using printed
material, film or demonstration) 36.8 33.4 17.8 40.4***

Showing of actual birth control devices 33.8 30.8 17.4 36.8***

*p<.05. **p<.01. ***p<.001. †Percentages are averages of all items in this group. Averages for 1988 are not calculated because data
are not available for many items. Note: u=unavailable; question not asked.

171



209Volume 32, Number 5, September/October 2000

match what they said they had been told
to do, but the survey did not ascertain
whether this was because their directions
were more nuanced than the survey ques-
tions or because they were bending school
policies to take into account student needs
or pressures from other groups. Among
1999 survey respondents told only to an-
swer students’ questions about birth con-
trol, 47% only answered questions, 18%
taught about birth control and 35% did not
deal with the topic at all. Although 68%
of those told to use their own discretion
taught about birth control, 20% only an-
swered questions and 12% did not cover
the topic. Some 93% of those told to teach
about birth control did so, but 7% simply
responded to students’ questions. Among
those told not to cover birth control, 79%
never covered the topic, 11% only re-
sponded to questions and 10% taught stu-
dents about contraceptive methods.

Abstinence was the birth control meth-
od most commonly covered by teachers
who formally taught or responded to ques-
tions about birth control (97%). In com-
parison, fewer covered the condom (90%)
or birth control pills (86%). Some 60–77%
of teachers covered spermicides, the di-
aphragm or cervical cap, periodic absti-
nence, the IUD, sterilization, the implant,
the injectable and withdrawal. Only 40%
discussed emergency contraceptive pills.

Sexuality education teachers were more
likely to talk about general issues related
to contraception than about details of use
or access to methods. Some 78% covered
condoms as a means of STD and HIV pre-
vention, while slightly more than 60% dis-
cussed the need to plan pregnancies, the
necessity of correct and consistent con-
traceptive use, the importance of dual use
(using condoms to prevent STDs and HIV
infection along with another method to
avoid pregnancy) and how each birth con-
trol method works (Table 4). Teachers
were less likely, however, to talk about
specifics of how to obtain and use meth-
ods. Only half told their students which
methods can be purchased without a med-
ical visit and discussed how to commu-
nicate with a partner about birth control,
and just one-third gave information about
specific clinics or doctors from whom stu-
dents could obtain birth control, showed
actual birth control devices or demon-
strated the correct use of the condom. 

In 1999, teachers who taught about birth
control were more likely to include each
concept and skill related to contraception
than were teachers who only responded
to students’ questions about the topic
(data not shown). For example, 83–84% of

doms as forms of prevention. Almost eight
in 10 taught students about the impor-
tance of notifying all sexual partners if
they had an infection, but only about six
in 10 covered the specifics of getting 
testing and treatment.

Secondary school teachers were more
likely to teach about abstinence as a means
of preventing STDs (including HIV) in
1999 than in 1988. The percentage teach-
ing about signs and symptoms of STDs
and HIV and about sexual monogamy as
a means of prevention remained stable be-
tween the two surveys, but the percent-
age who covered three related topics—
condoms as a form of prevention, the
importance of notifying partners and
where to go for help—declined. 

In 1988, for example, 87% of teachers
taught that condoms can be an effective
means of preventing STDs and HIV for
sexually active individuals, compared
with 59% in 1999. Some 22% of teachers
in 1999 taught that condoms were inef-
fective in preventing STDs and HIV, and
the remainder did not cover the topic 
(not shown).
•Birth control. Half of sexuality education
teachers said they had been directed by
their school or school district to teach stu-
dents about birth control; 23% said cov-
erage of the topic was left to their own dis-
cretion. However, 24% had been told not
to teach about birth control. Some had
been told they could answer students’
questions about birth control (10%), while
a second group had been instructed not
to teach the topic and not to answer stu-
dent questions (6%); a few others had been
told to refer students to someone else or
to use outside speakers (8%). The re-
maining 3% of teachers responded simply
that they did not cover birth control. In
1988, 19% of sexuality education teachers
reported that there were formal con-
straints on their teaching about birth con-
trol and another 19% said there were in-
formal constraints.14 The questions asked
in 1988 and 1999 were different, so it is not
clear whether there has been any change
in the prevalence of constraints over time.

The proportion of teachers who for-
mally taught about the topic of birth con-
trol changed very little between the two
surveys (from 70% in 1988 to 68% in 1999).
However, the proportion who did not
teach about it formally but who answered
students’ questions declined sharply
(from 25% in 1988 to 16% in 1999). As a re-
sult, the proportion not covering the topic
at all rose from 6% in 1988 to 16% in 1999. 

Teachers’ reports of how they covered
the topic of birth control did not always

those who formally taught about birth
control pointed out the necessity of using
a method correctly and consistently, dis-
cussed the importance of dual use and ex-
plained how each method works, com-
pared with 18–27% of those who only
responded to student questions. Similar-
ly, those who formally taught about birth
control were 60 percentage points more
likely than those who only responded to
students’ questions to explain which
methods can be purchased over the
counter and which require going to a doc-
tor or clinic.

Some significant changes in teaching on
birth control occurred between 1988 and
1999. Sexuality education teachers in 1999
were less likely than similar teachers in
1988 to explain how methods work and to
give information on specific clinics or doc-
tors from whom students can obtain birth
control. However, they were just as like-
ly as in 1988 to discuss how to communi-
cate with a sexual partner about birth con-
trol, to show birth control devices and to
demonstrate proper condom use in class.
•Abstinence. Most teachers reported teach-
ing students about abstinence from inter-
course, but their treatment of the subject
varied. Two-thirds (65%) presented ab-
stinence as the best alternative for pre-
venting pregnancy and STDs and anoth-
er 7% presented it as one alternative for
prevention. In contrast, 23% of teachers
said they presented abstinence as the only
way of preventing pregnancy and STDs,
a steep increase from 2% in 1988. The re-
maining 5% reported that they did not
teach about abstinence (data not shown).

In 1999, most sexuality education teach-
ers covered specific skills and concepts 
related to decision-making and behaviors
that could influence whether a young 
person actually had sexual intercourse
(Table 4). Roughly nine in 10 instructors
taught about how alcohol and drugs affect
behavior, that sexual intercourse can have
negative consequences and about how to
resist peer pressure to have sex. These last
two topics were more likely to be taught
in 1999 than in 1988. At least three in four
teachers told students that sexuality is a
natural and healthy part of life and taught
them skills such as how to stick to a deci-
sion, even under pressure, and how to say
no to a boyfriend or girlfriend who wants
to have sexual intercourse. About two 
in three said they taught their students 
specific ways to avoid sex, the difference 
between consensual and forced sexual 
contact, the importance of both partners
agreeing to any sexual behavior and 
ways of recognizing and resisting media 
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vention and 46–47% explained how each
birth control method works, the necessi-
ty of using methods correctly and consis-
tently and the importance of using both
condoms and a more effective method to
avoid both pregnancy and STDs (includ-
ing HIV). One-quarter gave students in-
formation about specific sources from
which they could obtain birth control, and
17–18% showed birth control devices and
the proper way to use a condom.

Some teachers who taught about absti-
nence as the best option or as one option
did not teach about any other means of
preventing pregnancy and STDs, but oth-
ers covered the range of prevention op-
tions while stressing abstinence as the best
choice. Still others apparently emphasized
abstinence in part by focusing on the po-
tential ineffectiveness of contraceptive
methods for the prevention of infection
and pregnancy.

Although 70% of sexuality education
teachers covered all three of the central re-
productive health topics—STDs (including
HIV), abstinence and birth control, about
30% only taught about abstinence and
STDs and HIV. About half of these teach-
ers (16% of all sexuality education teach-
ers) only answered student questions about
birth control and the others (14%) did not
cover birth control at all (data not shown).

Most teachers (59%) said they taught that
birth control can be effective in preventing
pregnancy or that condoms can be effec-
tive in preventing HIV and other STDs
while they also stressed abstinence as the
only option (9%) or as the best or as one op-
tion (50%) for teenagers (Table 5). Howev-
er, 36% either taught that birth control and
condoms are ineffective means of pre-
venting pregnancy and STDs (27%, the
sum of 9.8% and 17.6%) or did not cover
birth control or condoms at all (9%, the sum
of 4.4% and 4.4%), while they presented ab-
stinence as the only (14%, the sum of 9.8%
and 4.4%) or the preferred alternative (22%,
the sum of 17.6% and 4.4%).

Thus, while there is a strong association
between the approach to teaching absti-
nence and the effectiveness attributed to
birth control and condoms, the informa-
tion students receive cannot be clearly de-
duced from teachers’ approach to teach-
ing abstinence. Some 69% of teachers who
discussed abstinence as the best or as one
option for teenagers also presented birth
control and condoms as effective alterna-
tive means of prevention, while 39% of
those who said they taught abstinence as
the only alternative nevertheless pre-
sented both birth control and condoms as
effective means of prevention. In addition,

pressure regarding sexual behavior. Only
47% of teachers covered how to negotiate
sexual limits.

Responses to summary questions may
mask important differences among teach-
ers in the content they actually cover. The
terms “abstinence-focused” and “absti-
nence-only” are commonly used by those
favoring and criticizing this type of sexu-
ality education. There are, however, no
standard definitions of these terms. The
data from this survey provide information
that increases our understanding of what
these categories mean in practice.

Teachers who presented abstinence as
the only way to prevent pregnancy and
STDs and those who presented it as the
best (or one) alternative varied little in
whether they taught most skills and con-
cepts related to sexual behavior and ab-
stinence and most items related to STD
and HIV facts and prevention (Table 4).
Those who presented abstinence as the
only alternative were, however, less like-
ly to teach the importance of both partners
agreeing to any sexual behavior, that STDs
and HIV can be contracted during oral or
anal sexual intercourse and that sexual
monogamy is a form of STD and HIV pre-
vention (differences of 5–9 percentage
points). Even greater differences were
found between the two groups of teach-
ers in their instruction about STD and HIV
services, especially the availability of con-
fidential testing and treatment, and in
their coverage of skills and concepts re-
lated to method use (differences of 12–24
percentage points).

Six in 10 teachers who presented absti-
nence as the only alternative discussed
condoms as a form of STD and HIV pre-

61% of those who taught abstinence as the
only alternative either presented no in-
formation about birth control and con-
doms (19%) or taught that one or both are
ineffective (42%), compared with 31% of
those who presented abstinence as the best
or as one alternative. 

Support and Problems
In 1999, 68% of sexuality education teach-
ers were in school districts with a policy
of teaching sexuality education, but a sub-
stantial minority were in districts that left
the decision to individual schools (7%) or
to individual teachers (24%). As in 1988,
almost two-thirds (65%) of sexuality ed-
ucation teachers reported in 1999 that their
school administration supported their ef-
forts to meet the sexuality education needs
of their students. Fewer than half report-
ed support from parents (47%) or from the
community (44%). Teachers whose district
had a policy of teaching sexuality educa-
tion were slightly more likely than those
in districts that left the decision to indi-
vidual schools or teachers to feel that they
had their school administration’s support
(68% vs. 61%). However, the two groups
differed little in their perception of sup-
port from the community (46% and 41%,
respectively) and support from parents
(48% and 45%, data not shown).

Forty-three percent of sexuality education
teachers were in schools that required them
to use a specific curriculum for sexuality ed-
ucation. Some 26% of teachers said that in-
formation their students needed was not in-
cluded in their curriculum, with little
difference between those who were required
to use a specific curriculum and those who
were not. Moreover, 22% of teachers re-
ported that their school restricted their abil-
ity to answer students’ questions on topics
not included in their curriculum.

In 1999, 35% of teachers said they had to
be careful about what they taught because
of the possibility of adverse community re-
actions to sexuality education. (Equivalent
data for 1998 were not available.) Twenty-
four percent believed that their adminis-
tration was nervous about community 
reaction, a large reduction from the level
in 1988 (34%). Some 19% said that restric-
tions imposed on sexuality education pre-
vented them from meeting the sexuality ed-
ucation needs of their students—similar to
the level seen in 1988 (21%).

Most teachers (86%) reported that their
school had policies designed to foster
parental involvement regarding sexuality
education. The policy most commonly re-
ported (by 82% of teachers) was to give par-
ents the opportunity to review curriculum

210 Family Planning Perspectives

Changing Emphases in Sexuality Education, 1988–1999

Table 5. Percentage distribution of sexuality
education teachers, by how they teach about
the effectiveness of contraceptive methods
and how they teach abstinence

Effectiveness Total Approach to teaching
abstinence

Only Best/one Not
option option taught

Effective 60.3 9.1 49.9 1.4
Ineffective 27.5 9.8 17.6 0.1
Not taught 12.2 4.4 4.4 3.3
Total 100.0 23.3 71.9 4.8

Note: The category “effective” includes teachers who taught that
birth control can be an effective means of preventing pregnancy
or that condoms can be an effective means of preventing STDs/HIV.
The category includes teachers who taught only one of these two
topics, but taught it as effective, and it does not include any teach-
ers who responded that birth control or condoms are ineffective.
The category “ineffective” includes teachers who responded that
they emphasize the ineffectiveness of birth control in preventing
pregnancy or teach that condoms are ineffective in preventing
STDs/HIV. It includes teachers who taught only one of those two
topics but taught that it was ineffective. The category “not taught”
includes teachers who did not cover the effectiveness of either birth
control or condoms.
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ers—how HIV is transmitted, STDs, how
to resist peer pressure to have sexual in-
tercourse, abstinence and the correct way
to use a condom—are now taught earlier
than they were in 1988. 

In contrast, steep declines occurred be-
tween 1988 and 1999 in teacher support
for coverage of birth control, abortion, in-
formation on obtaining contraceptive and
STD services, and sexual orientation, as
well as in the proportions actually teach-
ing those topics. Secondary school sexu-
ality education teachers overall were less
likely to teach about birth control meth-
ods in 1999 than in 1988; the decline in
grade seven was particularly strong.

Many of the changes occurring between
1988 and 1999 reflect the increasingly
strong promotion of abstinence as the only
appropriate option for adolescents.15 Four
in 10 teachers cited abstinence as their
most important message in 1999, up from
one in four in 1988. The proportion of all
secondary school teachers covering ab-
stinence increased between 1988 and 1999.
In addition, this topic is now being taught
to younger students—the proportions of
teachers covering it increased in grades
7–9, even as they dropped in grades 10–12.
Teaching about abstinence has become
much more directive as well: In 1999, one
in four secondary teachers were teaching
abstinence as the only way to prevent
pregnancy and STDs, compared with one
in 50 teachers in 1988. 

In 1999, students in almost all grades
were much less likely to be taught about
birth control, abortion and sexual orien-
tation than about abstinence from inter-
course. When students were taught about
both abstinence and birth control, teach-
ers who presented abstinence as the only
way to prevent pregnancy and STDs—
rather than as the best option or as one
among several alternatives—were more
likely to present contraceptives as inef-
fective in preventing pregnancy and con-
doms as ineffective in preventing STDs
(including HIV).

Nevertheless, a significant proportion
of teachers who defined their teaching as
abstinence-only did not appear to accept
the notion that contraceptive use is unac-
ceptable for young people. Among teach-
ers who instructed students that absti-
nence is the only means of avoiding
pregnancy and STDs, four in 10 also taught
that birth control can be effective in pre-
venting pregnancy or that condoms can be
effective in preventing HIV and other
STDs. In contrast, three in 10 teachers who
taught that abstinence is the best alterna-
tive or is one alternative told students that

content. Most teachers also reported that
their school informed parents that they
could remove their child from sexuality ed-
ucation classes (62%) or required that par-
ents be notified about the topics that would
be covered (56%). Some 31% worked in
schools that required written parental per-
mission (active consent) for students to 
attend sexuality education classes.

The most common problem teachers re-
ported facing in 1999 was difficulties with
the students themselves, including apa-
thy and failure to pay serious attention to
the subject, perceived invincibility, mis-
information, diverse maturity levels and
such environmental problems as high
pregnancy rates and high levels of sexu-
al abuse. In fact, 41% of secondary school
sexuality education teachers said prob-
lems with students were their worst 
problem. Another common problem men-
tioned was pressure about what they
taught (cited by 18% of teachers as their
worst problem). Other difficulties in-
cluded insufficient instructional time and
the lack of updated, appropriate and read-
ily available teaching materials.

The 1999 survey respondents were
much more likely than their 1988 coun-
terparts to say that student-created diffi-
culties were one of their three worst prob-
lems (58% vs. 37%, respectively), but they
were less likely to cite deficiencies in teach-
ing materials (20% vs. 37%) or insufficient
time (15% vs. 19%). Teachers in the two
years were equally likely to claim that ex-
ternal pressure was one of their three
worst problems, but this factor was slight-
ly less likely to be reported as the single
most important problem in the later sur-
vey than in the earlier one (18% vs. 23%). 

Discussion
In many ways, sexuality education in U.S.
public secondary schools has changed lit-
tle in the last decade. The subject contin-
ues to be taught almost universally. Teach-
ers continue to say that their top
educational messages focus on abstinence
and responsibility. Many topics are cov-
ered in sexuality education; the most com-
mon are STDs (including HIV) and absti-
nence, followed by birth control, abortion
and sexual orientation. Teachers in 1999
continue to feel less than total support
from their administration, their commu-
nity and the parents of their students. 

This overall stability, however, masks
some notable changes in the level and con-
tent of sexuality education. Most topics
covered as part of sexuality education con-
tinue to be taught less often and later than
teachers think should be the case, but oth-

contraception is ineffective in preventing
pregnancy or STDs (including HIV). What
we do not know is the emphasis that teach-
ers place on abstinence relative to other
preventive measures. Given that teachers’
views about abstinence and contraception
do not necessarily correspond to the lines
drawn in the political debate over absti-
nence and prevention strategies, more 
detailed research is needed about how
teachers present the effectiveness of con-
traception in prevention of pregnancy and
STDs (including HIV) in the context of
teaching about abstinence.

One limitation of a broad sexuality ed-
ucation survey such as this one is that it
cannot measure many details about the
content of particular topics of instruction.
Studies that examine the curriculum con-
tent and other instructional materials can
measure the relative balance of topics as
well as the finer details about how com-
ponents of topics are emphasized. Given
that the content of a given curriculum may
differ markedly from what is actually
taught, observational studies of sexuali-
ty education instructors could provide an-
other important means of learning how
students are taught sexuality education in
the public schools.
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tant role in providing young people with
information about reproduction and sex-
uality,2 there is little national information
that focuses specifically on the teaching
of sexuality education in public schools,
especially at the elementary level.* In a
1988 national survey, secondary school
sexuality education teachers said it was
appropriate for many of the topics they
were covering to be taught before grade
seven—earlier than the subjects were then
being taught.3

As they develop physically and emo-
tionally, children in grades five and six will
face important decisions. They often will
encounter considerable external pres-
sure—through the mass media and from
their peers—to become sexually active
and to adopt behaviors that threaten their
health.4 During their adolescence, most
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The questions of whether sexuality
education belongs in American
schools and what subjects should be

covered at what age levels have been and
continue to be of concern to many parents
and communities throughout the United
States.1 Even though most Americans say
they believe that schools have an impor-

will become at risk of pregnancy or of in-
fection with HIV or other sexually trans-
mitted diseases (STDs).5 National studies
have found that substantial proportions
of young adolescents have used alcohol,
tobacco and marijuana.6 The 1999 Youth
Risk Behavior Survey (YRBS) found that
among American high school students in
grade nine, 6% of girls and 18% of boys
have had intercourse before age 13 (ap-
proximately before grade seven), and that
33% and 45%, respectively, have ever had
intercourse.7 Among female students of
all races in grade nine, 8% have had four
or more sex partners in their lifetime, as
have 16% of male students. The YRBS data
also indicate that 13% of female high
school students (grades 9–12) have been
forced to have sexual intercourse, as have
5% of males.

This article presents findings from a
1999 national survey of public school
teachers in grades five and six. There is
widespread concern about American chil-
dren’s sexual behavior in their early teen-
age years and about the importance of
preparing preteens for the transitions and
changes they will encounter as they go
through puberty. For this reason, we focus
this article predominantly on the degree
to which any sexuality education exists in
public schools in fifth and sixth grades
and, where it does, on its content related
to sexual behavior—especially as such be-
havior affects prospects for adolescents’
sexual health.

Some policymakers and educators pro-
mote teaching abstinence from intercourse
as the only effective means to encourage

Context: While policymakers, educators and parents recognize the need for family life and sex-
uality education during children’s formative years and before adolescence, there is little nation-
ally representative information on the timing and content of such instruction in elementary schools.

Methods: In 1999, data were gathered from 1,789 fifth- and sixth-grade teachers as part of a
nationally representative survey of 5,543 public school teachers in grades 5–12. Based on the
responses of 617 fifth- and sixth-grade teachers who said they teach sexuality education, analy-
ses were carried out on the topics and skills sexuality education teachers taught, the grades in
which they taught them, their teaching approaches, the pressures they experienced, whether
they received support from parents, the community and school administrators, and their needs.

Results: Seventy-two percent of fifth- and sixth-grade teachers report that sexuality education
is taught in their schools at one or both grades. Fifty-six percent of teachers say that the subject
is taught in grade five and 64% in grade six. More than 75% of teachers who teach sexuality ed-
ucation in these grades cover puberty, HIV and AIDS transmission and issues such as how al-
cohol and drugs affect behavior and how to stick with a decision. However, when schools that
do not provide sexuality education are taken into account, even most of these topics are taught
in only a little more than half of fifth- and sixth-grade classrooms. All other topics are much less
likely to be covered. Teaching of all topics is less prevalent at these grades than teachers think
it should be. Gaps between what teachers say they are teaching and teachers’ recommenda-
tions for what should be taught and by what grade are especially large for such topics as sexu-
al abuse, sexual orientation, abortion, birth control and condom use for STD prevention. A sub-
stantial proportion of teachers recommend that these topics be taught at grade six or earlier.
More than half (57%) of fifth- and sixth-grade sexuality education teachers cover the topic of ab-
stinence from intercourse—17% as the only option for protection against pregnancy and STDs
and 40% as the best alternative or one option for such protection.  Forty-six percent of teachers
report that one of their top three problems in teaching sexuality education is pressure, whether
from the community, parents or school administrators. More than 40% of teachers report a need
for some type of assistance with materials, factual information or teaching strategies. 

Conclusions: A large proportion of schools are doing little to prepare students in grades five
and six for puberty, much less for dealing with pressures and decisions regarding sexual activ-
ity.  Sexuality education teachers often feel unsupported by the community, parents or school
administrators. Family Planning Perspectives, 2000, 32(5):212–219

*While some surveys provide information on sexuality
education, they do not provide information specifically
on teaching at the elementary level. In addition, though
they address a broad range of health education topics,
spanning key subjects such as dietary behaviors, emo-
tional and mental health, environmental health, injury
prevention, pregnancy and HIV prevention, they do not
focus in-depth on sexuality education. (Sources: Collins
JL et al., School health education, Journal of School Health,
1995, 65(8):302–311; and Grunbaum JA et al, Character-
istics of health education among secondary schools—
school health education profiles, 1998, Morbidity and Mor-
tality Weekly Report, 2000, 49(No. SS-8):1–41.
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classroom teachers (of whom 911 were sam-
pled) and the smallest being health educa-
tion teachers (of whom 154 were sampled.)

The sample consisted of 3,815 fifth- and
sixth-grade teachers in the selected cate-
gories. During the survey’s fielding, 155
teachers (4% of those sampled) were found
to be ineligible because they no longer
taught that specialty and had not been re-
placed by another teacher, because they
never taught the specialty identified by the
sample or because their school had been
permanently closed. The number of eligi-
ble teachers in the final sample was 3,660.

In all, 1,789 fifth- and sixth-grade teach-
ers responded to the survey—represent-
ing 49% of all eligible surveyed teachers.
Response rates varied by type of teacher,
from 42% of sixth-grade classroom teach-
ers to 68% of school nurses.*

Analysis
We calculated weights taking into account
the sample design and response rates. All
data presented here are weighted to reflect
the national distribution of the 303,965
public school teachers in these grades and
specialties.† Teachers who responded that
they did not teach sexuality education in
the 1998 or 1999 school years did not re-
spond to further questions because the re-
maining questions were relevant only for
sexuality education teachers. Therefore,
most of our analysis is based on the 617
fifth- and sixth-grade teachers who in 1999
said they teach sexuality education in the
current school year (555 respondents) or
had done so in the previous school year
(62 respondents).

Our sample includes some sexuality ed-
ucation teachers who teach only grade five
(52%), some who teach only grade six (32%)
and some who teach both grades (16%).

Results
Teaching of Sexuality Education
Fifty-six percent of teachers in public
schools with a grade five report that sex-
uality education is taught in that grade,
and 64% of teachers in public schools with
a grade six say that the subject is taught
in sixth grade. Almost three out of four
sampled teachers (72%) report that sexu-
ality education is taught in either grades
five or six or in both. Thus, almost 30% of
teachers teach in schools where sexuality
education is not taught in either grade.

Thirty percent‡ of fifth- and sixth-grade
public school teachers in the selected cat-
egories—an estimated 90,070 of the teach-
ers who teach grades five and six in pub-
lic schools nationwide—say they teach
sexuality education.§ The proportion of

young unmarried people not to become
sexually active and to help them avoid
pregnancy and STDs.8 However, little is
known about the degree to which U.S.
schools have adopted the abstinence-only
approach, particularly at earlier grade lev-
els. Therefore, this article also attempts to
shed light on abstinence-only education
and on the methods teachers are using to
impart knowledge and skills connected
with sexual behavior and its possible
health and life consequences.

Methods
In 1999, we conducted a survey of fifth- and
sixth-grade public school teachers in the
United States. The nationally representa-
tive sample included classroom teachers
who teach most subjects, including sexu-
ality education, to one class; teachers in cer-
tain specialties—health and physical edu-
cation and science—who may teach
sexuality education; and school nurses.
This survey was part of a larger survey of
a nationally representative sample of 5,543
5th–12th-grade public school teachers.
Most aspects of the methodology (ques-
tionnaire development, fieldwork, data
processing and analysis) of the survey of
fifth- and sixth-grade teachers are the same
as those of the survey of 7th–12th grade
teachers and are discussed elsewhere.9 [Ed-
itor’s note: See related article, page 204.] 

For the purposes of our survey, we de-
fined sexuality education to include any
instruction about human sexual develop-
ment, the process of reproduction, or in-
terpersonal relationships and sexual be-
havior. We asked teachers whether they
cover specific topics (such as physical de-
velopment or relationships and the per-
sonal skills needed to negotiate them),
based on a broad range of topics consid-
ered to be necessary and basic components
of family life and sexuality education.10 Be-
cause our larger project also surveyed
teachers in grades 7–12, we are able to
compare the extent of sexuality education
and content of curricula at grades five and
six with those at higher grades.

Sample Design
We drew the sample from a national data-
base of teachers maintained by a commer-
cial firm (Market Data Retrieval). The uni-
verse from which we drew the sample
included all teachers of the selected cate-
gories who were teaching in spring 1999 in
public schools responsible for grades five
or six or both. The sample was a systemat-
ic random sample that was stratified by cat-
egory of teacher. The categories of teachers
ranged in size, the largest being fifth-grade

teachers who teach sexuality education
varies by category of teacher: Thirty per-
cent of fifth-grade classroom teachers
cover this subject, as do 31% of sixth-grade
classroom teachers, 59% of nurses and
17% of other specialized teachers (physi-
cal and health education and science
teachers). At these grade levels, classroom
teachers are the largest category of sexu-
ality education teachers (77%), while 13%
are school nurses and 10% are physical or
health education or science teachers. 

More than half of nurses teach only
grades five and lower. By comparison,
there are equal numbers of specialist
teachers who teach only grade five or
lower, only grade six or only grades five
and six (data not shown).

Content of Sexuality Education
Puberty, one of the most basic topics, is the
most likely topic to be taught at these
grades: More than 90% of sexuality edu-
cation teachers cover this topic (Table 1,
page 214). As typically described in cur-
ricula for this age-group (though not nec-
essarily what was taught by these teachers),
puberty includes such topics as changes in
the functioning of glands, organs and hor-
mones; their influence on the body, feelings
and behaviors; and sexual behavior.11 A
large proportion of sexuality education
teachers—60% at grade five and 74% at
grade six—report that they cover sexuali-
ty as a natural and healthy part of life (Table
2, page 215). However, a very small pro-
portion of teachers—7% at grade five and
14% at grade six—cover sexual orientation
and homosexuality (Table 1).

The majority of sexuality education
teachers—53% at grade five and 63% at
grade six—cover sexual abuse (Table 1).
However, only 13% of fifth-grade and 
38% of sixth-grade teachers discuss the 
difference between consensual and forced

*The response rates for other teacher categories were 43%
for fifth-grade classroom teachers and science teachers,
46% for health education teachers and 51% for physical
education teachers.

†Of the 303,965 teachers in the United States who taught
in public schools with fifth and sixth grades in 1999,
134,275 were fifth-grade classroom teachers, 94,642 were
sixth-grade classroom teachers, 41,106 were physical ed-
ucation teachers, 19,452 were school nurses, 10,930 were
science teachers and 3,560 were health education teach-
ers.  (Source: Market Data Retrieval, Unpublished data
of public school teacher universe counts, March 9, 1999,
Shelton, CT: Market Data Retrieval, 1999.)

‡This percentage is based on data adjusted to reflect the
national distribution of teachers in the sampled grades
and specialties.

§Throughout the rest of this article, we refer to these
teachers as sexuality education teachers.
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condoms are ineffective for that purpose.
More than two-thirds (69%) of all fifth-
and sixth-grade sexuality education teach-
ers do not cover either of these issues (data
not shown). However, among the ap-
proximately one-third of teachers who
teach these topics, 17% of those who teach
that abstinence is the only alternative for
preventing pregnancy and STDs empha-
size the effectiveness of both means of pre-
vention, compared with 52% of those who
teach that abstinence is one option or is the
best option (data not shown).

We asked teachers whether they agreed
or disagreed with several statements re-
lated to the impact of teaching about ab-
stinence and contraception on students’
behaviors. Most sexuality education teach-
ers view both abstinence and contracep-
tion as effective messages. Seventy-two
percent of teachers say that students who
receive education that stresses abstinence
are less likely to have intercourse than stu-
dents who do not, and 86% of teachers say
that students who learn about contracep-
tives are more likely than those who do
not to use contraceptives if they are sex-
ually active (data not shown). However,
as many as one in five teachers (22%) think
that students who receive both of these
messages are more likely to become sex-
ually active than students who only re-
ceive the abstinence message. 

A large majority of fifth- and sixth-grade
sexuality education teachers discuss how
HIV and AIDS are transmitted: Approxi-
mately two-thirds (65%) teach this topic to
fifth-grade students and 80% teach it to

sexual contact, and only 10% of fifth-grade
and 35% of sixth-grade teachers discuss
the importance of both partners agreeing
to any sexual behavior (Table 2).

With the exception of puberty, a larger
proportion of sixth-grade teachers than
fifth-grade teachers cover sexuality edu-
cation topics. Between 54% and 68% of
sixth-grade teachers—compared to 26–41%
of fifth-grade teachers—cover topics re-
lated to decisions about relationships and
sexual intercourse, including abstinence
from intercourse, how to resist peer pres-
sure to have intercourse, dating and non-
sexual ways to show affection (Table 1).
Among this group of topics, abstinence
from intercourse is the most likely to be
taught, by 68% of sixth-grade teachers and
41% of fifth-grade teachers.

On a direct question about their overall
approach to teaching abstinence from in-
tercourse, 43% of fifth- and sixth-grade
teachers say they do not teach abstinence,
36% say they teach that abstinence is the
best alternative for preventing pregnancy
and STDs, 17% report that they teach that
it is the only alternative and 4% say they
present it as one alternative (data not
shown). Eleven percent of fifth-grade teach-
ers and 37% of sixth-grade teachers discuss
specific ways to avoid sex (Table 2). 

We also asked teachers whether they
emphasize that birth control can effec-
tively prevent pregnancy or, conversely,
that birth control is ineffective; and
whether they emphasize that condoms
can be an effective means of preventing
STD and HIV infection or, conversely, that

sixth-grade students (Table 1). In addition,
a majority of sexuality education teachers
(66%) discuss the broad topic of STDs,
though the proportions are somewhat
smaller than those who teach about HIV.
Fewer teachers discuss specific aspects of
STDs, such as that only some STDs are cur-
able and that symptoms of STDs and HIV
are sometimes hidden, absent or unno-
ticed: Approximately one-third of fifth-
grade teachers and almost two-thirds of
sixth-grade teachers cover these topics
(Table 2).

Overall, the proportions of fifth- and
sixth-grade sexuality education teachers
who cover the broad topics of birth con-
trol methods and factual information on
abortion are quite small (7–18%) at both
grades (Table 1). Slightly larger propor-
tions—10% of fifth-grade and 29% of sixth-
grade sexuality education teachers—teach
that pregnancies should be planned. How-
ever, very few cover specific aspects of
birth control—for example, how methods
work (Table 2). While 62% of fifth- and
sixth-grade teachers discuss both absti-
nence and STDs and HIV, half of these do
not cover birth control at all, and most of
the remaining half only answer students’
questions on birth control but do not teach
the topic (data not shown).

Estimates for All Teachers
So far, we have discussed the extent to
which sexuality education teachers cover
various topics of sexuality. To estimate the
extent to which all fifth- and sixth-grade
public school teachers in the United States
teach sexuality education, we adjusted the
proportion of teachers who say they cover
each topic by the proportion of teachers
who report that sexuality education is
taught in their school in either fifth or sixth
grade (72%). These estimates give a rea-
sonable indication of the extent to which all
fifth- and sixth-grade public school teach-
ers in the sampled categories teach sexu-
ality education and cover particular topics.

As may be expected, for all topics, the ex-
tent to which a topic is covered by all fifth-
and sixth-grade teachers in the sampled
specialties is much lower than the propor-
tion of sexuality education teachers in our
survey who say they teach each topic. Pu-
berty and how HIV is transmitted are the
only topics taught by half or more of all
fifth-and sixth-grade public school teach-
ers. These topics are taught by approxi-
mately 66% and 55% of all sampled fifth-
and sixth-grade teachers, respectively (data
not shown), compared with 93% and 77%
of all fifth- and sixth-grade sexuality edu-
cation teachers (Table 1). The topics STDs,

Table 1. Percentage of all public school fifth- and sixth-grade sexuality education teachers who
cover specific topics, by grade; and percentage of public school fifth- and sixth-grade sexu-
ality education teachers who think specific topics should be taught by grade five or earlier or
by grade six or earlier, 1999

Topic % who cover topic % who say topic should be
taught in specified grades

Grades 5/6 Grade 5 Grade 6 ≤grade 5 ≤grade 6
(N=617) (N=420) (N=296) (N=617) (N=617)

Puberty 92.9 88.9 80.7* 96.5 99.6**
How HIV is transmitted 76.8 65.4 79.8** 70.7 90.5***
STDs 65.6 51.2 73.0*** 56.1 83.8***
Sexual abuse 62.4 53.0 63.0 88.2 95.0**
Abstinence from intercourse 57.3 41.2 67.9*** 47.8 75.4***
How to resist peer pressure
to have intercourse 48.7 30.0 63.1*** 42.2 73.4***

Implications of teenage parenthood 45.3 30.1 56.1*** 37.0 67.0***
Dating 45.1 26.7 58.3*** 39.6 74.2***
Nonsexual ways to show affection 41.3 26.4 54.3*** 54.0 77.5***
Birth control methods 12.7 7.1 17.7** 12.5 30.8***
Abortion—factual information 11.5 6.7 16.4** 10.3 29.1***
Sexual orientation/homosexuality 11.2 6.9 14.3* 11.7 30.8***
Abortion—ethical issues 8.3 2.7 14.3*** 8.3 25.9***
Where to go for birth control 3.3 0.7 5.8* 5.2 20.2***
Correct way to use a condom 1.8 0.5 2.9 4.6 19.2***

*p<.05. ** p<.01. ***p<.001. Notes: All Ns are unweighted. For proportions of sexuality education teachers who teach various topics,
comparisons are between grade five and grade six. Data for teachers who teach both grades five and six are included in the values for
teachers who teach grade five and in the values for teachers who teach grade six. Teachers were asked about their teaching of each
topic at each grade. It was therefore possible to identify precisely the grade in which topics were taught.
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88% of sexuality education teachers be-
lieve sexual abuse should be taught by the
end of grade five, while in practice, 53%
of sexuality education teachers address
this topic in grade five. The gap also is
large for dating (40% vs. 27%) and for non-
sexual ways to show affection (54% vs.
26%). 

The gap between recommendations of
what should be taught by the end of grade
six and the actual proportions of sexuali-
ty education teachers who say they cover
certain topics, such as birth control meth-
ods, abortion and sexual orientation, in the
sixth grade is very large. For example,
while 19–31% of fifth- and sixth-grade -
sexuality education teachers think that
birth control and abortion should be cov-
ered by the end of grade six, only 3–18%
of sixth-grade sexuality education in-
structors actually teach these topics (Table
1). Similarly, while 31% of fifth- and sixth-

sexual abuse and abstinence from inter-
course are taught by 41–47% of all sampled
teachers. A very small proportion of teach-
ers (1–9%) cover birth control methods,
abortion and sexual orientation. 

Timing of Sexuality Education
•Teachers’ recommendations. The  majority
(67–100%) of fifth- and sixth-grade sexu-
ality education teachers believe that
schools should cover a number of topics—
puberty, how HIV is transmitted, STDs,
sexual abuse, abstinence from intercourse,
how to resist peer pressure to have sexu-
al intercourse, implications of teenage par-
enthood, dating  and nonsexual ways to
show affection—in grade six or earlier
(Table 1). The majority (54–97%) also say
that by the end of grade five, schools
should have taught about nonsexual ways
to show affection, STDs, how HIV is trans-
mitted, sexual abuse and puberty. 

Sexuality education teachers are much
less likely to think that topics such as birth
control and abortion should be covered by
grade five, but a larger proportion (19–31%)
believe that these topics should be taught
by grade six. Sexuality education teachers
of grades five and six are more likely than
teachers of grades 7–12 to say that each
topic should be taught in grade five or ear-
lier. For example, 97% of fifth- and sixth-
grade sexuality education teachers believe
that puberty should be taught by the end
of grade five, compared with only 81% of
teachers in grades 7–12 (data not shown).
Fifty-six percent of fifth- and sixth-grade
sexuality education teachers think STDs
should be taught in grade five or earlier,
compared with 29% of secondary school
sexuality education teachers.
•Actual timing of sexuality education. The
difference between the proportion of sex-
uality education teachers who think a
topic should be taught in grade five and
the proportion who say they teach that
topic indicates the extent to which schools
are not covering topics that teachers rec-
ommend be taught by certain grades. Sim-
ilarly, the difference between the propor-
tion who think topics should be taught
before or during grade six and the pro-
portion who say they teach those topics
at grades six (Table 1) indicates the extent
to which, by grade six, actual teaching falls
short of teachers’ recommendations. 

In all cases, sexuality education teach-
ers are less likely to teach each topic than
they are to say that each of the topics
should be covered by the end of grades
five and six (Table 1). The gap is relative-
ly small for puberty; however, it is much
larger for some other topics. For example,

grade sexuality education teachers believe
that sexual orientation should be taught
no later than grade six, only 14% do so in
grade six.

Gaps are much larger when we compare
our estimates for what all fifth- and sixth-
grade public school teachers are present-
ing with sexuality education teachers’
opinions of when topics should be cov-
ered. With the exception of puberty, how
HIV is transmitted and abstinence from in-
tercourse, our estimates of the proportions
of all fifth- and sixth-grade public school
teachers who teach specific topics are less
than half the proportions of sexuality ed-
ucation teachers who recommend the top-
ics be taught by the end of sixth grade (data
not shown). In the case of sexual orienta-
tion, birth control and abortion, the pro-
portions of all surveyed teachers who
teach these topics are less than one-third
the proportions of sexuality education

Table 2. Percentage of fifth- and sixth-grade sexuality education teachers who cover specific
skills and topics, by grade, 1999

Skills and topics Total Teaches Teaches Teaches
grade 5 grade 6 both grades

(N=617) (N=305) (N=153) (N=159)

Skills and relationships
How alcohol and drugs affect behavior 76.0 73.0 83.0 72.5
How to stick with a decision, even

under pressure 75.1 69.8 82.2 77.8
How to resist peer pressure to

have sexual intercourse 48.9 30.6 68.3 67.4
How to recognize and resist media 

pressure regarding sexual behavior 33.3 21.5 44.3 47.8
How to say no to a boyfriend/girlfriend

who wants to have sexual intercourse 30.0 16.8 41.0 49.3
Specific ways to avoid sex 23.8 10.6 36.6 41.0
The importance of both partners agreeing

to any sexual behavior 21.9 10.3 34.9 32.7
How to negotiate sexual limits 0.6 0.3 0.2 2.2

Sexuality
Sexuality is a natural and healthy part of life 66.2 59.9 74.2 70.4
Negative consequences of sexual intercourse

for teenagers 46.0 30.1 66.7 55.4
Difference between consensual

and forced sexual contact 24.6 12.9 38.1 34.8

STD/HIV
Sexual abstinence as a form of prevention 58.0 40.9 77.7 75.2
Symptoms of STDs/HIV are sometimes 

hidden, absent or unnoticed 50.6 36.3 66.5 65.7
There are many types of STDs 48.4 31.9 70.7 57.4
Only some STDs are curable 44.2 27.5 66.5 53.8
Signs and symptoms of STDs/HIV 40.6 27.7 56.6 51.0
Sexual monogamy as a form of prevention 29.8 13.8 48.6 44.4
Use of condoms as a form of prevention 27.2 17.7 38.8 34.7
STDs/HIV can be contracted during oral

or anal intercourse 15.7 8.0 22.1 27.1

Birth control
Pregnancies should be planned 19.1 10.1 29.4 28.2
The importance of using both a condom and

a more effective birth control method to 8.5 5.6 11.9 10.4
avoid both pregnancy and STDs/HIV

The importance of using a method correctly
and consistently 7.6 3.9 10.7 13.0

How individual birth control methods work 6.4 3.6 8.7 10.0

Notes: All Ns are unweighted. Teachers were asked whether they taught topics and skills, but not whether they taught a given topic or
skill in each grade. Presented here are the proportions of teachers teaching these topics and skills according to the grade level they
taught (fifth grade, sixth grade or both fifth and sixth grade). Teachers classified as teaching both fifth and sixth grade may actually cover
some topics only in fifth grade or only in sixth grade.
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likely than other teachers to cover topics
related to STDs and birth control. For ex-
ample, 14% of nurses and 19% of special-
ized teachers cover the importance of
using a condom correctly and consistent-
ly, compared with 4% and 7% of fifth- and
sixth-grade classroom teachers, respec-
tively (data not shown). 

Personal Skills and Teaching Approaches
Educators now recognize that decision-
making and communication skills should
be covered in sexuality education curric-
ula.12 While we did not address these com-
ponents of sexuality education in-depth
in the survey, we obtained information on
a few key personal skills. Seventy-six per-
cent of sexuality education teachers say
they teach fifth- and sixth-grade students
about how alcohol and drugs affect be-
havior; a similarly large proportion (75%)
of sexuality education teachers also discuss
how to stick with a decision even under
pressure. Fewer fifth- and sixth-grade sex-
uality education teachers (49%) discuss
how to resist peer pressure to have inter-
course. Even smaller proportions of teach-
ers (approximately one-third) discuss how
to recognize and resist media pressure re-
garding sexual behavior and how to say
no to a boyfriend or girlfriend who wants
to have sex. Still fewer teachers  (22% and
24%, respectively) say they discuss the im-
portance of both partners agreeing to any
sexual behavior and specific ways to avoid
sex (Table 2). Generally, teachers respons-
ible only for grade five are much less like-
ly to cover these skills than are sixth-grade
teachers or those who teach both grades
(Table 2). 

We analyzed the use of teaching ap-
proaches according to whether teachers

teachers who recommend the topics be
taught by the end of sixth grade. 

School Setting and Teacher Specialty 
The grades offered in a school make rela-
tively little difference in whether most
general topics, including personal skills,
are covered in sexuality education (data
not shown). For example, among fifth-
and sixth-grade sexuality education teach-
ers who teach in schools where the high-
est grade is six, 32% cover the topic “how
to recognize and resist media pressure re-
garding sexual behavior,” which is very
similar to the proportion of fifth- and
sixth-grade teachers who do so in schools
that include some secondary grades (36%).
However, coverage of some more ad-
vanced topics related to sexual relation-
ships, STDs, HIV and birth control is
somewhat greater in schools that include
secondary grades than in those that do
not. For example, among fifth- and sixth-
grade sexuality education teachers who
teach in schools where the highest grade
is six, 24% cover the topic “how condoms
can be used as a form of prevention of
STDs and HIV,” which is substantially
lower than the proportion of fifth- and
sixth-grade teachers who do so in schools
that include secondary grades (36%). 

Compared with sixth-grade classroom
teachers, fifth-grade classroom teachers
are significantly less likely to cover all top-
ics except for the most basic skills. Al-
though nurses generally are less likely
than grade six classroom teachers or spe-
cialist teachers to teach sexuality educa-
tion, a moderate proportion (20–40%) of
those who do teach the subject teach many
topics. However, both school nurses and
specialist teachers are somewhat more

covered specific decision-making and
communication skills to assess the extent
to which teachers who cover these skills
use approaches that are most appropriate
for the subject matter. While almost all use
lectures and class discussions, many sex-
uality education teachers also incorporate
small-group discussions and role-playing
or simulation techniques—approaches
that have been shown to be effective, es-
pecially for teaching communication and
decision-making skills.13 Almost half of
fifth- and sixth-grade sexuality education
teachers use small-group discussions and
more than a third use role-play or simu-
lation. Although our analyses cannot lead
us to conclude what proportions of teach-
ers use a specific teaching approach for
particular subject matter, they indicate that
large proportions of teachers who teach
personal skills do not use the teaching ap-
proaches that are considered to be the
most appropriate for teaching such skills.
For example, among teachers who discuss
how to stick with a decision, 42% use role-
playing or simulation techniques (Table
3)—with 8% doing so often and 34%
sometimes (data not shown).

Environmental Influences 
•Policy. Among fifth- and sixth-grade sex-
uality education teachers, most (83%) re-
port that their school districts have a sex-
uality education policy. The remaining
17% report that the district’s policy is to
leave the decision to provide sexuality ed-
ucation to individual schools or individ-
ual teachers (data not shown).

Almost all teachers (95%) in schools that
have a sexuality education policy report
that their school engages parents in deci-
sions regarding sexuality education. The
most common policy, mentioned by 92% of
sexuality education teachers, is to give par-
ents the opportunity to review curriculum
content. In addition, most teachers (89%)
report that their school informs parents that
they have the option to remove their child
from sexuality education classes; 87% say
their school requires that parents be noti-
fied of the topics that will be covered in sex-
uality education. Fifty-two percent of teach-
ers are in schools that require written
parental permission for students to attend
sexuality education classes (also called an
“opt-in” or active consent policy).

More than two-thirds (69%) of fifth- and
sixth-grade sexuality education teachers
are in schools that have a required cur-
riculum. Among these teachers, 49% re-
port that their school restricts their abili-
ty to answer students’ questions on topics
not included in the curriculum.

Table 3. Percentage of fifth- and sixth-grade sexuality education teachers who teach personal
skills and, among those who do so, percentage who often or sometimes used various teach-
ing approaches, by skill

Skill % who Class Lecture Audio- Small- Role-play/ Outside
teach discussion visual group simulation speakers
skill materials discussion

Total na 95.6 90.5 90.6 48.2 36.0 39.2
How alcohol and drugs

affect behavior 76.0 97.3 91.5 88.5 51.8 41.5 42.3
How to stick with a decision,

even under pressure 75.1 96.4 92.1 89.0 52.1 42.2 41.9
How to resist peer pressure

to have sexual intercourse 48.9 97.5 94.0 92.7 52.9 43.5 38.6
How to recognize and 

resist media pressure
regarding sexual behavior 33.3 99.0 93.3 88.5 56.5 49.3 37.5

How to say no to a
boyfriend/girlfriend who
wants to have
sexual intercourse 30.0 97.1 94.0 94.8 54.0 52.2 39.1

Specific ways to avoid sex 23.8 92.1 96.9 95.0 56.8 51.7 42.9

Notes: We did not ask teachers about their use of teaching approaches for specific skills, but for teaching in sexuality education class-
es in general. na=not applicable.
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need assistance with materials, and of the
extent and type of difficulties they expe-
rience in covering particular topics. 

Approximately 40–53% of fifth- and
sixth-grade sexuality education teachers
responding to the question report that they
need some kind of assistance. The level of
assistance they need varies according to
topic (Table 5). Need for teaching materi-
als is slightly greater (29–40%) than the
need for teaching strategies (20–33%) or
factual information (15–35%). By com-
parison, 7th–12th-grade sexuality educa-
tion teachers are much less likely to need
assistance of any kind (data not shown).

A substantial minority (31–41%) of fifth-
and sixth-grade sexuality education teach-
ers report difficulty teaching certain top-
ics because of actual or potential pressure
from the school administration, parents
or the community (Table 6, page 218). The
topics they report to be
problematic are abortion
as one of several options
for pregnant teens, ho-
mosexuality, birth con-
trol methods and how to
use condoms. In com-
parison, they report lit-
tle difficulty in teaching
sexual decision-making,
sexual abuse, STDs and
abstinence from inter-
course. 
•Problems teachers face.
Pressures—whether
from parents, communi-
ty or school administra-
tion—that are being
placed on teachers also
emerged in an open-
ended question about
the biggest problems fac-

Only a small proportion (13%) of fifth-
and sixth-grade sexuality education teach-
ers report that their school’s policy allows
them both to teach birth control and to an-
swer students’ questions about it. Ap-
proximately one in five teachers (22%) say
their school administration tells them not
to teach and not to answer questions about
birth control. An additional 24% are told
not to teach birth control, but that they
may answer students’ questions about it.
(As might be expected, few teachers—less
than 1%—are told to teach birth control
but to not answer students’ questions.) A
large proportion (41%) did not mention
any of these conditions when describing
their school’s policy. Forty-four percent of
this group report that they do not teach
birth control at all, 28% report that the
teacher has discretion whether to discuss
birth control, 14% say their school directs
them to refer students to other sources and
14% did not specify a reason.
•Support and difficulties. The majority (62%)
of sexuality education teachers report that
their school administration supports their
efforts to meet the sexuality education
needs of their students (Table 4). Forty-six
percent report that parents support their
teaching and 39% say the community sup-
ports it. Nevertheless, 38% of sexuality ed-
ucation teachers say they are cautious
about what they teach because of possi-
ble adverse community reaction, 25% be-
lieve their administration is nervous about
possible community reaction to sexuali-
ty education and 21% feel that restrictions
imposed on their teaching prevent them
from meeting their students’ sexuality ed-
ucation needs. Notably, teachers who re-
port community or parental support for
their efforts are much less likely to say that
their school administration is nervous and
are more likely to say that they have the
support of the school administration (not
shown).

We asked all sexuality education teach-
ers about the kinds of assistance they need
and about their difficulties with teaching
specific topics. Some teachers who do not
teach the topics answered these questions,
possibly suggesting that their need for as-
sistance or their difficulties may account
in part for their not teaching some topics.
However, most teachers who do not teach
these topics did not answer these ques-
tions; we do not know whether these fac-
tors (need for assistance and difficulties
teaching topics) are significant reasons
why this group of teachers does not teach
these topics, or whether they are irrelevant.
Nevertheless, these results provide some
indication of the extent to which teachers

ing the respondent as a sexuality education
teacher. Twenty-four percent of teachers
say such pressures are their top problem
and 46% of teachers say they are one of the
three biggest problems (data not shown).
Problems with students are another top
concern: Twenty-three percent of fifth- and
sixth-grade teachers give this as their
biggest problem, and 42% cite it as one of
the three biggest problems. Teachers men-
tion such specific student-related problems
as apathy and lack of serious attention to
the subject; an attitude of invincibility;
misinformation; diversity of maturity; and
environmental problems, such as high
pregnancy rates and a high level of sexual
abuse.

By comparison, 7th–12th-grade sexu-
ality education teachers are much less like-
ly to report that pressures are one of their
top problems and are more likely to point

Table 4. Percentage distribution of sexuality education teachers, by level of agreement with
statement about support received from school administration, parents and community, ac-
cording to statement

Statement Agree Neutral Disagree Total

My school administration supports my efforts to
meet sexuality education needs of my students. 62.0 27.4 10.6 100.0

Parental attitudes support my efforts to meet 
sexuality education needs of my students. 46.2 36.6 17.1 100.0

Community attitudes support my efforts to meet 
sexuality education needs of my students. 38.8 40.3 20.8 100.0

My school administration is nervous about possible 
adverse community reaction to sexuality education. 25.1 25.9 49.0 100.0

Restrictions imposed on sexuality education prevent 
me from meeting the needs of my students. 21.0 20.4 58.6 100.0

I have to be careful about what I teach because of 
possible adverse community reaction. 38.4 29.2 32.4 100.0

Notes: We asked respondents to indicate the degree to which a statement reflected their situation, on a scale from 1–5, where 1=“not
at all” and 5=“a great deal.” Answers were grouped as follows: 1–2=disagree; 3=neutral; and 4–5=agree. Unweighted number of 
respondents ranged from 541 to 548, depending on response to statement.

Table 5. Percentage of fifth- and sixth-grade sexuality education
teachers who report needing assistance in teaching specified top-
ics, by type of assistance needed, according to topic; and per-
centage and number of sexuality education teachers who answered
question

Topic Assistance needed % who N

Any Factual Teaching Teaching
answered

infor- materials strategies
question

mation

STDs 53.2 30.8 37.8 20.3 65.6 319
HIV/AIDS 52.4 30.4 39.4 22.1 68.3 408
Sexual orientation/

homosexuality 50.4 19.8 33.7 32.5 22.3 158
Abortion—ethical

issues 49.1 28.9 40.1 30.3 16.2 126
Sexual abuse 48.9 26.1 36.7 29.0 54.9 335
Abortion—factual

information 48.0 34.9 32.6 21.9 18.7 138
Skills to resist

peer pressure 45.3 15.3 37.1 27.5 65.5 385
Birth control methods 43.5 24.9 31.2 25.7 21.8 161
Sexual abstinence 39.9 19.0 28.6 21.6 48.8 324

Note: Ns are unweighted.
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In keeping with established national
guidelines for sexuality education curric-
ula,16 puberty is the topic that sexuality ed-
ucation teachers in grades five and six are
most likely to cover, followed by the trans-
mission of HIV. Certain other topics are
also highly likely to be covered—for ex-
ample, STDs, sexual abuse, abstinence
from intercourse and the view that sexu-
ality is a natural and healthy part of life.
In contrast, topics related more specifically
to sexual activity are less likely to be cov-
ered, especially specific birth control top-
ics. Given how many schools do not pro-
vide sexuality education at these grades,
at most just slightly more than half of all
fifth- and sixth-grade public school teach-
ers cover any sexuality education topics—
even a subject like puberty.

Educators increasingly recognize that
personal skills and strategies to resist pres-
sure are very important components of
any sexuality education curriculum. A
large proportion of sexuality education
teachers cover two basic skills—how al-
cohol and drugs affect behavior and how
to stick with a decision, even under pres-
sure. Teachers are much less likely to teach
other skills that relate directly to decisions
about sexual behavior. However, the qual-
ity of the instruction likely varies sub-
stantially, because many teachers do not
use the teaching approaches that are most
effective in teaching such skills—for ex-
ample, role-playing, simulation and small-
group discussions. External factors such
as large class size, too little time allocated
to sexuality education and insufficient
training also constrain teachers’ ability to
use the more effective teaching strategies.

Environmental factors may influence
sexuality education and are likely to vary
significantly across and within commu-
nities. This makes it difficult to apply any

standardized curriculum and requires
teachers to adapt and improvise. More-
over, even within classrooms, children of
a similar age will vary in their develop-
ment and growth, making it difficult for
sexuality education teachers to provide in-
formation that is appropriate for the age
and developmental level of all children in
a particular class.

The teaching of abstinence from inter-
course in fifth- and sixth-grade varies
widely. Two in five sexuality education
teachers report that they do not teach it,
while almost one in five teach that it is the
only alternative for preventing STDs and
pregnancy; another two in five present ab-
stinence as the best alternative or as one
alternative. The proportions of sexuality
education teachers who cover abstinence
at grades five and six are significantly
smaller than the proportions of 7th–12th-
grade teachers who do so—nine in 10 of
whom teach abstinence and about one in
four of whom teach that abstinence is the
only alternative. 

There is a large gap between the pro-
portion of teachers who think topics
should be taught by grade five or earlier
and the proportions of teachers who say
they teach the topics at that grade. This gap
is especially large for sexual abuse and for
nonsexual ways to show affection. There
are also large differences between what
teachers recommend that students be
taught by the end of grade six and what
teachers say they teach in what grades,
particularly for birth control, abortion, sex-
ual orientation and condom use. Interest-
ingly, fifth- and sixth-grade teachers think
that some topics should be introduced at
an earlier grade than what 7th–12th-grade
teachers recommend. It may be that fifth-
and sixth-grade teachers, who have day-
to-day interactions with students in these
early grades, are more likely to understand
the needs of this age-group than are teach-
ers of older students. 

Fifth- and sixth-grade sexuality educa-
tion teachers say their schools try to in-
volve parents in their children’s sexuali-
ty education: Most schools notify parents
about sexuality education, inform them
of the option to remove their children from
such classes and allow parents to review
the curriculum. Slightly more than half of
the teachers say that their schools have an
“opt-in” policy, suggesting that the ad-
ministrative demands of ensuring writ-
ten parental permission is obtained from
each student are substantial.17 Further-
more, if a large proportion of parents ne-
glect to complete and return the necessary
paperwork for their children to participate
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to student-related problems as the biggest
problem they face. Other common cate-
gories of problems for fifth-and sixth-
grade teachers were not having enough
time and lacking up-to-date, appropriate
and readily available teaching materials
(data not shown). 

Discussion
The large majority of fifth- and sixth-grade
public school teachers report that sexual-
ity education is taught at these grades,
with more than half reporting that sexu-
ality education (very broadly defined) is
taught in fifth-grade classrooms in pub-
lic schools and nearly two-thirds saying
it is taught in sixth-grade classrooms.
However, the fact that almost three out of
10 teachers work in schools that do not
provide sexuality education to students
in grades five and six may in part reflect
the public’s ambivalence about sexuality
education for younger students. In a pub-
lic opinion poll about sexuality education,
93% of adults supported sexuality edu-
cation courses for high-school age stu-
dents and 84% supported courses for ju-
nior high school–age students, but only
48% supported courses for older elemen-
tary school–age students (ages 9–11).14

Nonspecialist, or classroom, teachers are
the largest category of sexuality education
teachers in fifth and sixth grades, consti-
tuting three out of four of all those who say
they teach the subject. Depending on the
extent of their training in sexuality edu-
cation, both classroom teachers and oth-
ers who cover the subject may not be ad-
equately prepared to teach it.15 Thus, it is
not surprising that the majority of fifth-
and sixth-grade sexuality education teach-
ers report that they could use some assis-
tance—such as factual information, teach-
ing materials or teaching strategies.

Table 6. Percentage of fifth- and sixth-grade sexuality education teachers who reported expe-
riencing difficulties in teaching sexuality education topics, by type of difficulty, according to
topic; and percentage and number of sexuality education teachers who answered question

Topic Difficulty experienced % who N

Any Insufficient Personal Pressure
answered

information reasons (actual/potential)
question

How to use condoms 64.4 9.0 19.9 40.8 20.0 145
Abortion as one of

several options for
pregnant teenagers 62.3 13.8 20.8 35.5 19.0 134

Sexual orientation/
homosexuality 48.5 10.4 12.1 31.7 25.9 173

Birth control methods 44.1 7.5 8.0 31.1 28.5 192
STDs 20.0 12.7 8.4 8.2 54.9 345
Sexual decision-making 18.7 5.7 2.6 11.1 48.0 303
Sexual abuse 14.7 6.7 1.8 6.6 57.1 330
Abstinence from

intercourse 12.9 3.6 0.9 8.4 54.9 348

Note: Ns are unweighted.
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teach at any grade level and often is con-
troversial, given the sensitivity of the sub-
ject and the conflicted attitudes and val-
ues that exist in the broader society.
Sexuality education teachers in the fifth
and sixth grade feel that topics should be
introduced at earlier grade levels than is
currently occurring. In addition, sexuali-
ty education teachers at these grades re-
port encountering more ambivalence and
less support from the community, parents
and administrators than do teachers at the
secondary level. These findings suggest
that sexuality education is particularly
challenging at the upper elementary
school level, a time when most students
have not yet become sexually active and
could benefit from information, advice
and skills development.
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strong program evaluations had resulted
in limited knowledge about effective teen-
age pregnancy prevention approaches.
Hence, despite the relatively small amount
of funding for projects, the intent of the
1993 legislation was to conduct rigorous
evaluations to test potentially effective
pregnancy prevention strategies and de-
termine their impact on teenagers’ sexu-
al behavior. In keeping with this commit-
ment, the health department required that
projects, with the assistance of the evalu-
ation team, develop strong evaluation de-
signs, preferably employing randomized
assignment or at least using matched com-
parisons. Of the 11 funded projects, eight
have randomized designs. One of these is
being assessed as part of a national eval-
uation; the remaining seven are the focus
of this article. 

These projects are distinctive in that
they use a “client-centered” intervention
approach, which combines education and
skills-building with a broad array of in-
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Using Randomized Designs to Evaluate
Client-Centered Programs to Prevent
Adolescent Pregnancy
By Dennis McBride and Anne Gienapp

In 1993, concerns about the social and
financial costs of teenage pregnancy
and parenthood led the Washington

State legislature to pass a bill authorizing
the state health department to fund com-
munity-based teenage pregnancy pre-
vention projects, family planning services
for teenagers and a statewide media cam-
paign. Funding for the pregnancy pre-
vention projects was provided through a
competitive process that was open to
health departments, schools, family plan-
ning agencies, churches and youth orga-
nizations. Of the 50 agencies that applied,
11 (with a total of 13 sites) received fund-
ing, in amounts ranging from $40,000 to
$50,000 per year. In 1995, the state health
department contracted with the Wash-
ington Institute, a research and training
institute affiliated with the University of
Washington, to conduct an evaluation of
the community-based projects. 

The health department, evaluators and
state legislators were aware that a lack of

dividualized services. This article, based
on results of a four-year evaluation of
Washington’s client-centered adolescent
pregnancy prevention projects, highlights
the challenges experienced in the imple-
mentation of rigorous evaluation designs
in small programs and the benefits of such
designs for policy decisions.

Evaluations in Perspective
Since the early 1990s, the rate of teenage
pregnancy has been declining nationally
and in Washington State.1 Nevertheless, the
problems and consequences of teenage sex-
ual activity and pregnancy, which are well
known, continue to be widespread.

Of concern are the many negative out-
comes associated with teenage pregnan-
cy—for teenage mothers and fathers, their
children and society in general. For exam-
ple, compared with women who give birth
at ages 20–21, those who become mothers
at age 17 or younger have worse outcomes
on several dimensions, including the like-
lihood of completing school, having a sub-
sequent pregnancy and being a single par-
ent. Their children receive less health care
than the children of older mothers, and
they have lower cognitive scores, more dif-
ficulty in school, poorer health, less-stim-
ulating and less-supportive home envi-
ronments, and higher rates of incarceration
and adolescent childbearing.2

Of further concern are rates of sexual-
ly transmitted diseases (STDs) among
teenagers. Every year, three million teen-
agers acquire an STD. This total represents
25% of sexually active teenagers and 13%
of all teenagers. In 1995, 10–29% of sexu-
ally experienced adolescent women were
infected with chlamydia, and nearly
175,000 teenagers had gonorrhea.3

The costs associated with the conse-
quences of early sexual activity—including
pregnancy, childbirth and STDs—are enor-
mous. Direct program costs for mothers de-
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Context: Interventions to prevent adolescent pregnancy (primarily curriculum-based programs)
have not produced convincing evidence as to their success. Moreover, many evaluation approaches
have been inadequate to assess program effectiveness. Therefore, rigorous evaluation of dif-
ferent kinds of interventions may help identify potentially effective strategies to prevent adoles-
cent pregnancy. 

Methods: An experimental design, in which clients were randomized to treatment and control
groups, was used to evaluate the effects of a “client-centered” approach to reducing pregnan-
cy among high-risk young people in seven communities in Washington State. Four projects served
1,042 youth (clients aged 9–13), and three served 690 teenagers (primarily clients aged 14–17).
Projects offered a wide variety of services tailored to individual clients’ needs, including coun-
seling, mentoring and advocacy.

Results: On average, clients in the treatment group at youth sites received 14 hours of service,
and their teenage counterparts received 27 hours; controls received only 2–5 hours of service.
At one youth site, clients were less likely to intend to have intercourse after the intervention than
before; at another, they became less likely to intend to use substances. Clients at one teenage
project reported reduced sexual behavior and improved contraceptive use after receiving ser-
vices; teenagers at another site reported reduced sexual intentions and drug use, and a greater
intention to use contraceptives. The programs showed no other effects on factors that place
young people at risk of becoming pregnant, including their sexual values and educational as-
pirations, communication with their parents (measured at youth sites only), and sexual and con-
traceptive behavior (assessed for teenagers only).

Conclusions: High-risk clients likely need considerably more intervention time and more in-
tensive services than programs normally provide. Rigorous evaluation designs allow continued
assessment that can guide program modifications to maximize effects.

Family Planning Perspectives, 2000, 32(5):227–235
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Table 1. Characteristics of community-based teenage pregnancy prevention projects funded by the Washington State Department of Health,
1995–1999

Objective Intervention Setting and staff Target
clients

Site A
To enhance protective • Education and skills-building: School counselors conduct 10–12 group sessions, • Setting: Project is administered Youth in 
factors in order to covering topics related to sexuality, risk behaviors (e.g., substance use), and coping in middle schools by a local grades 
increase resiliency in with stress and anger. health department. 7–8
adolescents, thereby • Mentorship: Youth are matched with adult mentors according to mutual career interests. • Staff: Staff include a social
preventing early The intent is for youth and mentors to meet at least monthly and have at least weekly worker and school counselors.
pregnancy. phone contact.

• Case management: Project staff facilitate clients’ relationship with mentors, make
referrals to community services (including family planning) as needed and address
family issues as needed.

Site B
To provide communica- • Education and skills-building: Monthly group sessions are held with school counselors • Setting: Project is administered Youth 
tion and decision-making throughout the school year. Topics include pregnancy prevention, HIV and other STD in middle schools by a local aged
skills, as well as absti- prevention, anger management, suicide, self-esteem, domestic violence and goal-setting. family planning clinic. 11–14
nence and sexuality Activities and videos are used to enhance sessions. • Staff: Staff are health and
education, to at-risk • Weekly lunch meetings: Project staff meet with youth weekly to discuss and reinforce sexuality educators and
youth in order to deter education topics and provide support. school counselors.
early sexual activity. • Social/recreational activities: Youth are invited to participate in activities monthly to

foster connections among peers and with project staff.

Site C
To provide structured • Education and skills-building: Staff conduct 10 hours of group sessions dealing with • Setting: Project is administered Youth 
psychological and edu- issues related to risk for teenage pregnancy. Additionally, youth receive five sessions by a mental health agency in aged
cational services to of the Postponing Sexual Involvement curriculum in school health classes. local middle schools. 11–14
assist youth in delay- • Advocacy: Advocates work with youth individually and in groups to provide a mentor • Staff: Staff are social workers,
ing the onset of sexual relationship as well as counseling services, family support, opportunities for recreation social work interns or college
activity and avoiding and assistance in making contact with other community services (including family planning). students (advocates).
early pregnancy.

Site D
To provide education and • Education and skills-building: Weekly groups meet throughout the school year. Topics • Setting: Project is administered Females 
support to girls at risk for include pregnancy and STD prevention; dating violence; friendship; self-esteem; where in middle schools by Planned in grades
early sexual activity. to get help in the community; and communication, decision-making and refusal skills. Parenthood. 7–8

• Advocacy: Project staff provide support and advocacy in the group setting linking clients • Staff: Staff are health and
with resources and school and community services (including family planning). In sexuality educators 
addition, youth are offered individualized support on a regular basis throughout the and counselors.
school year. Individual sessions address issues that arise during groups, build
relationships between staff and clients, and explore issues of importance to clients.
• Social/recreational activities: Several times throughout the year, youth are invited to 
participate in social/recreational activities, including arts and crafts, cultural activities,
outings to the YMCA and family events.

Site E
To provide enhanced • Advocacy: Staff provide education and support to teenagers who visit a family planning • Setting: Project is administered Females
family planning services clinic. Education focuses on ways to avoid STDs and pregnancy, correct contraceptive by a local health department aged
to help teenagers avoid use and relationship issues. Support may include counseling and helping teenagers in its family planning clinic. 14–17
pregnancy. make contact with other community services or reenter school. • Staff: Staff are nurses, health

educators and social workers.

Site F
To provide education, • Education and skills-building: Weekly groups throughout the school year address self- • Setting: Project is administered Females
support and referrals esteem; sexuality; pregnancy and STD prevention; identifying and avoiding risky behavior; in middle and high schools aged
to young women at risk life planning; and communication, decision-making, risk reduction, planning and by Planned Parenthood. 14–17
for early sexual activity goal-setting skills. • Staff: Staff are health and
or pregnancy. • Advocacy: Support is provided in the group setting and individually. Individual sessions sexuality educators.

address issues that arise during groups, build relationships between staff and clients, 
and explore issues of importance to clients. The intensity of individual support varies
according to clients’ needs. In addition, staff make referrals and assist clients in
accessing other community resources as needed (including family planning).
• Social/recreational activities: Clients are invited to participate in periodic social/
recreational activities.

Site G
To empower young • Support groups: Weekly group sessions throughout the school year address conse- • Setting: Project is administered Females
women, improve their quences of sexual behavior, family and friendship relationships, healthy and unhealthy in schools and other community- aged
self-esteem and help intimate relationships, decision-making and stress management. Information is provided based settings by a local 14–17
them avoid early preg- via worksheets, videos and guest speakers. health department.
nancy by offering sup- • Advocacy: Staff provide individual support, including counseling and referrals to com- • Staff: Staff are health and
port, care and a safe munity services (including family planning). sexuality educators and social
place. • Mentorship: Youth are matched with mentors (women aged 18–30) from local colleges, workers.

who meet with teenagers at least one hour per week and provide opportunities for recre- 
ation and additional support.
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livering at age 17 or younger are estimated
to be nearly $7 billion more than those for
women delivering when they are 20–21
years of age. This figure rises even further
when other, associated costs are considered.4

Investment in the prevention of early
sexual activity and teenage pregnancy
clearly is warranted. However, the effec-
tiveness of many teenage pregnancy pre-
vention interventions remains unknown
or uncertain because of a lack of careful-
ly conducted outcome evaluations.5 A de-
finitive review of more than two decades’
worth of evaluations found only 27 meet-
ing criteria that are hardly “rigorous” by
evaluation standards—namely, the eval-
uation had to have been published, and
its design had to have included at least a
comparison group.6

Despite the weaknesses and short sup-
ply of evaluations of teenage pregnancy
prevention programs, there is evidence
that some interventions—primarily cur-
riculum-based programs that provide the
same basic services to each client, gener-
ally in a school setting—have an effect on
primary outcome measures such as sex-
ual behavior and pregnancy.7 Yet the mag-
nitude of these interventions’ effect on
teenage pregnancy rates remains uncer-
tain, and more evaluation is needed.8 At
the same time, rigorous evaluation of
other kinds of programs may add to cur-
rent knowledge regarding potentially ef-
fective interventions.

Research and evaluations suggest that
in addition to curriculum-based activities,
access to family planning services is an im-
portant factor for reducing teenage preg-
nancy.9 In particular, efforts to facilitate
and promote teenagers’ use of contra-
ceptives seem warranted. Although the
majority of teenagers who engage in sex-
ual intercourse report using contracep-
tives, 25% of those aged 15–17 and 16% of
those aged 18–19 use no method.10 More-
over, even among teenagers who use a
method to prevent STDs or pregnancy, in-
correct or inconsistent use increases the
likelihood that the method will be inef-
fective. In addition to community-based
prevention programs, family planning ser-
vices aimed at teenagers yield opportu-
nities to provide reinforcement regarding
teenagers’ consistent and proper use of
contraceptives, even when sexual en-
counters are unplanned.11

Additionally, prevention programs that
offer broad services and address an array
of risk factors for early pregnancy may have
more potential to influence teenagers’ be-
havior than simplistic programs or inter-
ventions that address only one risk factor.12

guish in this evaluation between “youth”
and “teenage” projects because while all
projects have the objective of reducing ado-
lescent pregnancy, their strategies differ ac-
cording to their clients’ age-group: Projects
that provide services to older teenagers ad-
dress sexual behavior directly; those serv-
ing younger clients address factors
thought to increase the risk of too-early
pregnancy. 

Teenagers served by Washington’s com-
munity-based projects are referred by
school counselors, family planning clin-
ics and other social service agencies.
Clients are often referred because they are
perceived to be at high risk of becoming
involved in premature sexual activity or
pregnancy. A summary of several items
from the evaluation instrument that cor-
relate with early sexual behavior (Table 2)
confirms that teenagers who participate
in the community-based projects are at el-
evated risk. For instance, 22% of clients re-
ported that their mother did not finish
high school; by contrast, the proportion
was 16% in a study conducted among a
general school population of the same
age.15 Additionally, 17% of clients at youth
sites and 13% of those at teenage sites re-
ported getting mostly Ds and Fs in school,
compared with 5–6% of students of sim-
ilar ages in the general population.16 Low
levels of maternal education and school
achievement are associated with too-early
sexual activity.17

The Client-Centered Approach
Background
Programs based on theoretical models ap-
pear to be the most effective at changing
behavior and provide opportunities for
strong evaluations.13 However, none of the
projects described in this article is explic-
itly based on a clearly identified theoret-
ical model. Instead, the “client-centered”
model is an approach developed primar-
ily by service providers and is based upon
their conclusions about why teenagers be-
come involved in risky sexual behaviors
and pregnancies. According to providers,
many teenagers lack “real” information
about sexual activity and its consequences;
lack adults and peers they can trust and
confide in; lack positive coping skills to
manage stress, sadness and anger; and
lack consistent emotional support and
positive guidance.14 Providers believe that
addressing these needs is key to helping
teenagers avoid risky behaviors and
pregnancy.

Washington’s community-based teenage
pregnancy prevention projects utilize an
approach that is more comprehensive than
typical curriculum-based models. They ad-
dress a wide range of issues and behaviors
associated with early pregnancy, including
values and attitudes about teenage sexual
activity and pregnancy; alcohol and drug
use; delay of sexual activity; prevention of
STDs; enhancement of coping skills, life
planning and goal-setting; and support for
youth and their families. Interventions are
intended to be flexible and tailored to each
client’s needs and risk level. Although
many projects incorporate sexuality edu-
cation—some use popular curricula such
as Postponing Sexual Involvement, Sex
Can Wait or Reducing the Risk—they mod-
ify educational messages according to teen-
agers’ individual or community circum-
stances. They also provide individualized
support services, including advocacy,
counseling or mentorship; links to clinical
family planning services; and opportuni-
ties for clients to participate in social or
recreational activities. 

The Projects
Six of the seven projects described in this
article are administered in local middle
and high schools (Table 1). Three are based
in family planning organizations, three in
local health departments and one in a
mental health agency. Project staff include
trained sexuality educators, social work-
ers and counselors.

Four projects focused on youth (those
aged 9–13), and three served teenagers
(primarily 14–17-year-olds*). We distin-

Table 2. Percentage of clients with selected
characteristics or mean values for selected
characteristics, by type of site

Characteristic Youth Teenage
(N=1,042) (N=690)

Percentages
Female 70 90
Nonwhite 47 26
Grades mostly Ds/Fs 17 13
Mother did not finish

high school 22 23
Used in past month:

Alcohol 22 45
Tobacco 24 46
Marijuana 15 32

Ever had intercourse na 63
Ever was pregnant na 20

Means
Age 13.1 15.4
Sexual behavior intent† 6.9 8.4

†Sexual behavior intent is measured on a four-item scale (see Table
5), with possible scores ranging from 4 to 20. Note: na=not ap-
plicable because the survey for youth sites does not include items
addressing sexual or contraceptive behavior. 

*Teenage projects were open to clients aged 12–17, but

because of consent issues, they served mainly clients 14

and older.
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Implementing Evaluations
Establishing rigorous evaluation protocols
for adolescent pregnancy prevention
projects—or for any social and health ser-
vice program—is a difficult process. We
were originally attracted to evaluating these
projects because the state health department
was willing to require rigorous evaluation
despite myriad commonly heard reasons
why such evaluations cannot be done. Al-
though the evaluation is now well estab-
lished,  many challenges and barriers to im-
plementation arose during the first year. 

At the outset, most project staff were not
accustomed to doing program evaluation,
let alone following the protocol of a ran-
domized design. Therefore, they faced a
steep learning curve with regard to iden-
tifying “treatment” and “control” clients
(i.e., those who will receive the intensive,
client-centered services being addressed vs.
those who will receive no services or the
services typically provided at the site), col-
lecting and tracking data, and adopting
systematic practices for documenting pro-
gram services and activities. During the
first year, staff resisted evaluation because
they felt that the time required to learn to
implement it and then to conduct it took
away from their ability to provide services
to clients. Additionally, some project staff
and community stakeholders viewed the
evaluation protocol as ethically question-
able in cases where, for comparison pur-
poses, services were not provided to cer-
tain clients, or different services were
provided to different groups.

Another challenge during the first year
was that state law required all projects to
obtain active parental consent before clients
younger than 14 could participate in the
evaluation. Obtaining active parental con-
sent was extremely challenging and time-
consuming. Other barriers included sites’
ability to attract and maintain clients, staff
turnover and community resistance to sex-
uality education activities. 

To overcome these barriers, the evalua-
tion team, project personnel and the state
health department collaborated closely. To
foster good working relationships, the eval-
uators and health department personnel
conducted statewide and regional work-
shops, arranged regular site visits and had

of the evaluation is not simply to determine
whether the program is effective, but to
understand how well it is working so that
it can be modified to maximize the effec-
tiveness of services for clients. Strong de-
signs give better information for program
decision-making than do weaker designs.
Hence, stakeholders have become more
comfortable with and, consequently, more
supportive of evaluation activities as they
have begun to see how information feed-
back can be used to improve interventions.

Over the four years of the project, client
numbers in each site have risen. The in-
creases can probably be attributed to
strengthened partnerships and participa-
tion agreements with schools and other col-
laborating agencies, improved recruitment
and referral processes, and project staffs’
increased experience with both program
implementation and evaluation activities.

Process Evaluation
Service Delivery
Most clients are involved with projects for
1–2 years. The number of hours they spend
receiving services varies, because whereas
education services typically are provided in
a fixed number of hours, the amount of time
clients spend in other project components
(e.g., meetings with advocates or mentors)
differs according to their individual needs.
Thus, at youth sites, participants in the treat-
ment group received an average of 14 hours
of services per year, and those in the control
group received five hours of services. At
teenage sites, the average was 27 hours for
those in the treatment group and two hours
for controls (Table 3).

In three of the youth sites, because staff
were uncomfortable providing no project
services to the control group, they provid-
ed some services—education and skills-
building—to all clients. From an evaluation
design standpoint, it would have been bet-
ter if the control group had received no ser-
vices. Nonetheless, controls did not receive
the individualized services that treatment
group clients did (i.e., counseling, advocacy
or mentoring).

Focus Groups
In 1997–1999, 17 focus groups were con-
ducted at the seven project sites to explore
participants’ program experiences, vali-
date and obtain further insights into the
client-centered approach, substantiate
clients’ risk levels and clarify factors that
may influence outcomes, such as the at-
tractiveness of the intervention, partici-
pants’ level of engagement and potential
implementation issues.* The discussions
revealed issues such as teenagers’ emo-
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frequent phone contact with each project.
In addition, health department personnel
and the evaluation team worked together
to carefully assess challenges and suggest
solutions as they occurred. They also held
regular meetings to discuss each project’s
progress and troubleshoot problems.

Gradually, solutions to problems were
found. Project staff discovered ways to ob-
tain parental consent via outreach or small
incentives (e.g., coupons for pizza or
movies). They also capitalized on word of
mouth as more youth participated in the
project and had positive experiences. Staff
refined consent forms to ensure that clients
have a clear understanding of the project
and the evaluation, as well as to simplify
procedures (e.g., forms for clients’ agree-
ment to participate and parents’ consent
were originally separate but were combined
into one). Eventually, obtaining consent be-
came integrated into the everyday process
of conducting the projects. 

Originally, we assumed that gaining
staff’s acceptance of randomized treatment
and control groups would be the most dif-
ficult aspect of implementing the evalua-
tion. Fortunately, this was not the case, for
several reasons. First, the original request
for proposals distributed by the state health
department stated explicitly that a rigorous,
preferably randomized design was re-
quired for funding. Hence, the expectation
was established from the onset.

Second, the funding agent supported the
requirement for rigorous designs through-
out. In cases where projects opted to use
weaker designs—e.g., because of the diffi-
culty in implementing a rigorous design—
the funding agent supported the evaluator
in dissuading the projects from doing so. In-
stead, we worked together to overcome bar-
riers and maintain the stronger designs. This
was accomplished not through coercion but
by fostering an atmosphere of mutual trust
and compromise among the three partners.

Finally, and most importantly, we were
able to help stakeholders understand the
value of rigorous designs. While project
staff were at first uncomfortable with the
idea of not providing services to certain
clients, they began to see that their pro-
grams cannot serve all youth in their com-
munity. Currently, projects provide com-
prehensive services to as many youth as
resources allow for, and collect informa-
tion for comparison purposes from addi-
tional youth. Most staff have come to view
the randomized design not as “with-
holding” services from some youth, but
as a rigorous test of their interventions. 

In addition, our message as evaluators
has consistently been that the primary goal

*Participants were 105 teenagers who were receiving ser-
vices from the programs, and the focus groups were con-
ducted during regular program meeting times. Semi-
structured questions were used to guide discussions.
Focus-group data were analyzed via a process of ethno-
graphic description and structured analysis using the
software package NU*DIST 4. Transcripts were inde-
pendently coded, then categorized to reflect major sub-
stantive themes.
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Clients noted that
programs were general-
ly better than they had
expected and said that
offering more service
hours could improve
them. Participants iden-
tified confidentiality and
trust as critical program
features. Teenagers’ ex-
periences with the pro-
grams appeared to be
enhanced when their
sense of trust and safety
was high, when their re-
lationship with staff was
strong, and when edu-

cation about sexuality and contraception
was reinforced through discussion, indi-
vidual counseling or advocacy.

Outcome Evaluation
Methods and Procedures
Participants in project evaluations were
randomly assigned to a treatment or con-
trol group, typically on the basis of
whether their birth date is an odd or an
even number. Appropriate consent had to
be obtained for participation: For clients
younger than 14, both active parental con-
sent and client assent were required; for
those 14 or older, only the client’s consent
was needed. The evaluation is based on
results of pretests administered to clients
before the start of the intervention (and
generally before assignment to treatment
or control groups) and posttests admin-
istered upon its completion. Data were
typically collected from clients in group
settings; participants who were absent for
the initial test were surveyed later.

The basis for data collection was the
Teenage Pregnancy Prevention Comput-
erized Information System (TPPCIS),
which is used to monitor and evaluate a
wide range of teenage pregnancy pre-
vention programs.* The data system was
modified to fit the specific requirements
of each project, but where possible, the
same information was gathered for all
sites to enhance comparability. TPPCIS
was designed to capture three types of
variables: demographic, risk and outcome.
It included items assessing teenagers’ ed-
ucational aspirations, the importance they
attach to future education, their commu-
nication with their parents, teenagers’ and
parents’ values concerning sexuality, and
teenagers’ sexual intention and sexual be-
havior (in both cases, including contra-
ceptive use). 

Interventions were conducted within
the school year, but began at slightly dif-

tional instability, involvement in risky be-
haviors and destructive coping methods,
as well as difficulties developing mean-
ingful relationships. Many participants
lacked resources for obtaining support and
guidance. Some spoke of substance use;
had experienced abuse or neglect; and ap-
peared to be lonely, isolated or angry.

Teenagers’ comments suggested that
client-centered programs provide an at-
tractive environment for learning and
skills-building with respect to topics re-
lated to pregnancy prevention. Partici-
pants generally described programs as
fun, helpful, supportive and educational.
Several teenagers expressed appreciation
that information they had received
through the programs was so “real” or
mentioned that it was more straightfor-
ward than any information they had got-
ten through school, parents or other
sources of sexuality education. Teenagers
often alluded to feelings of isolation and
a lack of consistent family or peer rela-
tionships and support; many said that the
support and attention they received and
the relationships they developed with
project staff, mentors or other program
participants were especially meaningful
to them. They also identified the devel-
opment of positive attitudes about sexu-
ality and self as a program benefit.

ferent times because of differences in
schools’ agendas. Consequently, for the
seven projects covered in this article, the
interval between the pretest and posttest
was 5–9 months and averaged seven
months (see Table 4). Considerable em-
phasis was placed upon obtaining ade-
quate follow-up. Attempts were made to
obtain information from clients remain-
ing in the project as well as those who did
not continue. Most teenagers who were
lost to follow-up had left the state or trans-
ferred to other schools. 

We compared the demographic and risk
variables shown in Table 2 between par-
ticipants with follow-up data and those
who were lost to follow-up. The only sta-
tistically significant difference (p<.05, two-
tailed) across all sites was gender: A small-
er proportion of clients in the group who
were not followed up than in the fol-
lowed-up group were female (61% vs.
72%). For youth sites, only two indicators
were statistically significant. In site C, 50%
of those lost to follow-up were females,
compared with 48% of those followed up.
In site D, 33% of those lost to follow-up re-
ported receiving mostly Ds and Fs, com-
pared with 14% of those who were
followed up. 

For teenage sites, the differences were
more pronounced. Overall, clients who
were lost to follow-up were at higher risk
than those who were followed up. Their
mothers were less likely to have a high
school education (23% vs. 32%), they were
more likely to have mostly Ds and Fs (21%
vs. 13%) and they were more likely to have
repeated a grade (26% vs. 14%). This bias
occurred within each teenage site.

Further tests were conducted to deter-
mine if this bias occurred between treat-
ment and control groups for those lost to
follow-up. For all sites combined, only one
factor was statistically significant: Clients
in the treatment group were more likely
than those in the control group to have
mothers who were not high school grad-
uates (40% vs. 24%). No statistically sig-
nificant differences were observed for de-
mographic and risk indicators within sites
for those lost to follow-up. 

A perplexing problem has to do with
“diffusion” (or “contamination”).18 Since
each project’s clients, whether assigned to
the treatment or the control group, at-

Table 3. Mean and median number of hours of service that clients
receive per program year, and range across sites, by type of site

Site Treatment Control

N Mean Median Range N Mean Median Range

Youth 549 14 11 0–103 493 5 1 0–29
A 64 18 13 2–103 88 8 8 0–23
B 121 19 13 0–60 93 7 6 0–29
C 181 7 6 0–36 170 4 0 0–24
D 183 15 13 0–41 142 0 0 0–0

Teenage 371 27 23 0–140 319 2 0 0–29
E 150 u u u 142 u u u
F 94 31 25 0–140 72 0 0 0–0
G 127 22 17 0–63 105 0 0 0–29

Note: u=unavailable.

Table 4.  Number of months between pretest
and posttest, and follow-up rate, by project site

Site No. of mos. % followed up

Total 7 75

Youth
A 9 85
B 6 77
C 5 63
D 6 86

Teenage
E 8 79
F 8 80
G 6 68

*TPPCIS was developed in part by the lead author. Some
of the core data items are published in: Card JJ, ed., Eval-
uating Programs Aimed at Preventing Teenage Pregnancies,
Palo Alto, CA: Sociometrics, 1989; and Card JJ, ed., Hand-
book of Adolescent Sexuality and Pregnancy: Research and
Evaluation Instruments, Newbury Park, CA: Sage Publi-
cations, 1993.
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their deficiencies. Furthermore, if diffu-
sion occurs, we expect information that
clients obtained in the project to “rub off”
on clients in the control group. However,
the individualized and intensive nature
of the intervention should overshadow
the effects of diffusion, enabling us to test
the hypotheses despite the occurrence of

some diffusion. Hence, while this issue is
of concern, we do not expect it to be detri-
mental to this evaluation.*

Measures and Hypotheses
We combined pertinent items from the
TPPCIS to form constructs, or scales,
which we tested for reliability using Cron-
bach’s alpha, a common measure of in-
ternal consistency of scale items. (We con-
sider an alpha of .70 or higher to indicate
a reliable scale.) The items for each scale
and corresponding alphas are shown in
Table 5. Most of the scales have moderate
or strong alpha coefficients. The exception
is the drug use scale, especially for youth.
There was too little use of illicit drugs to
attain reliability. Notably, marijuana use
did not correlate with use of harder drugs
for either teenagers or youth, but it corre-
lated with alcohol and tobacco use. 

Individual items are scored either on a
five-point Likert scale (with scores rang-
ing from one to five) or, if they are di-
chotomous, on a two-point scale (with zero
indicating a negative response and one in-
dicating positive). Scores for individual
items are summed to yield a score for the
overall construct. Thus, for example, the
sexual intention construct for youth sites
consists of four items whose scores may
range from one to five; therefore, the score
for the scale may range from four to 20.

Since youth and teenage projects have
slightly different focuses, we expect them
to have slightly different outcomes. In the
youth sites, we hypothesize that after par-
ticipating in the project, clients in the treat-
ment group will be more likely than con-
trols to express a decreased intent to engage
in sexual behavior, increased values to delay
sexual and other risky behaviors, increased
communication with parents about sexu-
ality,† increased educational aspirations, de-
creased substance use and decreased intent
to use substances. In the teenage sites, we
expect project participation to result in de-
creased intent to engage in sexual behav-
ior, decreased sexual behavior, increased in-
tent to use contraceptives,‡ increased
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tended the same school or community-
based service agency and were of similar
ages, information may have been diffused
via communication and interaction be-
tween the groups. While this may be a
problem, we would rather use random-
ization and deal with potential diffusion
than apply weaker designs and deal with

*Similarly, when this issue was discussed in a workshop
of the National Campaign to Prevent Teen Pregnancy,
the consensus was that while diffusion is a problem, it
is not a “paralyzing” one. (Source: National Campaign
to Prevent Teen Pregnancy, Evaluating Abstinence-Only
Interventions, Washington, DC: National Campaign to
Prevent Teen Pregnancy, 1998, p. 13.)

†The following dichotomous item measured communi-
cation with parents: “I can go to my parents with ques-
tions about sex.”

‡Contraceptive intent was measured by one item: “How
likely is it that you will use an effective form of birth con-
trol in the next year?” Possible responses ranged from
“definitely will not” (scored as one) to “definitely will”
(five).

Table 5. Scales and their components used in project evaluations (and coefficient alpha for
each scale), and possible scores for each scale, by type of site

Type of site and scale Scores

YOUTH SITES
Sexual behavior intent (α=.87) 4–20
How likely is it that you will have sexual intercourse in the next year?
How likely is it that someone might get you to have sexual intercourse in the next year?
I know some kids my age have had sexual intercourse. (I definitely would…would not do this.)
How likely is it that you will stay abstinent while you are an unmarried teen?

Educational aspirations (α=.65) 4–20
Looking ahead, what would you like to do about school? (Quit as soon as possible…finish college.)
As you look to the future, how important is it to you to get a good education?
How likely is it that you will get a good education?
How important is it to your family that you continue your education after high school?

Hard drug use (α=.13) 0–5
Have you used cocaine in the past month?
Have you used crack in the past month?
Have you used crank in the past month?
Have you used acid in the past month?
Have you used speed in the past month?

Other substance use (α=.75) 0–3
Have you used alcohol in the past month?
Have you used tobacco in the past month?
Have you used marijuana in the past month?

Substance use intent (α=.77) 3–15
If someone offered you alcohol and you didn’t want to use it, how likely is it that you could say no?
I know some kids my age have smoked cigarettes. (I definitely would…would not do this.)
I know some kids my age have used alcohol, marijuana or other drugs. (I definitely would…would not do this.)

Sexual values (α=.76) 4–20
I think it’s OK for kids my age to have sex.
Having sex is just a normal part of teenage dating.
My friends think it is OK for kids my age to have sex.
My beliefs about sex are the same as my parents’.

TEENAGE SITES
Sexual behavior intent (α=.78) 2–10
If someone did try to get you to have sexual intercourse, what would you do?

(I would definitely say no...definitely say yes.)
How likely is it that  someone might get you to have sexual intercourse in the next year?

Educational aspirations (α=.72) 4–20
Looking ahead, what would you like to do about school? (Quit as soon as possible…finish college.)
How important is it to your family that you continue your education after high school?
How likely is it that you will get a good education?
As you look to the future, how important is it to you to get a good education?

Hard drug use  (α=.61) 0–5
Have you used cocaine in the past month?
Have you used crack in the past month?
Have you used crank in the past month?
Have you used acid in the past month?
Have you used speed in the past month?

Other substance use (α=.72) 0–3
Have you used tobacco in the past month?
Have you used alcohol in the past month?
Have you used marijuana in the past month?

Sexual values (α=.91) 3–15
Having sex is just a normal part of teenage dating.
Having sex can cause lots of problems for teenagers.
It is against my values to have sexual intercourse while I am an unmarried teenager.

Note: Response options for some scaled items are shown in parentheses. For others, responses ranged from “very important” to “not
at all important,” “very likely” to “not at all likely” or “strongly agree” to “strongly disagree.”
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each site using independent t-tests. The
variables considered were age, gender, eth-
nicity, grade repetition, grades received
and mother’s education. In nearly all cases
(40 out of 42), equivalence of treatment and
control groups is supported for both teen-
age and youth sites (p>.05, two-tailed). An
exception occurs in one youth site for gen-
der and in one teenage site for age. In site
B, there is a larger proportion of females
in the treatment group (61%) than in the
control group (41%). Site F has slightly
older clients in the treatment group (15.1
years) than in the control group (14.7).

Results of Hypothesis Testing 
• Youth sites. We found only minimal sup-
port for any of our hypotheses regarding
the youth sites. For clients’ intention to
have sexual intercourse, possible scores
range from four to 20, with higher scores
indicating a greater likelihood of intend-
ing to engage in sexual intercourse. In site
C, the mean, adjusted for pretest score,† is
7.5 for the treatment group and 8.4 for the
control group, and the difference is statis-
tically significant (Table 6). Thus, results
for this site support the hypothesis that
youth in the project will have lowered in-
tentions to engage in sexual intercourse.
However, none of the other sites show sup-
port for this hypothesis, nor do the sites
taken together show support.

Similarly, one site (B) showed a statis-
tically significant effect in the hypothe-
sized direction for intention to use sub-
stances. Possible scores for this construct

contraceptive behavior, increased educa-
tional aspirations, decreased substance use
and increased values to delay sexual and
other risk behaviors.

Statistical Tests
In testing the hypotheses, we compared
the randomly assigned treatment and con-
trol groups by using a covariance adjust-
ment model.* With this model, differences
in adjusted mean scores between the treat-
ment and control group at posttest indi-
cate the effect, or lack of effect, of the in-
tervention on each variable. (For instance,
in Table 6, the adjusted means for sexual
intention are 7.3 for the treatment group
and 7.5 for the control group. The differ-
ence is not statistically significant, indi-
cating no effect of the intervention across
sites on this variable.) Statistical tests were
done using the GLM feature in SPSS, ver-
sion 10.5. Hypotheses tests are considered
significant at p<.05, one-tailed.

Sample sizes vary considerably within
sites for tests of different hypotheses. This
variation is due partly to survey modifica-
tion over time. We used a core set of ques-
tions at startup, and as time progressed, we
added or modified items on the basis of
feedback from clients, requests from staff
and analysis of surveys. Variations in sam-
ple size are also due to conditional rela-
tionships (e.g., questions that concern con-
traceptive use at last intercourse apply only
to sexually active clients) and missing data.

Equivalence between treatment and
control groups at baseline was tested for

range from three to 15. The adjusted
means for both groups of youth are low,
but the treatment group scores slightly
lower (4.2) than controls (5.1), indicating
a lower likelihood of intending to use sub-
stances. However, the power (i.e., the
probability of correctly rejecting the null
hypothesis when it is false) is low.
• Teenage sites. The first hypothesis, re-
garding clients’ intent to engage in sexu-
al intercourse, is tested for sites E and G
only.‡ The sexual intention scale has two
items, and scores for the scale can range
from two to 10. The adjusted mean for site

*This model is an alternative to the more traditional
repeated-measures approach. Both tests use only clients 
for whom we have both pretest and posttest data. How-
ever, the covariance adjustment model includes regres-
sion adjustment for the baseline value on the dependent
variable in an analysis of covariance on the posttest data,
not a comparison of change scores, the strategy of the
repeated-measures technique. This is usually a more
powerful approach than repeated measures. (Source:
Murry D and Wolfinger R, Analysis issues in the evalu-
ation of community trials: progress towards solutions in
SAS/STAT MIXED, Journal of Community Psychology,
1994, CSAP Special Issue:140–154.)

†Covariate adjustments were also done for pertinent de-
mographic and risk variables (e.g., gender, age, ethnici-
ty, mother’s education, low grades and whether the client
repeated a grade). As expected, because of the random
assignment, including these additional adjustments did
not have a significant effect on any of the hypothesized
outcomes. Hence, only the pretest adjustment is used in
the results reported in Tables 6 and 7.

‡Site F is omitted because a slightly different item was
used to measure sexual intent there. The item asked
“How likely is it that you will have sexual intercourse in
the next year?” Adjusted mean scores among 71 youth
in the treatment group and 58 in the control group were
nearly identical: 3.0 and 3.1, respectively. 

Table 6. Adjusted mean values for selected measures of youth risk behavior, along with standard errors and statistical power, by site

Measure Total Site A Site B Site C Site D

N Adj. S.E. Power N Adj. S.E. Power N Adj. S.E. Power N Adj. S.E. Power N Adj. S.E. Power
mean mean mean mean mean

Sexual behavior intent
Treatment 395 7.3 .13 .22 54 8.3 .39 .10 81 5.6 .24 .28 110 7.5** .25 .82 150 7.7 .20 .15
Control 343 7.5 .14 na 73 8.2 .34 na 62 5.2 .27 na 95 8.4 .27 na 113 7.5 .23 na

Sexual values
Treatment 195 14.9 .23 .21 13 13.6 .83 .19 32 16.1 .58 .14 52 14.9 .41 .19 98 14.7 .32 .19
Control 148 15.2 .26 na 19 14.4 .69 na 34 15.7 .54 na 36 15.3 .50 na 59 15.1 .41 na

Communication with parents
Treatment 202 0.44 .03 .11 15 0.44 .13 .10 32 0.71 .08 .17 55 0.53 .06 .11 100 0.30 .04 .19
Control 148 0.46 .04 na 17 0.43 .12 na 32 0.63 .08 na 40 0.52 .08 na 59 0.35 .06 na

Educational aspirations
Treatment 237 17.4 .14 .35 20 15.7 .62 .15 32 17.6 .34 .11 51 17.5 .32 .20 134 17.8 .16 .36
Control 192 17.2 .15 na 32 16.2 .49 na 31 17.7 .34 na 37 17.1 .38 na 92 17.4 .20 na

Substance use
Treatment 334 0.80 .05 .24 54 1.1 .14 .18 54 0.19 .06 .18 94 0.97 .10 .25 132 0.79 .07 .37
Control 302 0.86 .05 na 74 1.3 .12 na 52 0.25 .06 na 82 1.1 .11 na 94 0.66 .08 na

Substance use intent
Treatment 194 6.5 .19 .15 14 8.3 .73 .25 30 4.2* .37 .53 52 6.9 .40 .10 98 6.9 .27 .34
Control 146 6.4 .21 na 16 7.3 .68 na 32 5.1 .35 na 38 7.0 .46 na 60 6.3 .34 na

*p<.05.  **p<.01. Notes: na=not applicable. S.E.=standard error. Power is the ability of a statistical test to reject the null hypothesis (that there is no association) when it is false (i.e., the probability of a
correct decision).
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for the treatment group than for controls.
Support for the hypothesis that project

participation will be associated with an in-
crease in contraceptive behavior is also ev-
ident in site F. At posttest, 77% of clients
in the treatment group said that they had
used a contraceptive at last intercourse,
compared with 24% of those in the control
group; the difference is statistically sig-
nificant with strong power. Additionally,
47% of the treatment group and 11% of
controls said that they always use a con-
traceptive; this difference, too, is statisti-
cally significant, but with lower power. Of
concern here is that since the contraceptive
questions were asked only of clients who
had been sexually active in the past month,
the sample sizes for these tests are small.
This concern notwithstanding, there is par-
tial support for the hypothesis.

There is no support for hypotheses that
treatment and control groups would dif-
fer with respect to educational aspirations,

E is lower for the treatment group (6.5)
than for the controls (7.0); although the
power is low, the difference is statistical-
ly significant (Table 7). The two sites com-
bined also show a statistically significant
difference, but the difference is clearly due
to the impact of the project at site E, since
scores for the treatment and control
groups were virtually identical at site G.

The hypothesis that sexual behavior will
be lower among treatment clients than
among controls is not supported in site E
or G, but is strongly supported in site F. At
posttest, 50% of the treatment group at that
site and 83% of the controls said that they
had intercourse within the last month; this
difference is statistically significant and has
ample power. The effect is carried over to
the test of the sites combined.

Results for sites F and G do not indicate
any effect of the project on clients’ inten-
tion to use contraceptives. However, in site
E, the mean score was significantly higher

substance use or sexual values. Site E
showed some positive difference in re-
ported drug use at posttest, but the other
two sites showed differences in the op-
posite direction from what was expected:
Treatment clients reported a higher inci-
dence of drug use than controls. In all
cases, however, the amount of illicit drug
use by both treatment and control group
clients is very small. 

Conclusion
It has taken four years to get a solid test of
these hypotheses. While one project con-
sistently shows positive differences be-
tween treatment and control groups, and
some isolated effects occur in other projects,
the interventions show little or no effect
across most of the projects. So, where do we
go from here? Obviously, one answer
would be to conclude that these interven-
tions do not work, cut their funding and
start over. Unfortunately, cutting project
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Table 7. Adjusted mean values for selected measures of teenage risk behavior, along with standard errors and statistical power, by site

Measure Total Site E Site F Site G

N Adj. S.E. Power N Adj. S.E. Power N Adj. S.E. Power N Adj. S.E. Power
mean mean mean mean

Sexual behavior intent
Treatment 208 6.2* .13 .58 116 6.5* .18 .63 na na na na 92 5.9 .18 .10
Control 170 6.6 .15 na 110 7.0 .19 na na na na na 60 5.8 .23 na

Intercourse in past month
Treatment 191 0.62** .03 .76 98 0.69 .05 .39 32 0.50** .08 .81 61 0.57 .06 .11
Control 166 0.74 .04 na 102 0.78 .04 na 23 0.83 .10 na 41 0.59 .08 na

Ever had intercourse
Treatment 275 0.79 .02 .12 114 0.98 .01 .17 69 0.56 .05 .14 92 0.71 .03 .11
Control 232 0.80 .02 na 112 0.96 .01 na 59 0.60 .05 na 61 0.72 .03 na

Contraceptive intent
Treatment 181 3.7 .11 .43 88 4.1** .15 .75 65 3.4 .17 .15 28 3.2 .28 .27
Control 174 3.5 .11 na 84 3.6 .15 na 53 3.2 .19 na 37 3.6 .24 na

Contraceptive use in last month
Treatment 99 0.80 .04 .15 63 0.85 .05 .12 12 0.73 .14 .46 24 0.73 .08 .24
Control 90 0.77 .04 na 64 0.82 .05 na 15 0.42 .13 na 11 0.87 .12 na

Contraceptive use at last sex
Treatment 72 0.82 .06 .10 22 0.88 .07 .10 18 0.77** .10 .94 32 0.80 .09 .46
Control 72 0.82 .06 na 30 0.89 .06 na 13 0.24 .12 na 29 1.00 .10 na

Contraceptive use always
Treatment 70 0.45 .06 .39 21 0.49 .11 .30 18 0.47* .10 .72 31 0.39** .09 (.77)
Control 72 0.56 .06 na 30 0.66 .09 na 13 0.11 .12 na 29 0.69 .09 na

Educational aspirations
Treatment 195 4.2 .06 .11 73 4.1 .10 .22 51 4.3 .12 .11 71 4.3 .10 .16
Control 169 4.2 .07 na 86 4.0 .09 na 43 4.3 .13 na 40 4.4 .13 na

Hard drug use
Treatment 205 0.06 .02 .14 73 0.0* .02 .66 52 0.06* .02 (.52) 80 0.13* .03 (.67)
Control 180 0.05 .02 na 87 0.06 .02 na 43 0.0 .03 na 50 0.03 .03 na

Other substance use
Treatment 207 1.3 .06 .21 75 1.2 .11 .16 52 1.5 .12 .28 80 1.4 .10 .10
Control 180 1.2 .07 na 87 1.1 .11 na 43 1.3 .13 na 50 1.4 .13 na

Sexual values
Treatment 109 7.7 .21 .12 22 8.6 .46 .28 40 7.6 .32 .12 47 7.3 .32 .11
Control 106 7.6 .21 na 31 8.0 .39 na 36 7.5 .34 na 39 7.5 .35 na

*p<.05. **p<.01. Notes: na=not applicable. S.E.=standard error. Power is the ability of a statistical test to reject the null hypothesis (that there is no association) when it is false (i.e., the probability of a cor-
rect decision). Power measures in parentheses indicate associations that are significant in the opposite direction than was hypothesized.
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to address clients’ present crises. As pro-
grams become more and more focused on
“crisis management,” the emphasis on sex-
uality education and pregnancy prevention
is likely to lessen. While discussing or as-
sisting clients with a range of risk issues is
doubtless important, a more specific focus
on sexuality and the behaviors associated
with pregnancy may be critical to the suc-
cess of pregnancy prevention programs.
The issue of whether program services are
linked tightly enough to the evaluation hy-
potheses so that positive impacts can be rea-
sonably expected in a relatively short time
has begun to receive attention.

To address the issues of service quanti-
ty and intensity, the state health depart-
ment responded to evaluators’ recom-
mendations and required that all projects
increase their “service dose” to a mini-
mum of 20 hours per client. Some sites,
acting on the focus-group results indicat-
ing that clients want more participation
time, are increasing exposure even more.

Another issue that bears on service
quantity and intensity is that higher-risk
clients are likely to need not only more in-
terventions, but more intensive interven-
tions. And projects may not have adequate
resources to serve some very high risk
teenagers, who are the most likely to drop
out of programs. Teenagers with many
complicated issues (including mental and
emotional health issues) may not be able
to integrate prevention education mes-
sages and may require services that are
outside the scope of the community-based
projects. While many projects initially ex-
pressed a desire to serve all teenagers, re-
gardless of need, projects have begun to
see that this may not be an effective strat-
egy. To target their interventions effec-
tively, programs may need to develop a
“hierarchy of need.” Ideally, they will tai-
lor interventions specifically on the basis
of information about clients’ risk levels.
And given the resource limitations of the
community-based projects, some teen-
agers may be best served by even more in-
tensive case management programs.

Using evaluation data, we hope to dis-
cover what quantity, intensity and mix of
services project clients need. We will con-
tinue to evaluate and monitor the progress
of these interventions until we identify the
most promising strategies for addressing
the difficult issues surrounding sexual be-
havior that affect our youth.
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it decreased from 96 to 93 per 1,000 among
whites.3 Minority adolescents are dispro-
portionately represented among teenagers
who give birth; of the 38 states that re-
ported rates for 1991–1992, 27 reported an
increase in birthrates among Hispanic
adolescents, whereas only six of 50 states
reported an increase in birthrates among
non-Hispanic white teenagers.4

Although no research has been con-
ducted on factors contributing to the risk
of pregnancy specifically among the
youngest teenagers, some studies have ex-
amined the issue among all adolescents.
Nonuse or inconsistent use of contracep-
tives is a major factor: Approximately 35%
of unmarried, sexually active teenagers use
no form of birth control at first intercourse,5
and a sexually active teenager who does
not use birth control has a 90% chance of
becoming pregnant within a year’s time.6

One reason for nonuse of contraceptives
may be an imbalance of negotiating power
resulting from the age discrepancy be-
tween many teenage women and their
partners; approximately 60% of mothers
aged 15–17 report that their partner is at
least three years older than they are.7
Young minority adolescents are especial-
ly at risk of pregnancy, as nonwhites are
likely to engage in sexual intercourse at a
younger age than whites.8

Programs aimed at reducing or pre-
venting teenage pregnancies, especially
among younger adolescents, must over-
come several formidable financial and lo-
gistical barriers.9 School-based clinics have
long been regarded as an effective means
of overcoming some of these barriers by
providing convenient, affordable, com-
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Pregnancy Prevention Among Urban Adolescents
Younger than 15: Results of the ‘In Your Face’ Program
By Lorraine Tiezzi, Judy Lipshutz, Neysa Wrobleski, Roger D. Vaughan and James F. McCarthy

The problem of teenage pregnancy in
the United States is far from re-
solved, especially among very

young adolescents and minorities. In 1990,
an estimated one million pregnancies oc-
curred among U. S. teenagers; 28,000 of
these were among adolescents younger
than 15.1 Although the overall pregnancy
rate for adolescents has declined, the rate
for those younger than 15 continues to
climb. Among the 39 states that reported
pregnancy rates for teenagers younger
than 15 in 1991–1992, 20 reported in-
creases, nine reported no change and 10
reported a decrease. In contrast, only five
of the 42 states that reported pregnancy
rates among 15–19-year-olds reported an
increase for that age-group.2

The pregnancy rate among minority
youth is twice as high as that among white
teenagers, and appears to be rising: Be-
tween 1980 and 1988, it increased from 181
to 184 per 1,000 among nonwhites, while

prehensive health care to adolescents, and
have been the site of several successful
prevention programs.10 Many of these
clinics, however, are prohibited from dis-
pensing contraceptives. Rather, students
must obtain contraceptives by prescrip-
tion from an off-site source, a requirement
that presents them with yet another bar-
rier. Even if school-based clinics are able
to provide contraceptives on-site, they
need a rigorous follow-up mechanism to
ensure that each adolescent receives coun-
seling regarding the decision to become
sexually active, chooses and receives an
appropriate contraceptive, and is using
the chosen method.

In 1986, the Center for Population and
Family Health (CPFH) at the Columbia
University School of Public Health, in col-
laboration with the Presbyterian Hospi-
tal in the City of New York and with New
York City School District 6, established its
first comprehensive school-based clinic.
It now operates school-based clinics in
four junior high schools and one high
school in economically disadvantaged and
medically underserved areas of New York
City. These clinics, their services and their
client population have been described
elsewhere.11

In 1992, CPFH introduced a health ed-
ucation pilot program focusing on preg-
nancy prevention as part of clinic services.
The pilot was then expanded into all four
of the junior high schools served by CPFH.
These schools have approximately 3,500
students, the majority of whom are im-
migrants from the Dominican Republic.
This article describes the pregnancy pre-
vention program and reports on the out-
comes in its first four years of operation.

Program Description
The “In Your Face” pregnancy prevention
program was designed to reduce the risk
of unintended pregnancy by providing in-
formation, counseling, support and refer-
ral for reproductive health care. Students
were targeted for this health education in-
tervention in a variety of ways. 

A confidential schoolwide health and
risk factor screening survey12 was ad-
ministered annually by CPFH staff; typi-
cally, the screening captured about 85% of

Data from a pregnancy prevention program operating through school-based clinics in four New
York City junior high schools suggest that an intensive risk-identification and case-manage-
ment approach may be effective among very young adolescents. Among students given a re-
ferral to a family planning clinic for contraception, the proportion who visited the clinic and ob-
tained a method rose from 11% in the year before the program began to 76% in the program’s
third year. Pregnancy rates among teenagers younger than 15 decreased by 34% over four
years in the program schools. In the fourth year of the program, the pregnancy rate in one school
that was unable to continue the program was almost three times the average rate for the other
three schools (16.5 pregnancies per 1,000 female students vs. 5.8 per 1,000). 

(Family Planning Perspectives, 29:173–176 & 197, 1997)
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plored ways to assess their own risks and
identify behavioral cues of risk. 

Saying no to sex was explored as an im-
portant and valid option. Students already
involved in sexual activity were encour-
aged to abstain. For those continuing sex-
ual activity, individual sessions were
scheduled to discuss the available array
of contraceptive methods, offer counsel-
ing about each option and provide refer-
rals to obtain contraceptives. Each of these
options was discussed in an open, honest,
nonjudgmental way.

Dispensing contraceptives and pre-
scriptions in junior high school clinics is
prohibited in New York City; therefore, a
referral mechanism enabled sexually active
students to receive contraceptives at one
of two satellite hospital clinics—the Young
Adult Clinic and the Young Men’s Clinic—
which are jointly operated by CPFH and
the Ambulatory Care Network Corpora-
tion of Presbyterian Hospital. The clinics,
which offer a full range of medical and
mental health services, are staffed and ad-
ministered by CPFH health care workers. 

The benefits of this arrangement are
enormous: The students see the same staff
they see in their own school-based clinics;
record-keeping, transfer of information,
compliance and follow-up are greatly en-
hanced; and students receive greater con-
tinuity of care. The health educator in the
school-based clinic who refers a student
to either of the satellite clinics acts as a case
manager for that student; the educator or-
ganizes all documentation and paper-
work required, meets the student at the
clinic, oversees the visit at the clinic and
tracks any lab test or follow-up needed.
In this way, the health educator serves as
a mediator and a guide for the student, es-
sentially removing structural barriers to
appropriate contraceptive services. 

Sexual activity is related to and may in-
deed result from other events or condi-
tions in an adolescent’s life. Therefore, the
health educator’s ongoing case manage-
ment is supplemented by regular follow-
up meetings of an interdisciplinary team
of nurse practitioners, social workers and
physicians who work in the school-based
clinic. A student who has been identified
as having a serious medical or psychoso-
cial problem is referred to the appropri-
ate clinic provider, and the case is co-
managed by all the providers involved.
This “whole-person” approach to preg-
nancy prevention is a key component of
the In Your Face program; trustworthy,
competent and caring health providers are
“in the student’s face” to ensure that he or
she obtains appropriate care.

the student population. The survey, which
was available in English and Spanish and
took 25–30 minutes to complete, identified
students who were sexually experienced
and those who had characteristics corre-
lated with sexual activity. These charac-
teristics included alcohol and substance
use by students or by their parent or
guardian, having run away from home or
having manifested some indicator of an
underlying psychiatric or mental health
problem, such as a suicide attempt or
chronic depression. 

Students who reported sexual activity or
characteristics correlated with sexual ac-
tivity were referred to the health educator.
If the health educator determined that a
student’s survey responses were accurate,
the student was invited to participate in the
In Your Face health education program. 

Other students entered the program
after visiting the health educator because
of referrals from the clinic-based medical
providers and social workers, teachers
and guidance counselors, or through self-
referral. Many of the students who came
on their own had heard a classroom pre-
sentation given by the health educator, in-
forming students of the clinic location,
hours and services.

From the pool of students identified as
being at risk of pregnancy, the health edu-
cator in each school formed a number of
groups, each consisting of 5–10 students.
The groups met at least once a week dur-
ing the school year. The program relied on
group meetings as well as individual coun-
seling; groups made efficient use of the
health educator’s time, created peer groups
in which new norms could be established
and provided a support group to reinforce
positive attitudes and behavior. 

The In Your Face intervention consist-
ed of several components—group educa-
tion, individual education and counseling,
interdisciplinary support (i.e., a team ap-
proach, with input from social workers,
medical providers and psychiatrists), re-
ferrals and classroom interventions, plus
other special events and projects. In the
group setting, the health educator deliv-
ered a series of 15 lessons based on the “Re-
ducing the Risk” curriculum,13 which had
been reviewed and modified to be sensi-
tive to the culture and language of the stu-
dents. The lessons focused on such topics
as knowledge, behavior and decision-mak-
ing skills. However, since purely didactic
lessons usually “turn off” adolescents, the
intervention incorporated role-playing ex-
ercises, group games, brainstorming ex-
ercises and audiovisual presentations.
Throughout the sessions, students ex-

Research Design
Adolescent health programs in general,
and pregnancy prevention programs in
particular, are often designed and imple-
mented without the benefit of a thorough
and rigorous evaluation of the effective-
ness of specific program approaches.
However, the research designs that are
typically seen as the best present serious
challenges to community health programs
such as the one described in this article.
The best research design would have en-
tailed random assignment of students to
treatment and control groups, with the
treatment group receiving the intensive
In Your Face program and the control
group receiving only services routinely
available through the school-based clin-
ics. We did not use this approach because
we could not justify withholding this po-
tentially useful intervention from a por-
tion of the students for the sole purpose
of implementing a strong research design.

Another option was to select a control
group consisting of junior high schools
that were as similar as possible to the ex-
perimental schools in every aspect and di-
mension, both demographic and pro-
grammatic, except for the In Your Face
program. However, it would have been
difficult, if not impossible, to find a sec-
ond group of junior high schools that had
a student population predominantly
made up of immigrants from the Do-
minican Republic, that had school-based
clinics and that had environmental and
economic conditions that were compara-
ble to those of the program schools.

In addition, we could have compared
the outcomes of students who participat-
ed in the In Your Face program to the out-
comes of those who did not participate.
However, because we attempted to reach
all students at risk through multiple out-
reach mechanisms, a control group com-
posed of those who were not involved in
the program would tend to be at lower
risk and would therefore bias the estimate
of program effectiveness. 

Another possibility was to assign stu-
dents to different levels of the interven-
tion. We chose not to use this approach be-
cause we believed that all students should
have access to the full program. Inferences
about “dose” effects could not be based on
student attendance because such an ap-
proach would seriously confound pro-
gram effects with student characteristics
related to attendance.

Given these constraints, we decided to
rely on what Cook and Campbell refer to
as a one-group pre- and post-test design.14

Although Cook and Campbell caution
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Results
Table 1 describes the
population of students
in the schools served by
the In Your Face pro-
gram during its first year
(1992–1993); the social
and demographic char-
acteristics of the popu-
lation remained rela-
tively stable over the
study period. A sub-
stantial majority (81%) of
the students described
themselves as Hispanic
(generally Dominican),
10% as black and 9% as
members of other racial
groups. Despite their
young age (mean, 12.9
years), 20% had already had sexual inter-
course, 18% had assaulted someone and
14% had thought about suicide.* 

Because so-called “problem behaviors”
tend to cluster, we expected that students
enrolled in the program—whom  we had
actively recruited because they had been
identified as being at risk of pregnancy—
would report more risk factors in the
schoolwide screening survey than would
those who either did not use the school-
based clinic services or who used the clin-
ic but were not enrolled in the program.
Indeed, the data presented in Table 2 show
much higher risk profiles among students
who were in the program (approximate-
ly 250 each year). Differences across cate-
gories for each risk variable in the table
are significant (by the chi-square test) at
the p<.001 level. 

One of the goals of the In Your Face pro-
gram was to reach as many as possible of
the adolescents identified as sexually ac-
tive. Because there was only one health ed-
ucator in each school, and because the
daily absentee rates in the four schools
ranged from 10% to 20%, we were unable
to achieve this goal. Information gathered
by the health educators about sexually ac-
tive students who were not reached by the
program indicated that the vast majority
could not be contacted because of what
the schools classified as “consistent ab-
senteeism” or “ongoing truancy.” How-
ever, the success rate of the program in en-
rolling students classified as “currently
sexually active” (defined as having had
sex in the past three months) increased by
nearly half over the first three years, from
50% of sexually active students in
1992–1993 to 74% in 1994–1995.

Changes in several outcome measures
suggest that the program was effective. As

that one should not try to draw “hard-
headed causal inferences” from studies
using this design, they consider that “in-
ferences may be possible.”

Data and Analysis
CPFH maintains its own tracking and data
analysis system. Each time a student
makes an individual visit to a school-
based clinic, the provider records the rea-
son for the visit, diagnoses, sexual be-
havior, problems identified, services
rendered and referrals (among other in-
formation) on a comprehensive clinic visit
form. Logs are kept of group attendance
and visits to the hospital satellite clinics.

Pregnancy data for this analysis were
compiled from clinic records. Young
women who suspected that they were
pregnant were referred to the clinic for
testing, or came on their own. In addition,
sexually active students who had symp-
toms consistent with pregnancy when
they visited the clinic for other reasons
were offered pregnancy tests and were re-
ferred to the health educator and social
worker for counseling and follow-up. Al-
though this data collection method may
have missed some pregnancies, conver-
sations with students and staff indicated
that students were likely to come to the
clinic if they were pregnant, because they
felt that they would be treated with re-
spect and that the clinic “was the place to
go to get help.”

The data from student clinic visits and
the results from the schoolwide risk sur-
vey were linked by a unique nine-digit
identification number assigned to each
student by the school system. Using data
sets that were linked across visit type, lo-
cations and years, we were able to com-
pile a variety of descriptive statistics and
cross-tabulations.

we noted earlier, one of the program’s ob-
jectives was to encourage sexually active
students to consider abstinence. In
1994–1995, 25% of the students in the pro-
gram who had ever had sex indicated that
they had chosen to become abstinent (this
question was not asked in previous years). 

In addition, among students who chose
to remain sexually active but were not
using contraceptives consistently, the pro-
portion who were successfully referred to
the off-site family planning clinic increased
from 25% (14 of 56) during the year before
the program began to 85% (80 of 94) in the
program’s third year (Table 3, page 176).
The majority of these students were fe-
male: In 1993–1994, for example, only 7%
of those who completed referrals were
male (not shown). Overall, among stu-
dents who were referred to the clinic, the
proportion who adopted a method in-
creased from 11% (6 of 56) in the year be-
fore the program began to 76% (71 of 94)
in the program’s third year.

We calculated the overall pregnancy rate
for the four junior high schools served by
the In Your Face program by dividing the
number of pregnancies occurring in the
school as a whole by the number of female
students enrolled midway through the
year, regardless of whether they partici-
pated in the program. The rate decreased
from 8.8 per 1,000 female students in
1992–1993 to 5.3 per 1,000 in 1993–1994 and
then increased to 6.8 per 1,000 in 1994–1995.
(Unfortunately, the number of pregnancies
in prior years had not been recorded.) The

Table 1. Percentage distribution of students
in program schools, and percentage with se-
lected risk factors, all by demographic char-
acteristics, 1992–1993 (N=3,738)

Characteristic Total Ever Ever Assaulted
had considered someone
sex suicide in past year

All 100 20 14 18

Gender
Female 46 7 19 8
Male 54 31 10 27

Race/ethnicity
Hispanic 81 18 14 17
Black 10 33 12 32
Other 9 16 13 17

Grade level
6 35 16 14 19
7 33 18 14 19
8 32 25 14 17

Table 2. Percentage of students in program schools, by use of clin-
ic services and program participation, according to year and risk
factor

Year and All Never Used medical Participated
risk factor used social-work in program

clinic services only

1992–1993
Ever had sex 20 7 9 33
Ever considered suicide 14 11 16 26
Involved in assault 

in past year 18 6 9 27

1993–1994
Ever had sex 16 8 11 42
Ever considered suicide 3 2 2 6
Involved in assault 

in past year 7 6 7 20

1994–1995
Ever had sex 18 8 12 48
Ever considered suicide 2 1 2 3
Involved in assault 

in past year 7 4 7 12

*The wording of the question asking about thoughts of
suicide was changed after the first year to more accurately
identify students who had actually tried to commit sui-
cide or had considered doing so. Thus, the proportions
reporting thoughts of suicide are considerably lower in
subsequent years.
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two hallmarks of quality medical care.
The pregnancy prevention program de-

scribed in this article was not expensive.
Its cost consisted of the salary of one
health educator placed in each school,
serving approximately 1,500 students. The
health educators worked in existing
school-based clinics, and clearly benefit-
ed from the infrastructure available
through those clinics. Fortunately, school-
based clinics are now available in many
schools, and this model of intensive preg-
nancy prevention efforts, with its em-
phasis on aggressive case identification
and management, can be applied in such
schools.

Our study has some major limitations that
must be acknowledged. It was not designed
as a controlled trial; therefore, alternative ex-
planations for the decrease in pregnancy
rates must be explored. The program may
simply have documented a natural or eco-
logical decline in pregnancy rates. 

Several factors, however, argue against
this explanation. First, the most recent
New York State Department of Health sta-
tistics indicate that state and city preg-
nancy rates were on the rise among all
adolescent age categories in the four years
prior to the inception of the In Your Face
program (1990–1993). It seems unlikely
that a natural decrease in pregnancy rates
started the same year the program began. 

Second, the decrease in pregnancy rates
corresponded with the increase in factors
that seem necessary for pregnancy re-
duction—identification of “at-risk” stu-
dents and increases in referral rates and
family planning acceptance rates. Third,
the unintentional “crossover” design, in
which one of the four program schools
dropped out of the treatment group and
was transformed into a control group, pro-
vides a comparison that demonstrates that
the pregnancy rate dramatically increased
in the school from which the program
components were removed, while it con-
tinued to decrease in the schools that re-
tained the program. Although none of
these factors alone is powerful enough to
prove that it was the program that caused
the decrease in pregnancy rates, rather
than some combination of unmeasured
factors, the available evidence argues
against alternative explanations and for
program effectiveness. 

The design on which our evaluation is
based is limited; however, CPFH’s strat-
egy for monitoring and evaluation helped
compensate for many of these constraints.
First, it monitored changes in behavior
and other outcomes over time. Second, we
collected and analyzed not only data on

decrease in the pregnancy rate mirrors the
corresponding increases in the rates of re-
ferral for and acceptance of contraceptives. 

In 1995–1996, one of the four schools
was unable to operate the program be-
cause of a one-year lapse in funding. For
that year, the three participating schools
had a pregnancy rate of 5.8 per 1,000 fe-
male students, compared with a rate of
16.5 per 1,000 in the nonparticipating
school. Thus, the removal of the In Your
Face program components from the fourth
school may have been associated with an
increase in the pregnancy rate.

Comparisons between the pregnancy
rate in the program schools and the re-
gional rate for adolescents younger than
15 are not possible because regional data
for the period of our study are not avail-
able. Between 1990 and 1993, however, the
pregnancy rate for adolescents younger
than 15 in Manhattan rose from 6.2 per
1,000 to 7.4 per 1,000, a 19% increase.15 The
rate in the schools operating the program
declined by 34% between 1992 and 1996.

Discussion
The results presented in this article
demonstrate that well-designed, well-im-
plemented programs may be able to lower
pregnancy rates among very young, high-
risk adolescents. The In Your Face pro-
gram used approaches based on com-
monly accepted standards of quality
public health and clinical practice. The
program draws on the public health prin-
ciple of taking a population-based ap-
proach to the diagnosis and treatment of
a given condition. 

The In Your Face program collected risk
factor information from the great majori-
ty of students in four junior high schools
through the use of a schoolwide screen-
ing survey. This information was used to
identify students who were in need of the
program services; program staff then
sought out and invited students identified
as at risk to participate in the program.
Once in the program, these students were
provided, in effect, with both intensive
case management and continuity of care,

program inputs (process data) and results
(impact data), but also information on in-
termediary data that lie in the hypothe-
sized causal pathway of the outcome of in-
terest. Therefore, an important part of our
overall approach to program evaluation
is the collection of extensive data on the
various phases of the program, to ensure
that the entire process of the program
worked as hypothesized.16

Early childbearing is a symptom and a
consequence of the extreme poverty that
pervades urban, minority communities in
the United States. The long-term solution
must address the basic economic condi-
tions that give rise to early childbearing
and to limited opportunities. However, re-
sults from this study demonstrate that
public health programs, in the absence of
fundamental economic change, can help
some adolescents to avoid early pregnan-
cies and to delay the start of childbearing.
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the program’s sole emphasis on post-
poning sexual activity, and reproductive
health educators who traditionally pro-
vide information about contraception and
disease prevention (information that is not
part of the curriculum) eventually came
to support ENABL’s approach for middle
school youths.5

Three and one-half years after its launch,
ENABL had evolved from a ground-
breaking health education campaign into
a way of life for the agencies and commu-
nities involved in the program. Over time,
ENABL continued to gain support among
providers, parents and students in Cali-
fornia, and was recognized nationally by
professional associations, including the
National Organization for Adolescent
Pregnancy, Parenting and Prevention, and
the Society of Public Health Educators.
Buoyed by the initiative’s apparent suc-

cess, numerous other cities and states (in-
cluding Florida, Minnesota and Wiscon-
sin) considered or initiated similarly
constructed, and sometimes identically
named, programs. 

Despite its promise, though, the pro-
gram failed to meet its objectives: Our
evaluation of the curriculum found that
it had not delayed the initiation of sexual
intercourse among the young partici-
pants.6 Consequently, in December 1995,
the governor announced his decision to
cancel the entire initiative. Those involved
with ENABL at every level, from local
contractors to students, were “shocked
and dismayed”7 at the program’s demise.
Even the governor’s spokesperson re-
ported that Wilson was “disappointed”
when he found out that the initiative had
not been effective.8

In this article, we report on our exami-
nation of the California initiative’s design,
as well as the process of its acceptance, its
implementation and, ultimately, its
demise. Our hope is that understanding
the life cycle of this large and ground-
breaking campaign will inform future ef-
forts to influence the initiation of sexual
intercourse among young teenagers.

109

sionate beliefs about how best to address
the issues of adolescent sexual activity and
pregnancy, the campaign had broad bi-
partisan endorsement. Long after the of-
ficial launch, DHS publications and pub-
lic relations materials continued to
emphasize the governor’s support for the
ENABL campaign.

The instructional core of the ENABL
campaign was the Postponing Sexual In-
volvement (PSI) curriculum.2 PSI was cho-
sen because published evaluation results
had indicated that the curriculum was ef-
fective in delaying the initiation of sexu-
al intercourse, and therefore early preg-
nancy, among youths in populations with
high rates of teenage pregnancy.3

In previous implementations, PSI had
been accompanied by a reproductive
health curriculum that included informa-
tion about contraception. However, since
vocal constituencies insisted that families
were the more appropriate providers of in-
formation regarding sexuality, program
managers in the state’s Office of Family
Planning (OFP) decided to use only the
five-session PSI curriculum.4 To compen-
sate for the omission of the reproductive
health unit in the California initiative, the
state required organizations implement-
ing the ENABL program to verify that
youths who participated in the interven-
tion had completed a reproductive health
curriculum before receiving PSI. 

Even in the context of California’s
volatile history of reproductive health
policies, ENABL seemed to have promise.
Social and religious conservatives liked
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Education Now and Babies Later (ENABL): Life History
Of a Campaign to Postpone Sexual Involvement
By Helen H. Cagampang, Richard P. Barth, Meg Korpi and Douglas Kirby

On June 30, 1992, in the Governor’s
Council Room at the California
State Capitol, Molly Joel Coye, di-

rector of the Department of Health Ser-
vices (DHS), and Gayle Wilson, wife of
Governor Pete Wilson, publicly launched
the Education Now and Babies Later
(ENABL) initiative. This pregnancy pre-
vention program included an education-
al component complemented by a set of
community-wide projects and a coordi-
nated media campaign. At the governor’s
request, the legislature had appropriated
$15 million for the campaign’s first three-
year funding cycle. The initiative also in-
cluded three evaluation components: an
outcome evaluation of the program’s im-
pact;1 four formative evaluations of the
initiative’s acceptance and its adaptation
by distinct communities; and a process
evaluation to examine the program’s im-
plementation.

Widely heralded in the media in the
days following its launch, ENABL pro-
vided a proactive and positive approach
to a troubling social and public health
problem. Despite conflicting but pas-

Education Now and Babies Later (ENABL), a statewide adolescent pregnancy prevention ini-

tiative, was inaugurated in California in June 1992. Developed by the state’s Office of Family

Planning, ENABL utilized a five-session intervention curriculum, Postponing Sexual Involve-

ment (PSI), targeted at delaying the onset of sexual activity among youths aged 12–14. School-

wide and community-based activities, along with a statewide media and public relations cam-

paign, reinforced the intervention’s message. Data collected from nearly 9,000 surveys, 75

individual interviews and 50 focus groups indicated that youths, parents and community rep-

resentatives supported the initiative and endorsed its message, although most recommended

changes to the curriculum. However, because no impact on sexual behavior could be demon-

strated, the campaign was abruptly terminated in February 1996, despite recommendations

that the program be retained and improved. (Family Planning Perspectives, 29:109–114, 1997)
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communities, augmenting the local media
and public relations campaigns and im-
plementing the statewide evaluation.

As required by California law, all pro-
grams included information sessions for
parents. These sessions were conducted
to introduce the PSI curriculum and to
provide parents with an opportunity to
ask questions about the program. Eigh-
teen projects also delivered a supple-
mentary curriculum, PSI for Parents,
which was designed to teach parents to re-
inforce their children’s PSI experiences.
More than 60,000 parents attended one or
more of the parent information or sup-
plementary curriculum sessions.

Agencies implementing the ENABL
program also conducted several addi-
tional types of activities to support youths
in their efforts to delay the initiation of sex-
ual intercourse and to inform them of the
availability of community resources.
These activities included developing and
publicizing referral networks of health
and social services for youths, as well as
planning and conducting school and com-
munity events that promoted alternatives
to sexual involvement. These activities
were designed to involve large numbers
of youths in the ENABL campaign, thus
increasing acceptance of the program and
its messages. 

Contractors were also expected to pub-
licize in their communities media mes-
sages relevant to the ENABL campaign
and to conduct activities aimed at in-
volving the larger community. These mes-
sages promoted awareness of the inci-
dence of teenage pregnancy and fostered
community support for changing social
norms. Efforts included arranging radio
and newspaper interviews and encour-
aging local media to air professionally pro-
duced public service announcements.

Statewide Media Campaign 
The initiative’s statewide media and pub-
lic relations campaign was based on so-
cial marketing approaches10 that have
been used to address other public health
issues such as smoking11 and heart dis-
ease.12 Evaluations of these campaigns
had suggested that mass media combined
with community outreach and individual
services can be effective in promoting
changes in attitudes and behavior.13

The statewide media campaign was
headed by a professional public relations
firm and employed a variety of subcon-
tractors who specialized in reaching par-
ticular ethnic communities. The campaign
used a variety of public relations strate-
gies to raise community awareness about

Program Overview
The ENABL initiative was based on the
belief that a comprehensive, statewide so-
cial marketing campaign, grounded in a
curriculum for which there was some ev-
idence of success, could counteract the so-
cietal and peer influences that encourage
young people to engage in early sexual ac-
tivity.9 The campaign was designed for
youths aged 12–14; its goal was to lead
young teenagers to postpone the initiation
of sexual activity. The initiative entailed
locally developed activities implemented
in school and community settings, train-
ing for staff at agencies contracted to run
the program’s intervention and a
statewide media campaign. Lastly, the ini-
tiative included a statewide evaluation
with process and formative components,
as well as an assessment of the curricu-
lum’s impact on behaviors and associat-
ed beliefs and attitudes. 

From early 1992 to mid-1994, OFP fund-
ed 28 intervention projects coordinated by
nonprofit educational, health and social
service agencies. The majority of these or-
ganizations were located in counties with
the highest teenage birthrates in the state.
Twenty-four of the original 28 agencies
were refunded for the second cycle, which
began in mid-1994, and four new agencies
received funding at that time. Funding
was expected to continue until mid-1997.

Implementation 
The initiative had several components im-
plemented at the local level; the central el-
ement was the PSI curriculum. The pro-
gram’s five one-hour sessions covered the
risks of early sexual involvement, media
and societal pressures, peer pressures, as-
sertiveness techniques and skill reinforce-
ment. Adults, including professional health
educators and some college interns, taught
11,985 PSI courses, or 91% of all interven-
tions. During the initial funding cycle, 12
agencies also trained high school students
to implement the intervention. These youth
leaders taught 1,222 courses, accounting for
9% of the interventions.

Local program staff were taught the PSI
intervention, and they in turn trained
adult and youth leaders in their own com-
munities. Quarterly roundtable meetings
and an annual leadership conference con-
vened by OFP invited local program man-
agers and health educators to discuss im-
plementation issues related to community
organizing, working in culturally diverse

problems related to teenage pregnancy, to
inform the public about the ENABL pro-
gram, to encourage young people to be-
come involved with ENABL and to con-
tribute to a supportive environment for
youths who were trying to resist pressures
to become sexually active. 

Methods
This article reports on the process and for-
mative evaluations of the ENABL initia-
tive. These evaluations addressed accep-
tance of the program among youths,
parents and communities. They investi-
gated issues related to implementation of
the standard (adult-led) program, the
youth-led program (including recruit-
ment, training, logistics and the fidelity of
program implementation) and of PSI for
Parents. The formative evaluations also
examined factors that may have facilitat-
ed or hindered program delivery.14*

Survey data were collected from 7,326
youths participating in the intervention,
from 1,491 parents and from 205 adult
health educators and teenage group lead-
ers, to assess their satisfaction with the pro-
gram. The surveys, which were designed
to gather opinions about the implementa-
tion of the PSI curriculum and about the
goals of the overall campaign, provided
early indications of community response
to PSI and to the initiative as a whole.15

The formative evaluations used a wide
range of qualitative procedures, includ-
ing 75 personal interviews with providers
and 50 focus groups with youths, peer
leaders and parents. These methods were
also used to examine the programs’ adap-
tation among culturally diverse youths,
and to explore the relationship between
ethnic perspectives and program objec-
tives.

In addition, 14 quarterly and three an-
nual standardized process evaluation re-
ports containing agency-level service sta-
tistics and narrative descriptions were
examined. These evaluation reports pro-
vided information on the breadth and
scope of program implementation, in-
cluding numbers and types of clients
served, numbers of PSI sessions delivered,
settings for delivery and other appropri-
ate statistics.16

Additional sources for this article in-
clude personal communications, press re-
leases, newspaper articles, media materi-
als, official work plans and notes taken at
meetings with statewide and local con-
tractors. In combination, these data pro-
vide a detailed picture of the ENABL ini-
tiative and the PSI curriculum.

Despite the comprehensive nature of
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*For extensive data on satisfaction with components of

ENABL according to ethnicity, gender, race, partner sta-

tus and curriculum leader type, see reference 15.
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the state with Planned Parenthood. 
Some contractors also found opposition

specific to the PSI curriculum. Nine con-
tractors met with resistance because
ENABL did not explicitly promote absti-
nence until marriage, while two reported
opposition because PSI was thought to be
too simplistic and because it did not ad-
dress the needs of sexually active teen-
agers. Indeed, the two main criticisms of
the curriculum were its lack of specific
messages advocating premarital absti-
nence* and its perceived weakness rela-
tive to other curricula. The latter point was
raised by teachers, nurses, district ad-
ministrators and church officials who
judged their existing family life education
curricula to be longer, superior and ade-
quate for their purposes. 

Overall, contractors were more likely to
gain community acceptance for ENABL if
they communicated the goals and objec-
tives of the program clearly, emphasized
common interests in their discussions with
community leaders and potential oppo-
nents, demonstrated flexibility with the
nonessential elements and firmness with
the essential elements of the program, and
kept program quality high by teaching
small manageable groups (for example, in
health or science classes rather than in
much larger physical education classes).

Program Implementation
Between April 1992 and December 1995,
contractors implemented the PSI program
more than 13,200 times in some 620
schools and community settings, reach-
ing almost 344,000 youths with at least
four of the five curriculum sessions. How-
ever, some contractors delivered PSI twice
to the same youths—first in the seventh
grade and again in the eighth grade—so
these figures contain some overlap. 

PSI was delivered in both school (82%)
and community (18%) settings. A sub-
stantially smaller percentage of the inter-
ventions were implemented in communi-
ty settings, because it is much more
difficult to recruit youths for a five-session
curriculum from community agencies, and
much easier to offer the curriculum to
youths in classrooms. In schools, the pro-
gram was offered in a range of classes, in-
cluding science (38%), health (33%), phys-
ical education (10%) and a variety of other
classes (19%). In community settings, con-
tractors taught PSI in youth recreation pro-
grams (28%), churches (25%), social service
agencies (17%) and other community set-
tings (30%). Nearly 40% of the PSI leaders
were health educators, 23% were class-
room teachers and 23% were student in-

this evaluation, several important aspects
of the campaign were not assessed. Specif-
ically, neither the impact of the media cam-
paign nor the impact of community ac-
tivities on either teenagers or the
community at large was included in our
evaluation. However, a separate and rel-
atively modest evaluation of the media
campaign was completed.17

Findings
Program Acceptance
The study was not designed to compare
the relative strength of support versus op-
position to ENABL. However, we were
able to identify some specific characteris-
tics of both the endorsements and the crit-
icisms the initiative received.

Overall, the ENABL campaign had
broad appeal. In general, contractors were
successful in gaining acceptance for the
program: They were invited to deliver the
PSI curriculum at the same locations year
after year, and fewer than 1% of parents
refused to permit their children to partic-
ipate. Many contractors believed that the
ENABL campaign contributed to a grow-
ing consensus in California that youths 14
and younger are not prepared physically,
cognitively or emotionally to engage in
sexual intercourse, and that they should
be strongly encouraged to delay the initi-
ation of sexual activity. Indeed, agency
staff reported that one of the most ap-
pealing qualities of the initiative was its
positive message that 12–14-year-olds
benefit by postponing sexual activity. Dis-
trict- and school-level administrators,
teachers, school board members, agency
directors, students and parents all re-
ported support for ENABL’s approach.

Nonetheless, in the early stages of the
implementation, most contractors (23 of
27 whom we interviewed) encountered
some opposition or uncertainty about
ENABL from a variety of sources, in-
cluding parents, school board members,
school curriculum committees and a
church. Twelve contractors encountered
resistance in communities that did not per-
ceive a need for the program since they felt
they had a good existing program (N=8)
or since teenage pregnancy was not per-
ceived to be an issue in that area (N=4).
Four contractors encountered opposition
from school officials who believed their
schedules were already full, and three oth-
ers because of pressing community events
such as changes in key school personnel
or the closing of a major employer in the
community. Eight contractors encoun-
tered opposition to ENABL based on its
association in some communities and in

terns; the remaining instructors were nurs-
es, youth workers or volunteers.

Institutional factors affected imple-
mentation quality in each of the settings.
While schools provided legitimacy and
trust, curriculum leaders found that large
class sizes contributed to discipline prob-
lems and were not always conducive to
good interactions in role plays and other
curriculum activities. School settings were
less favorable for other reasons as well;
rigid time schedules, bureaucratic limita-
tions, teacher resistance and linguistic di-
versity within classrooms were obstacles
to smooth curriculum delivery. 

Although community settings provid-
ed flexibility with respect to time and an
opportunity to adjust the curriculum for
greater cultural sensitivity, recruitment and
retention in those settings were problems
for some contractors; groups tended to be
too small and attendance erratic. Addi-
tionally, youths in community settings
were often distracted by the recreational ac-
tivities being conducted at some of the sites. 

The contractual emphasis on teaching
PSI to large numbers of youths created
two problems. In some cases, the same
youths received the curriculum in both
seventh and eighth grade. Anecdotal ev-
idence suggests that young people who
received the curriculum twice were less
interested the second time. In addition,
some contractors reported difficulty in
completing all of the activities to their sat-
isfaction within the required time period.
When forced to prioritize activities, con-
tractors generally emphasized delivering
the curriculum to the number of youths
specified in their contracts, while deem-
phasizing schoolwide and community-
based activities and social marketing pro-
jects. The extent to which this occurred
could not be quantified.

Moreover, an emphasis on training
large numbers of intervention leaders re-
sulted in the inefficient use of resources.
Local contractors reported that of the 1,300
adult leaders trained during the first fund-
ing cycle, fewer than 600 actually taught
the PSI curriculum. The proportions were
similar for youth leaders. This emphasis
also may have undermined contractors’
ability to field teaching staffs as diverse
as their student populations; a more pro-
ductive approach might have been to re-
cruit and train a culturally-representative
rather than a large group. 

*To address this issue, OFP subsequently released a cur-
riculum supplement. (See: California Office of Family
Planning, Supplement to the ENABL Basic Educator Train-
ing Manual, Department of Health Services, Scaramen-
to, Calif., Dec. 1994.)
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such as street fairs and celebrations (14%).
Contractors also recruited more than 1,810
volunteers to serve on advisory commit-
tees, do clerical work and assist at health
fairs. Most of the contractors reported con-
tinuing involvement in community task
forces or coalitions that existed prior to the
ENABL campaign. However, they did not
rate activities initiated specifically for
ENABL as especially effective. 

Contractors planned and implement-
ed more than 2,380 local media activities,
including newspaper articles and adver-
tisements (38%), press releases (32%) and
radio programs (30%). Audience sizes
ranged from millions in the Los Angeles
media market to hundreds for local flyer
distributions. Not surprisingly, contrac-
tors who felt most successful with this as-
pect of ENABL were those with prior ex-
perience working with the media.

Youth Satisfaction
More than 60% of seventh graders and
59% of eighth graders thought their grade
was optimal for implementing PSI, while
31% of eighth graders thought it should
be offered in an earlier grade.

In general, youths from all ethnic
groups and age-groups were about equal-
ly satisfied with PSI and ENABL. Al-
though the content and language of the
course embarrassed many youths (espe-
cially those from Hispanic and Asian
backgrounds), most agreed that it was im-
portant for them to learn about and dis-
cuss sexuality. While participants enjoyed
watching the role-play activities, some
found participating in them embarrassing. 

Eighty-two percent of youths who re-
sponded to the satisfaction survey rated
the program as “good” or “excellent.”
Two-thirds of youths responded that the
program was “very important” for peo-
ple their age. 

Gender and partner status significantly
affected youths’ satisfaction with the in-
tervention. Girls were more likely to rate
PSI as “good” or “excellent” than were
boys, (87% vs. 76%, p<.01). In addition,
youths, especially boys, who already had
had a serious relationship at the comple-
tion of PSI were less satisfied than those
who had not yet had one: Nearly 6% of
boys who had not had relationships judged
the topics “poor” or “very poor,” compared
with 11% of boys who had had relation-
ships (p<.01); the difference was not sig-
nificant for girls. Focus-group interviews
supported these findings: There was gen-
eral consensus that PSI and ENABL were
well received but should be offered before
youths experienced sexual pressures.

Indeed, intervention leaders were con-
siderably less diverse than were PSI par-
ticipants. Adult leaders were predomi-
nantly female (80%), while participants
were nearly as likely to be male as female.
About 60% of adult leaders were white,
compared with 29% of youths, and about
14% of leaders were Hispanic, compared
with 44% of youths. Blacks were repre-
sented in approximately equal numbers
among both leaders and participants (14%
vs. 11%), as were Asians (9% vs. 11%).

In addition to the PSI curriculum, con-
tractors developed and implemented
nearly 3,080 schoolwide or agency-based
activities, such as flyer distributions, as-
semblies, rallies and fairs. They distrib-
uted promotional materials popular
among youths, such as water bottles, cer-
tificates, ribbons, book covers and buttons,
to build identification with the messages
of the ENABL campaign.

These activities appeared to be most ef-
fective when large groups of youths assist-
ed in their planning and implementation.
However, more than half of the contractors
reported that schoolwide and agency-based
activities such as essay contests and health
fairs were time-consuming and difficult to
implement and did not appear to be espe-
cially effective. As a result, contractors em-
phasized the need to identify more cost-ef-
fective schoolwide activities that could
reach large numbers of students. 

Referral networks, a required element
of the ENABL program, were intended to
provide youths with resources to support
their decision to postpone sex, as well as
to help them obtain other needed health
and social services. Because of a lack of
support at the school level or uncertainty
about the process, the majority of con-
tractors fulfilled this requirement by sim-
ply distributing a referral card with the
phone numbers of local health and social
service agencies. However, a few contrac-
tors conducted the process in a more com-
plete manner, by assessing individual
needs, making referrals to appropriate re-
sources and by following up with youths.
Individual referrals (N=2,170) were for is-
sues related to family planning (40%),
health care (24%), family problems and
counseling (22%), school problems (7%)
and substance or child abuse (3% each).

Contractors implemented 3,540 com-
munity awareness activities to build local
support for the norm of postponing sex, in-
cluding presentations to local groups such
as churches and fraternal organizations
(24%), meetings with local government and
state representatives (25%), meetings with
coalitions (19%) and community events

Despite their high levels of satisfaction
with PSI, students also had many sug-
gestions for improving the curriculum.
More than 77% wanted more sessions, so
they could get to know the instructor and
cover the material in greater depth. Youths
wanted more realistic videos and more ac-
tivities, such as role plays, games and dis-
cussions, in which they could participate.
They also wanted additional topics, such
as prevention of infection with sexually
transmitted diseases (STDs) and HIV
(82%), healthy and unhealthy relation-
ships (73%), ways to show affection with-
out sex (72%), emotions and sex (62%), and
birth control (62%). (Nearly 90% of girls
wanted more information about contra-
ception.) Youths and the majority of their
parents who completed surveys endorsed
expanding the content of the curriculum
to include more information about pre-
vention of STDs and pregnancy. Despite
their criticisms, the majority of youths re-
ported that they intended to delay initia-
tion of sexual involvement as a result of
completing PSI. 

Adult vs. Youth Leaders
During the initiative’s first funding cycle,
16 agencies implemented PSI using only
adult leaders, while 12 agencies employed
youth leaders as well. This was in contrast
to the original implementation of PSI in
Atlanta, which relied entirely upon youths
to lead the interventions.18

Interviews and focus groups with these
12 contractors, as well as with youths who
participated as leaders and with those who
received the intervention, indicated that
contractors’ perceptions often did not
match those of the youths involved. Con-
tractors generally believed that participants
receiving youth-led PSI were more likely
to respond positively to this curriculum
than to the adult-led intervention, and
more likely to listen to and believe leaders.
Some contractors also believed that youths
perceived adult PSI leaders, no matter how
adept or youthful, as proselytizing, while
they believed that youth leaders were gen-
erally perceived as credible. 

However, survey results revealed that
there were no significant differences in
overall satisfaction with PSI between
youths receiving adult- and youth-led in-
terventions. Moreover, there were no sig-
nificant differences between the two groups
in feelings of comfort with group leaders,
or in perceptions that leaders were able to
communicate clearly the messages in the
curriculum or encourage participants to ex-
press their opinions. When pressed, focus-
group participants expressed greater en-
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into the issues and pressures faced by
today’s youths, in addition to information
about the curriculum that their children
were to receive. Slightly more than two-
thirds of the courses were delivered in
school settings, and the remainder were
delivered in churches or youth recreation
centers. Fathers and mothers were about
equally likely to attend in either setting,
but three-fourths of participants were
mothers. Materials for parents were de-
veloped in 10 languages, including Can-
tonese, Spanish, Tongan and Ukrainian. 

Parents who attended PSI for Parents
and completed satisfaction surveys were
extremely enthusiastic about the program.
Nonetheless, contractors continually faced
challenges in finding effective ways to re-
cruit parents. Support from schools and
teachers and from other community lead-
ers were key factors in increasing parental
attendance.

Most parents who attended the pro-
gram indicated they wanted to see the cur-
riculum their children would receive in
school. Some instructors appeared to con-
centrate excessively on this aspect of the
program, to the detriment of teaching the
PSI for Parents curriculum. As was true
for their children, parents wanted to learn
more about how to communicate about
sex within the family.

Epilogue
In May 1995, we delivered our draft eval-
uation report to OFP and the Department
of Health Services. After responding to
their comments, the final report—com-
posed of the formative and process eval-
uations discussed here and the PSI impact
evaluation that described the program’s
impact on sexual behavior and associat-
ed variables19—was forwarded to OFP in
September 1995.

Despite the lack of positive outcomes
from the impact evaluation, we conclud-
ed that there were good reasons to im-
prove, rather than eliminate, ENABL:
There was a need for a program that pro-
moted the postponement of sexual in-
volvement among middle school youths;
parents and students strongly supported
ENABL’s message; and research findings
could be used to develop remedies for
problems in the curriculum. 

In combination with ENABL’s media
and community activities, an improved
curriculum could represent an important
step toward a comprehensive and effective
program. Therefore, we recommended that
OFP maintain and strengthen the ENABL
infrastructure and continue to deliver the
program’s message to California’s youths,

thusiasm for youth-led than adult-led PSI,
but they indicated that the leader’s most
important quality was their ability to es-
tablish a rapport with participants, and not
their age, gender or ethnicity.

Despite enthusiasm about youth-led
PSI, some specific problems emerged.
Classroom observations revealed consid-
erable inconsistency in the quality and con-
tent of youth-led instruction. At best, lead-
ers were energetic, fluent and clear; at
worst, they were awkward and dull. Fur-
thermore, some youth leaders expressed
reservations about giving unequivocal
support to the program’s message to post-
pone sex. Their internal conflicts or reser-
vations may have undermined the focus
and clarity of the messages.

Overall, contractors reported that
youth-led PSI was far more difficult and
costly to implement than adult-led PSI.
Youth leaders required substantially more
training, supervision and management
than did adult leaders. Since few had pre-
vious teaching experience, they needed
more guidance and practice over a longer
period of time to achieve effective pre-
sentation skills and to become fully fa-
miliar with the PSI curriculum. In addi-
tion, adult staff had to plan and schedule
youth presentations, obtain permission for
youth leaders to be excused from their
own classes and shuttle them to teaching
assignments in geographically dispersed
areas. Long distances between the lead-
ers’ high schools and ENABL middle
schools, coupled with a lack of effective
public transportation, also impeded
smooth implementation of the youth-led
PSI curriculum. 

Four factors appeared to be related to
the successful implementation of youth-
led programs: careful selection and screen-
ing of a small cadre of youth leaders; thor-
ough training, supervision and support;
frequent opportunities to teach; and an
agency-wide commitment to working
with youths. Implementation of youth-led
PSI, especially on a scale as large as that
of the California initiative, requires con-
siderable planning and resources.

Parent Involvement
ENABL leaders reached more than 60,000
parents in a range of settings, including
Parent-Teacher Association meetings, Par-
ents’ Nights at local middle schools, in-
formation sessions about PSI, and PSI for
Parents sessions. Eighteen contractors pre-
sented more than 600 PSI for Parents ses-
sions to some 9,000 parents, typically con-
densing the two-session curriculum into
one. The program gave parents insight

their parents and their communities. We
recommended that OFP preserve its heavy
investment in the campaign, adding that
the initiative had built up “brand identifi-
cation” for the ENABL program.

In view of the failure of the PSI cur-
riculum and associated schoolwide ac-
tivities to have a positive and significant
impact on behaviors, we encouraged OFP
to support the development and evalua-
tion of a stronger and developmentally se-
quenced curriculum for middle school
youths that would focus on delaying the
onset of intercourse. We also encouraged
development of a new curriculum that
would incorporate known characteristics
of effective programs and instruction:
greater focus on skill-building; more time
for group discussions, review and rein-
forcement of curriculum messages; more
consistency in involving students in ac-
tivities; and more attention to helping stu-
dents personalize information.20

The report recommended that the cur-
riculum incorporate numerous sugges-
tions made by contractors, youths and
parents. For example, a revised curricu-
lum would review anatomy and physiol-
ogy and include more information on
STDs, healthy and unhealthy relationships
and parental communication. Any video
materials to be used should be more ac-
ceptable to youths, more effective and bet-
ter integrated into class discussions. We
also advised the OFP to alter the youth-
led and parent components of PSI to make
them easier to implement successfully and
to develop more cost-effective school and
community activities that would be mu-
tually reinforcing and consonant with
those delivered through the media cam-
paign and the curriculum.

Neither the governor nor the program’s
advocates were prepared for the possi-
bility of negative findings. Canceling a
program so suddenly and in the middle
of the fiscal year was a highly unusual oc-
currence. In an effort to explain the unex-
pected termination, stakeholders and ob-
servers alike looked for answers to the
troubling question: Why was a program
that had seemingly been so politically fa-
vored, so widely popular and so well-es-
tablished summarily ended? One colum-
nist suggested that the program was
canceled because it was expensive and in-
effective,21 and another quoted the gov-
ernor as saying, “I have concluded that we
need a much more comprehensive strat-
egy to deal with out-of-wedlock preg-
nancy.”22 Two other writers described how
changes in California’s Assembly leader-
ship had eroded political support for all
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greater risk of becoming pregnant or caus-
ing a pregnancy receive more intensive ser-
vices, in addition to the baseline program.

If a complex social marketing scheme is
to be an element in the campaign, then its
influence on public attitudes and behav-
iors should be explicitly evaluated by doc-
umenting and assessing more fully any
changes in the public’s acceptance and in
the contractors’ support for the primary
message of the campaign. It is possible that
a campaign may improve acceptance for a
potentially important message, even in the
absence of measured change in adolescent
behavior upon short-term follow-up.

ENABL met a very difficult social pol-
icy challenge: It articulated a core of pos-
itive reproductive health messages for
young adolescents that was acceptable—
and even popular—across the political
spectrum in California. Even given the
volatility of the climate surrounding re-
productive health issues in the state, fewer
than 1% of parents refused permission for
their children to participate. The over-
whelming majority of middle school
youths and their parents who completed
the curriculum and responded to our sur-
veys thought ENABL was a valuable pro-
gram; at the same time, they supported a
more comprehensive approach. Never-
theless, ENABL’s popularity could not in-
sulate it from the political imperative to
show immediate success. In the end, its
high profile, size and possible premature
emphasis on the evaluation of behavior
change worked against OFP’s hope that
the program would become an institution
in California’s reproductive health system.

References
1. D. Kirby et al., “Implementation and Impact of a Pro-
gram to Postpone Sexual Involvement Among Youths in
California,” Family Planning Perspectives, 29:100–108, 1997.

2. M. Howard and M. E. Mitchell, Postponing Sexual In-
volvement: An Educational Series for Young Teens, Revised,
Emory/Grady Teen Services Program, Grady Memori-
al Hospital, Atlanta, 1990.

3. M. Howard and J. B. McCabe, “Helping Teenagers
Postpone Sexual Involvement,” Family Planning Per-
spectives, 22:21-26, 1990.

4. J. M. Pratt, Teen Pregnancy Prevention Strategies, per-
sonal communication, Oct. 22, 1996.

5. Ibid.

6. D. Kirby et al., 1997, op. cit. (see reference 1).

7. Planned Parenthood Affiliates of California (PPAC),
“Governor’s Budget,” PPAC Perspectives, Vol. 15, No. 1,
Jan. 12, 1996, p. 1; and PPAC, “Education Now and Ba-

OFP programs, especially those conduct-
ed by Planned Parenthood affiliates.23

Furthermore, the results of the outcome
evaluation had the potential of being mis-
construed as suggesting that the inter-
vention actually increased pregnancies (a
significant finding that we rejected upon
closer examination). The political fallout
of having the data misinterpreted in this
way might also have had an influence on
the decision to eliminate the program.

Ultimately, considering ENABL’s high
profile, the negative evaluation results and
the changes in the Assembly leadership,
it should not have been surprising that the
governor decided to cancel the program.
While a few contractors found alternative
funding to continue their ENABL projects
through the end of the school year, most
closed their programs on February 29,
1996, when funding was eliminated.

Recommendations
Much can be learned from the life history
of this large adolescent pregnancy pre-
vention program. The cancellation of
ENABL suggests that before a campaign
of its size, complexity and high political
profile is launched, preliminary research
must ensure that the core elements of the
campaign will have their intended effect.
It is very important that an intervention
component be selected for which there is
strong evidence of success in delaying the
onset of intercourse among members of
the designated target group. Unfortu-
nately, no existing middle school cur-
riculum meets that standard. Hence, there
is a real need to develop a program and
demonstrate its effectiveness before un-
dertaking another large-scale effort.

Furthermore, recent research has high-
lighted the difficulties involved in ad-
dressing the problem of pregnancy among
very young teenagers. For example, the
finding that two-thirds of babies born to
the youngest adolescents (those 14 and
younger) were fathered by men at least 20
years of age24 indicates that the issues un-
derlying a young teenager’s decision to
have sex may be too complex to address
solely through a school-based curriculum.
Therefore, we recommended that program
components be targeted so that youths at
lower immediate risk receive a baseline ed-
ucational program that bolsters media and
community messages, while youths at

bies Later (ENABL),” ibid.

8. M. Vanzi, “Governor Ends Teen Pregnancy Program,”
Los Angeles Times, Dec. 28, 1995, p. A3.

9. M. Howard and J. B. McCabe, “An Information and
Skills Approach for Younger Teens: Postponing Sexual
Involvement Program,” in B. C. Miller et. al., eds., Pre-
venting Adolescent Pregnancy, Sage Publications, Newbury
Park, Calif., 1992.

10. P. Kotler and E. L. Roberto, Social Marketing: Strate-
gies For Changing Public Behavior, Free Press, New York,
1989; C. R. Lefebrve and J. A. Flora, “Social Marketing and
Public Health Interventions,” Health Education Quarter-
ly, 15:299–315, 1991; and L. W. Green and M. W. Kreuter,
Health Promotion Planning: An Educational and Environ-
mental Approach, 2nd Edition, Mayfield Publishing, Moun-
tain View, Calif., 1988.

11. M. E. Wewers and K. Ahijevych, “Evaluation of a
Mass Media Community Smoking Cessation Campaign,”
Addictive Behaviors, 16:289–294, 1991.

12. J. W. Farquhar et al., “Effects of Communitywide Ed-
ucation on Cardiovascular Disease Risk Factors: The Stan-
ford Five-City Project,” Journal of the American Medical As-
sociation, 264:359–365, 1991. 

13. Ibid; and M. E. Wewers and K. Ahijevych, 1991, op.
cit. (see reference 11).

14. Family Welfare Research Group and ETR Associates,
“Formative Evaluation: Four Aspects of the Education
Now and Babies Later (ENABL) Campaign,” unpublished
report, University of California, School of Social Welfare,
Family Welfare Research Group, Berkeley, Calif., 1995.

15. S. A. Brown, “Youth Parent and Leader Satisfaction
with Education Now and Babies Later,” unpublished re-
port, University of California, School of Social Welfare,
Family Welfare Research Group, Berkeley, Calif., 1994.

16. S. A. Brown and S. Sheelar, “Education Now and Ba-
bies Later (ENABL) Process Evaluation Final Report for
the First Funding Cycle, April 1992-June 1994,” unpub-
lished report, University of California, School of Social Wel-
fare, Family Welfare Research Group, Berkeley, Calif., 1994.

17. E. A. Hall and W. J. Popham, Evaluation of California’s
ENABL Media Campaign, IOX Assessment Associates, Los
Angeles, Calif., 1994.

18. M. Howard and J. B. McCabe, 1990, op. cit. (see ref-
erence 3).

19. D. Kirby et al., 1997, op. cit. (see reference 1).

20. D. Kirby, A Review of Educational Programs Designed
to Reduce Sexual Risk Taking Behaviors Among School-Aged
Youth in the United States, ETR Associates, Santa Cruz,
Calif., 1995.

21. D. J. Saunders, “Wilson Abstains from Costly 
ENABLERS,” San Francisco Chronicle, Dec. 27, 1996; and
M. Vanzi, 1996, op. cit. (see reference 8).

22. M. Vanzi, 1996, op. cit. (see reference 8).

23. D. Morain, “Abortion Foes in GOP to Battle Wilson
Funding,” Los Angeles Times, Jan. 10, 1996, p. A1; and B.
Hayward, “Some Foes of Abortion Call Budget Plan a
Gain. Wilson Denies Tilt on Family Planning,” Sacramento
Bee, Jan. 21, 1996, p. A3.

24. M. Males and K. S. Y. Chew, “Adult Fathers in School-
Age Childbearing,” paper presented at the annual meet-
ing of the Population Association of America, San Fran-
cisco, Calif., Apr. 8, 1995.

114 Family Planning Perspectives

Life History of a Campaign to Postpone Sexual Involvement 203



100 Family Planning Perspectives

riculum of its kind. It is brief and takes up
little class time and, given its focus on post-
poning sex, has broad appeal to parents and
schools. Moreover, an Atlanta-based eval-
uation of the PSI program implemented in
combination with a five-session human sex-
uality course suggested that the curriculum
delayed the initiation of first intercourse.2

However, serious questions have been
raised about the quality of the interven-
tion. For example, is the curriculum too
modest in length, does it include enough
practice in the skills that it attempts to
teach, and do the slides or videos that it
employs have appeal for young people?

Furthermore, two important method-
ological limitations of the Atlanta evalu-
ation have been noted.3 First, students
were not randomly assigned to treatment
and control groups: Youths living in one
geographic area received the intervention,
and they were compared with youths liv-
ing in other geographic areas who did not
receive the program. Thus, while analytic
procedures controlled for some back-
ground characteristics and the two groups
appeared to have been well matched,
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The Impact of the Postponing Sexual Involvement
Curriculum Among Youths in California
By Douglas Kirby, Meg Korpi, Richard P. Barth and Helen H. Cagampang

Concern about high rates of unin-
tended pregnancy and sexually
transmitted disease (STD) infection

among adolescents has led to the imple-
mentation in many middle and high
schools of sexuality education programs
designed to delay the onset of sexual in-
tercourse. One such curriculum, Post-
poning Sexual Involvement (PSI),1 aims
to support adolescents in delaying sexu-
al activity by helping them understand the
various social pressures that encourage
adolescent sexual activity and by teach-
ing teenagers skills that will enable them
to set limits, resist peer pressure, be as-
sertive in saying “no” to sex and develop
nonsexual ways to express their feelings.

The PSI program is probably the most
widely implemented middle school cur-

other uncontrolled factors may have dif-
ferentially affected the two samples. 

Second, the results of the Atlanta eval-
uation were biased slightly, because a small
number of youths in the treatment group
who initiated intercourse during the se-
mester in which they participated in the
program were excluded from the statisti-
cal analysis, while no comparable youths
from the comparison group were omitted.

The California Replication
From 1992 to 1994, in an effort to reduce
teenage pregnancy statewide, the Cali-
fornia Office of Family Planning funded
the Education Now and Babies Later
(ENABL) initiative.4 Composed of 28 pro-
jects coordinated by an array of local non-
profit, educational, health and social ser-
vice agencies, ENABL represented the
largest statewide pregnancy prevention
effort ever initiated.

The ENABL initiative included the PSI
curriculum and school- and community-
wide activities (such as flyer distributions,
assemblies, rallies and fairs) designed to
promote healthy alternatives to sexual ac-
tivity, involve large numbers of youths in
the ENABL campaign and increase ac-
ceptance of the program and of its mes-
sages. The initiative also included a
statewide media campaign and provided
youths with referral information for health
and other social services.

Collectively, the ENABL projects de-
livered the PSI curriculum to approxi-
mately 187,000 youths in schools and com-
munity settings in 31 California counties.
Ninety percent of the PSI programs were
taught by adults (mostly professional ed-
ucators or, occasionally, college interns).
Ten percent of the programs were taught
by youth leaders who were teenagers
slightly older than those participating in

Postponing Sexual Involvement (PSI) is a widely implemented middle school curriculum de-

signed to delay the onset of sexual intercourse. In an evaluation of its effectiveness among sev-

enth and eighth graders in California, 10,600 youths from schools and community-based or-

ganizations statewide were recruited and participated in randomly assigned intervention or

control groups; the curriculum was implemented by either adult or youth leaders. Survey data

were collected before the program was implemented, and at three months and 17 months af-

terward. At three months, small but statistically significant changes were found in fewer than

half of the measured attitudes, behaviors and intentions related to sexual activity; at 17 months,

none of these significant positive effects of the PSI program had been sustained. At neither fol-

low-up were there significant positive changes in sexual behavior: Youths in treatment and con-

trol groups were equally likely to have become sexually active, and youths in treatment groups

were not less likely than youths in control groups to report a pregnancy or a sexually transmit-

ted infection. The evaluation suggests that PSI may be too modest in length and scope to have

an impact on youths’ sexual behavior. (Family Planning Perspectives, 29:100–108, 1997).
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See also pp. 109–114.
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sion I focuses on the risks of early sexual
involvement and helps youths explore the
reasons that teenagers have sex and the
reasons why they might choose to wait.
Session II helps young people understand
and resist the social pressures that can lead
to early sexual involvement. Session III
identifies peer pressures that can affect
teenagers’ sexual behavior and helps teen-
agers determine their own limits for phys-
ically expressing affection. Session IV
teaches assertive responses to help teen-
agers resist pressure to engage in sex. Ses-
sion V provides reinforcement of the ma-
terial learned in previous sessions. The PSI
intervention included class discussions,
group activities, use of videos or slides
and a small amount of role playing.

PSI was implemented in addition to
whatever standard sexuality curriculum
an individual school offered. Thus, stu-
dents in both treatment and control groups
were likely to receive some instruction in
sexuality. However, the vast majority of
students in the control groups were not of-
fered an additional, specialized sexuality
curriculum comparable to PSI. Instead of
PSI, these students typically received in-
struction in some other topic area.

Research Design
Three research designs, representing three
levels of random assignment, were used
to evaluate the effectiveness of PSI and the
ENABL program. Each design included
some level of random assignment, and the
collection of survey data before the de-
livery of the intervention and again 17
months later.

In the first design, students within se-
lected schools were randomly assigned by
classroom to either a youth-led intervention,
an adult-led intervention or a no-interven-
tion control. This design also involved a few
contractors who implemented the adult-led
PSI program but did not offer the youth-led
intervention. Thus, students in this group
were randomly assigned by classroom to
only two conditions, either the adult-led in-
tervention or a control group. In this class-
room-randomization design, survey data
were collected from students three months
after baseline, as well as at baseline and at
the 17 month follow-up.

In the second design, entire schools were
randomly assigned to either intervention
or control conditions; intervention schools
received adult-led PSI as well as various
schoolwide activities in support of the
ENABL initiative, while control schools re-
ceived the standard sexuality education
curricula; data were collected at baseline
and 17 months after baseline only.

the evaluation and who were trained to
lead the intervention groups. Youth lead-
ers were always accompanied by adult ob-
servers when presenting the program.

Seventeen ENABL projects also utilized
PSI for Parents, a companion to the youth
curriculum. It was designed to help par-
ents reinforce their children’s learning ex-
periences regarding postponing sexual in-
volvement. As part of ENABL, PSI for
Parents was generally given in one
90–120-minute session. However, only
about 5% of the parents of youths in this
study received PSI for Parents.

The California evaluation was designed
to measure PSI’s impact on the occurrence
of first intercourse and to examine the be-
liefs, attitudes and intentions that might
mediate the initiation of sexual intercourse.
The evaluation tested the effectiveness of
implementing the program in both school
and community settings, and examined
school-based, adult-led interventions as
well as those led by teenagers. In some
agencies, the evaluation also assessed the
impact of schoolwide and community-
wide ENABL activities. The evaluation also
examined the program’s differential impact
on sexual behavior according to partici-
pant’s gender, grade, racial and ethnic
background, and prior sexual experience.

Methods
Contractors
School districts, health departments and
community-based organizations applied
to the California Office of Family Planning
to obtain funding to implement PSI and
ENABL. Twenty-eight organizations were
given contracts to use trained intervention
leaders to implement the PSI program in
school and community settings. These or-
ganizations were selected because they
provided service to communities with
high teenage birthrates, as well as for ge-
ographic and ethnic diversity and the abil-
ity to deliver a program like PSI.

Accordingly, the sample in this study
is diverse, but it is likely to be more rep-
resentative of youths in areas with high-
er rates of sexual risk behavior and high-
er teenage birthrates than of all California
youths. Twenty-one of the 28 selected or-
ganizations completed all of the require-
ments of the evaluation and are included
in the results. In all, 56 middle or junior
high schools and 17 community-based
agencies participated in the evaluation.

The PSI Program
The PSI curriculum consists of five ses-
sions, 45–60 minutes in length, delivered
in classroom or small group settings. Ses-

In the third design, youths were re-
cruited from community-based agencies
and were randomly assigned individual-
ly to either an adult-led intervention
group or a no-intervention control; data
were collected at baseline and 17 months
after baseline only.

PSI stands on its own as a sexuality ed-
ucation curriculum. However, in the At-
lanta implementation, it was preceded by
a five-session course in human sexuality
and decision-making.5 In order to make
the California intervention similar to the
one in Atlanta, youths in California were
required to receive instruction in human
sexuality before participating in PSI. How-
ever, the specific curriculum used in At-
lanta was not available to the public.
Therefore, a different curriculum, cover-
ing similar subject matter, was used in the
California replication.

We made an intensive effort to eliminate
schools in which students in the control
group might have received the PSI inter-
vention. It is possible, for example, that an
adolescent assigned to a control group at
one of the community agencies might
have received the intervention at school.
However, the number of such students
would be too small to influence the over-
all results of the study.

Sample
A total of 10,600 youths received parental
consent to participate in this study; 75%
completed both the baseline and the 17-
month follow-up surveys. Among youths
in the first research design, 4,234 (91%) also
completed a three-month posttest. After
surveys with incomplete or inconsistent
data were eliminated,* the final sample in-
cluded 7,340 youths who completed the
baseline and follow-up surveys, 3,834 of
whom had also completed the three-
month posttest survey. Survey completion
rates were similar for youths in both the
intervention and control groups.

Among youths who were lost from the
original sample for any reason, there were
no significant differences between those
lost from the intervention and those lost
from the control group (about 1% more
were lost from the intervention group than

*An extensive multistage process was used to clean the
data. Surveys were eliminated if there was evidence of
a “set” response pattern (e.g., the participant always se-
lected “3” on a scale of 1 to 5), or if incompatible responses
were evident (e.g., responses regarding having had sex-
ual intercourse were inconsistent). (See: D. Kirby et al.,
Evaluation of Education Now and Babies Later (ENABL): Final
Report, Family Welfare Research Group, Berkeley, Calif.,
1995.) Six percent of cases were removed during data
cleaning, leaving 69% of the original 10,600 cases in the
final 17-month sample.
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uum of agreement to six statements such
as “My best friends think that people my
age should wait until they are older to have
sex” and “Most students at my school
think it’s OK for people my age to have sex
with a serious boyfriend or girlfriend.” An
additional four-item scale addressed be-
liefs about sexual pressure. Respondents
were also asked to estimate the percentage
of girls and boys in their school who had
had sex; two additional single items ad-
dressed other beliefs about the inevitabil-
ity of teenage sexual activity and whether
it is possible to say no to sex without hurt-
ing the feelings of the other person.
•Reasons to have sex or abstain. An eight-
item scale assessed possible reasons ado-
lescents might have to postpone sex (e.g.,
“I would not have sex now because I’m
waiting for the right person”), and a six-
item scale measured possible reasons for
initiating sex (e.g., “I would have sex now
to feel accepted and loved”).
•Beliefs about sex and the media. Three sin-
gle items measured teenagers’ beliefs re-
garding the extent and impact of media
images about sex.
•Parental communication. Three single
items measured whether respondents had
spoken over the past year with a parent
or guardian about sex.
•Self-efficacy. Self-efficacy in declining sex
was measured with a four-item scale in
which respondents were asked to indicate
the degree to which they felt certain they
could refuse sex in different situations.
(For example, they were asked: “You are
alone with a boy or a girl. You start to kiss
and touch and it is hard to stop. How sure
are you that you could keep from having
sex?”) An additional item addressed re-
spondents’ ability to express affection in
a nonsexual way.
•Behavioral intentions. A four-item scale
measured teenagers’ intentions to engage
in sexual activity in the future (e.g., “When
it comes to sex, I have already decided
‘how far’ I will go”). In addition, at the 17-
month follow-up, youths who had never
had sexual intercourse were asked if they
intended to wait until they were older to
have sex, and those who had had inter-
course were asked if they intended to wait
before they have sex again.

All survey items examining beliefs, at-
titudes and intentions were recoded so
that a higher score corresponded with a
more desirable outcome (more conducive
to postponing sexual involvement). Cron-
bach’s alpha was used for each wave of
data to calculate the interitem reliability
of each scale. Six of the seven scales had
coefficients that exceeded .70 at all three

from the control group).* We report find-
ings for the full three-month and 17-
month samples here. However, we also
compared our results for these full sam-
ples with those from the smaller sample
for which we had three waves of data, and
found that they were consistent.

Measures
We drew upon previous research in the
field for our outcome measures. On occa-
sion, if there were no appropriate scales
available, we developed our own items.
Measures were reviewed by several prof-
essionals in the field and extensively pilot-
tested with students who completed the
draft questionnaire and then participated
in focus groups to further discuss and re-
fine the survey items. The questionnaire
was also translated into Spanish.

The main outcome of interest was
whether a teenager had become sexually
active subsequent to the intervention. We
also asked adolescents whether they had
tried to initiate sex or persuade someone
to engage in intercourse, as well as
whether they had been the recipient of
such pressures. Among sexually active
youths, we examined frequency of inter-
course, number of sexual partners and use
of contraceptives to address beliefs that
PSI had the potential to affect these be-
haviors as well. Finally, we measured
pregnancy rates and rates of reported sex-
ually transmitted diseases.

We conducted factor analyses of all
three waves of survey data to more fully
understand the underlying structure of
the mediating variables. These analyses
resulted in the creation of seven multi-
item scales. Items that did not clearly fit
into any of the scales were treated sepa-
rately in later analyses. We used these sin-
gle items and the seven scales to measure
a range of variables that are thought to
mediate adolescent decision-making re-
garding sexual behavior. 
•Beliefs about sexual activity. A six-item scale
measured respondents’ beliefs about how
they and their peers viewed the timing and
circumstances of first intercourse. Partic-
ipants were asked to respond on a contin-

survey points, while the seventh scale (be-
liefs about sexual pressure) had coeffi-
cients exceeding .70 for two of the three
time periods. Across all scales and time
periods, the mean alpha coefficient was
.82, indicating acceptable internal consis-
tency of the measures.

Analytic Procedures
To control for chance differences between
groups at baseline, we calculated change
scores in the outcome variables over time
(posttest score minus pretest score) and
compared the scores of the treatment and
control groups using t-tests. This proce-
dure eliminated the need to use analysis
of covariance to control for other differ-
ences at baseline.6 If calculation of change
scores was not feasible (e.g., when exam-
ining the impact of PSI on the frequency
of sexual intercourse among youths who
initiated intercourse after the pretest), the
posttest scores of treatment-group par-
ticipants were compared with those of the
control group. Chi square tests were used
for categorical data, and t-tests were used
for continuous data.

We set the level of statistical significance
at p<.01 because of our relatively large
sample size and because of the large num-
ber of statistical tests that we conducted.
When we examined our data at a less con-
servative level, those findings significant
at p<.05 but not significant at p<.01 were
often in inconsistent directions, suggest-
ing they were chance occurrences.

Characteristics of the Sample
The mean age of the youths in the sample
was 12.8 years and the mean grade level
was 7.5 (Table 1). Males represented 42–45%
of the participants. The sample was ethni-
cally diverse, and race and ethnicity var-
ied across settings: Among youths receiv-
ing adult-led PSI in any setting, 27–32%
were Hispanic, approximately 40% were
white, 9% were black and 12–14% were
Asian or Pacific Islander, while participants
who received youth-led PSI were more
likely to be Hispanic (46–49%) and less like-
ly to be white (21%). Teenagers recruited
from community-based agencies were
most likely to be Asian or Pacific Islander
(47–52%), and least likely to be black
(2–3%); approximately 20% were Hispan-
ic, and 5–10% were white (not shown).
Across all settings, almost 90% of youths
lived with their mother or stepmother,
while almost two-thirds had a male
parental figure in the home.

Some 35–39% of youths reported ever
having had a serious romantic involve-
ment. No more than 11% of youths had
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*We compared youths who were lost from the interven-
tion group with those who were lost from the control
group on a variety of pretest characteristics; the two
groups were very similar. Using two-way analysis of vari-
ance, we examined the interaction effects between treat-
ment group (intervention vs. control)  and attrition
(whether  or not the 17-month follow-up survey had been
completed) in relation to background characteristics, me-
diating variables and outcome variables at pretest. These
analyses revealed no significant interaction effects at the
p<.01 level for age, gender, family background charac-
teristics, risk factors such as alcohol use or low school
grades, or mediating or outcome variables.
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intervention were sig-
nificantly more likely
than their counterparts
in the control group to
believe that they and
their peers endorsed
postponing sex (Table 2,
p. 104). The difference in
the change scores be-
tween the youth-led
treatment and control
groups was 0.08, an ef-
fect size of 0.15.* This
difference, however,
was not apparent at the
17-month follow-up.

At the three-month
posttest, adolescents in
both the youth-led and
the adult-led classroom
intervention were sig-
nificantly less likely than
their control group coun-
terparts to believe that
becoming sexually active
during the teenage years
was inevitable; these dif-
ferences, however, were
not significant at 17
months. Compared with
their pretest responses,
teenagers participating
in the classroom inter-
vention disagreed more
at posttest with the state-
ment “most teens are
going to have sex, no matter what,” while
youths in the control groups agreed more
with this statement at posttest than at
pretest. The differences in change scores be-
tween the treatment and control groups for
the adult-led and youth-led interventions
were 0.14 and 0.12, corresponding to effect
sizes of 0.15 and 0.13, respectively. Findings
among students who had not had sex at
pretest were similar to the results reported
above for all youths.

There were no statistically significant
differences between treatment and con-
trol groups at either the three- or 17-month
posttest in teenager’s beliefs about sexu-
al pressure, in their estimates of the pro-
portion of their peers who are sexually ac-
tive or in the belief that it is possible to
decline sex without hurting the other per-
son’s feelings.
•Reasons to have sex or abstain. At the three-
month posttest, youths in the adult-led in-
tervention checked significantly more rea-
sons to refrain from sex than did those in
the corresponding control group (a dif-
ference of 0.06), but the effect size was
small (0.15). This difference was no longer

ever had sex. On average, sexually expe-
rienced youths had had sex only about 2–3
times during the preceding year. Less than
1% had ever been pregnant or caused a
pregnancy, and a comparable proportion
had had an STD. 

Nearly half of all youths reported hav-
ing made a decision to place limits on their
sexual activity; only 3–6% of all youths in-
dicated that they had tried to persuade
someone to have sex with them in the last
three months, but 10–17% reported having
been the target of such efforts (not shown).

There were relatively few statistically sig-
nificant differences at baseline between
treatment and control groups across the var-
ious randomization schemes; when signif-
icant differences did occur, they were very
small. All statistically significant differences
between treatment and control groups oc-
curred among youths receiving adult-led
PSI and occured in the design in which en-
tire schools were randomly assigned.
Youths in the intervention group from the
schoolwide randomization were more like-
ly than control youths to be Hispanic; they
received slightly higher grades in school,
were less likely to speak only English in the
home and had mothers with less education.
At baseline, these youths  were also more
likely to have ever had sex, and those who
were sexually active had had slightly more
sexual partners (not shown). We statistically
controlled for the pretest differences in sex-
ual behavior. Nonetheless, results from this
research design should be interpreted with
some caution. 

Results
We examined differences between youths
in all treatment and control groups across
all research designs, for all mediating vari-
ables and for all variables measuring sex-
ual activity. Findings for all variables are
displayed separately in the accompany-
ing tables for youth-led classroom and
adult-led classroom PSI, schoolwide
ENABL and community-based PSI. We
present these findings because we feel it
is important to document the consisten-
cy of our results across settings. Howev-
er, because three-month data were col-
lected only for the classroom research
design, and to keep the presentation of re-
sults as straightforward as possible, we
describe in the text, unless otherwise
noted, only the findings from the class-
room research design.

Mediating Variables
•Beliefs about sexual activity. At the three-
month posttest, teenagers in the youth-led
intervention but not those in the adult-led

apparent at 17 months. Although the im-
pact of the youth-led intervention was al-
most as large as that of the adult-led group,
it did not reach statistical significance. 

There were no statistically significant
differences between the treatment and
control groups in the number of reasons
or conditions under which youths said
they would engage in sex, at either three
or 17 months. For youths who had not had
sex at pretest, the pattern of statistical sig-
nificance was the same, and the effect size
was similar (not shown).
•Beliefs about sex and the media. At the
three-month posttest, youths who partic-
ipated in either the adult-led or the youth-
led PSI program were significantly more
likely than teenagers in the correspond-
ing control groups to recognize the sex-re-
lated content of media messages (effect

*To estimate the size of this difference based on a stan-
dard metric, we computed effect sizes using a pooled
standard deviation. Generally, effect sizes of less than 0.20
are considered small and those greater than 0.50 are con-
sidered substantial (see: J. Cohen, Statistical Power Analy-
sis for the Behavioral Sciences, 2nd ed., Academic Press, New
York, 1988).

Table 1. Means and percentages for background characteristics
of students participating in treatment and control groups, by type
of intervention, Postponing Sexual Involvement evaluation, Cal-
ifornia, 1992–1994

Characteristic Youth-led Adult-led

Treatment Control Treatment Control

Mean age 12.8 12.9 12.8 12.8
Mean grade level 7.5 7.5 7.5 7.5
% male 44.6 42.7 41.7 42.4
Race/ethnicity (%)†

American Indian 4.0 3.6 5.3 5.5
Asian/Pacific Islander 8.4 7.5 11.7 13.7
Black 9.8 10.1 8.9 8.7
Hispanic 46.4 48.9 31.9 27.4*
White 21.2 20.7 38.5 39.6
Other 8.1 6.9 7.2 8.0

% living with mother 87.2 87.3 88.8 88.5
% living with father 60.9 62.9 63.9 63.6
Mean academic grades‡ 1.7 1.7 1.6 1.5*
Mean language score§ 2.4 2.4 2.0 1.9*
Mean days of 

alcohol use†† 0.9 1.0 0.9 0.9
Mean days per 

week home alone 2.4 2.4 2.7 2.8
Mother’s mean 

educational level‡‡ 2.8 2.8 3.2 3.4
% who ever had a serious 

boyfriend/girlfriend 35.2 36.3 39.1 37.9
% who ever had sex 9.7 10.9 11.0 10.0
Mean no. 

of sexual partners 0.2 0.2 0.3 0.2
% who were 

ever pregnant 0.4 0.2 0.5 0.4
% who were ever 

diagnosed with STD 0.3 0.0 0.3 0.3

Sample range 605–893 2,933–3,396

*Difference between treatment and control group is significant at p<.01. †Ethnicity percentages
do not add to 100% because of missing data, and because multiracial youths could check more
than one category. ‡Academic grades were scored as 1=mostly As and Bs and 4= mostly Ds
and Fs. §Language score is the degree to which English was spoken at home and was scored
as 1=mostly English and 4=mostly other language. ††Indicates number of days within the last
month that respondent drank alcohol. ‡‡Mother’s educational level was scored as 1=eighth grade
or less and 5=college graduate.
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could say no to sex. The intervention ap-
pears to have counteracted a maturation
effect, as youths who participated became
more likely to believe they could refuse
sex, while those in the control groups be-
came less likely to believe so. However, the
difference between the adult-led inter-
vention and the corresponding control
group was small (0.09, with an effect size
of 0.13), and it did not remain significant
at 17 months. There were no significant dif-
ferences between treatment and control
groups, at either three or 17 months, in par-
ticipants’ belief that they could demon-
strate affection without having sex. The
pattern of statistical significance was the
same among youths who had never had
sex at pretest (not shown).
•Behavioral intentions. There were no sta-
tistically significant differences between
treatment and control groups in youths’
having set sexual limits, in their intention

sizes of 0.11–0.21). No statistically signif-
icant differences remained at the 17-month
follow-up. Among youths who had not
had sex at pretest, the patterns of statisti-
cal significance were the same, but the ef-
fect sizes were slightly larger (0.14–0.24).
There were no differences between treat-
ment and control groups at either three or
17 months in youths’ belief that the media
have no influence on their behavior.
•Communication with parents. Regardless
of sexual experience at baseline, there
were no statistically significant differences
at either the three- or 17-month follow-up
between treatment and control groups in
the level of communication with parents
during the preceding year (not shown).
•Self-efficacy. As Table 3 indicates, youths
receiving the adult-led but not the youth-
led PSI were significantly more likely at the
three-month posttest than youths in the
control group to have confidence that they

to avoid sex even at the risk of losing a re-
lationship (not shown), in sexually inex-
perienced youths’ deciding to wait until
they are older to have sex, or in sexually
experienced youths’ deciding to refrain
from sex in the near future. 

At the three-month posttest, teenagers in
the youth-led but not the adult-led inter-
vention were significantly more likely than
control youths to report intending to refuse
sex even when stirred by sexual feelings (ef-
fect size of 0.12), and those in the adult-led
but not the youth-led intervention were sig-
nificantly more likely than control youths
to indicate that they intended to refuse pres-
sure to have sex (effect size of 0.13). 

Sexual Behavior
There were no statistically significant dif-
ferences in attempts to persuade others to
engage in intercourse between treatment
and control groups in any setting at either
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Table 2. Mean change in selected mediating variables among students in treatment and control groups, by type of intervention and setting, ac-
cording to length of follow-up

Variable Youth-led Adult-led

Classroom Classroom School Community

Treat- Con- p N Treat- Con- p N Treat- Con- p N Treat- Con- p N
ment trol ment trol ment trol ment trol

BELIEFS ABOUT SEXUAL ACTIVITY
Postponing sex
3 months –.038 –.119 .003* 1,668 –.050 –.106 .011 2,363 na na na na na na na na
17 months –.237 –.274 .308 1,363 –.251 –.282 .273 2,038 –.323 –.315 .710 3,297 –.103 –.105 .983 338

Inevitability of teenage sex
3 months .063 –.056 .006* 1,805 .096 –.040 .000* 2,581 na na na na na na na na
17 months –.149 –.132 .754 1,470 –.044 –.135 .027 2,208 –.083 –.102 .572 3,651 .042 –.058 .369 362

Sexual pressure
3 months .004 –.010 .606 1,689 .027 –.022 .027 2,428 na na na na na na na na
17 months –.077 –.041 .312 1,388 –.015 –.041 .322 2,103 .001 –.019 .348 3,489 .013 .140 .053 341

Peers’ sexual activity
3 months –.132 –.133 .980 1,731 –.103 –.128 .517 2,481 na na na na na na na na
17 months  –.773 –.651 .078 1,419 –.716 –.660 .294 2,138 –.704 –.711 .865 3,612 –.527 –.605 .572 357

Possible to say no to sex
3 months .053 –.048 .033 1,803 .030 –.017 .227 2,595 na na na na na na na na
17 months –.028 –.075 .376 1,475 .020 –.054 .094 2,224 .054 .011 .219 3,696 .037 –.098 .234 360

REASONS TO HAVE SEX OR ABSTAIN
Not to have sex
3 months –.008 –.059 .011 1,592 .010 –.047 .000* 2,308 na na na na na na na na
17 months –.163 –.141 .418 1,307 –.094 –.132 .083 1,985 –.134 –.123 .487 3,454 –.027 .023 .344 339

To have sex
3 months –.023 –.053 .112 1,629 –.030 –.044 .401 2,350 na na na na na na na na
17 months –.110 –.114 .873 1,332 –.107 –.108 .992 2,032 –.118 –.103 .354 3,552 .041 .049 .898 343

BELIEFS ABOUT SEX AND THE MEDIA
Media encourage sex
3 months .194 .022 .001* 1,791 .263 .048 .000* 2,571 na na na na na na na na
17 months .173 .094 .199 1,459 .194 .079 .016 2,196 .149 .090 .108 3,673 .011 .162 .152 362

Media do not affect behavior
3 months .110 .009 .047 1,775 .122 .020 .016 2,548 na na na na na na na na
17 months .054 –.033 .158 1,453 .013 –.011 .627 2,185 –.021 –.020 .976 3,659 .131 .132 .991 365

Sex is used to sell products
3 months .186 .005 .000* 1,791 .113 .020 .004* 2,559 na na na na na na na na
17 months .175 .103 .145 1,470 .083 .105 .568 2,190 .130 .061 .020 3,709 .083 .253 .083 366

*Difference between treatment and control group is significant. Notes: In this and subsequent tables: Larger mean change scores represent more desirable outcomes. The treatment group in the school
setting received PSI along with schoolwide ENABL activities. na=not applicable, because three-month follow-up occurred only in classroom setting.
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cy and STDs as consequences of sexual ac-
tivity and because it taught assertiveness
skills to avoid sex, it might help adoles-
cents insist upon the use of contraceptives
if they did have sex. However, no signif-
icant differences emerged between inter-
vention and control youths’ use of oral
contraceptives or condoms.

Pregnancy and STDs
Data on pregnancy rates among all youths
who reported no prior history of preg-
nancy at pretest are presented in Table 5
(page 107) only for the 17-month follow-
up, since any pregnancies reported at the
three-month posttest were likely to have
been conceived prior to baseline. There
were no statistically significant differences
in pregnancy rates between teenagers re-
ceiving the adult-led intervention and
those in the corresponding control groups.
This was true for all three settings, when
analyzed separately or in combination.
Furthermore, there were no significant dif-
ferences when data only from those youths
in adult-led groups who were sexually ex-
perienced at baseline were analyzed. 

However, there was a statistically sig-
nificant difference among those who had
received the youth-led intervention; they

three or 17 months (not shown). As Table
4 (page 106) indicates, among youths who
reported never having had intercourse at
baseline, there were no statistically sig-
nificant differences between intervention
and control youths in the percentage who
had initiated intercourse at either the
three-month (5–6%) or the 17-month fol-
low-up (15–18% in school settings and 8%
in community settings). Furthermore, we
found no significant differences in the im-
pact of PSI on the postponement of sexu-
al intercourse for different subgroups of
students according to gender, grade, race
or ethnicity, history of serious romantic in-
volvement, prior receipt of sex education
or contract agency responsible for imple-
menting the program (not shown).

Among sexually experienced youths,
there were no significant differences at ei-
ther follow-up point in frequency of in-
tercourse or number of sexual partners be-
tween any of the treatment and control
groups, regardless of implementation set-
ting, age of group leader (youth or adult)
or participant’s gender, prior sexual his-
tory, grade level, race or ethnicity or sex-
ual experience prior to baseline.

We also examined the possibility that
because the program discussed pregnan-

were more likely to report a pregnancy
than were their control group counterparts
(4% vs. 2%). The same pattern emerged
when only those youths sexually experi-
enced at baseline were analyzed. We then
conducted a multilevel statistical analy-
sis, adjusting for clustering of youths with-
in classrooms as well as within schools; the
results remained statistically significant. 

Given our other findings, this significant
result was highly unexpected; we com-
pleted several additional analyses to more
fully understand its cause. Analysis by
gender revealed that the major difference
between the treatment and control groups
was among males. Young men receiving
youth-led PSI reported a remarkably high
rate of pregnancy involvement compared
with their counterparts in the control
group (6% vs. 2%). Further analyses re-
vealed that a disproportionate number of
the males reporting involvement in a preg-
nancy came from the seventh grade class
of one particular school: Six males in the
intervention group and only one in the
control group reported having caused a
pregnancy. When all seventh graders from
that one school were removed from the sta-
tistical analysis, the overall relationship be-
tween youth-led PSI and pregnancy was

Table 3. Mean change in self-efficacy and in behavioral intentions among students in treatment and control groups, by type of intervention and
setting, according to length of follow-up

Variable Youth-led Adult-led

Classroom Classroom School Community

Treat- Con- p N Treat- Con- p N Treat- Con- p N Treat- Con- p N
ment trol ment trol ment trol ment trol

SELF-EFFICACY
Saying no to sex
3 months .011 –.034 .218 1,537 .046 –.048 .003* 2,243 na na na na na na na na
17 months –.115 –.035 .100 1,265 .008 –.054 .116 1,939 –.046 –.061 .609 3,494 .048 .080 .738 334

Affection without sex
3 months –.026 –.065 .357 1,825 –.029 –.039 .756 2,617 na na na na na na na na
17 months –.023 –.037 .774 1,504 –.005 –.056 .193 2,254 –.017 –.026 .764 3,708 .047 .082 .738 361

BEHAVIORAL INTENTIONS
Have set sexual limits
3 months .057 .042 .607 1,584 .027 .062 .132 2,289 na na na na na na na na
17 months .089 .105 .645 1,264 .108 .105 .900 1,967 .107 .095 .579 3,364 .052 .075 .738 332

Sexual feelings would lead to sex
3 months –.038 –.160 .007* 1,910 –.070 –.129 .120 2,731 na na na na na na na na
17 months –.317 –.270 .440 1,574 –.215 –.245 .534 2,339 –.299 –.277 .565 3,823 –.117 –.147 .801 381

Sexual pressure would lead to sex
3 months –.089 –.184 .026 1,918 –.051 –.165 .001* 2,739 na na na na na na na na
17 months –.310 –.244 .242 1,577 –.246 –.229 .697 2,348 –.299 –.255 .201 3,825 –.036 –.151 .293 382

Sexual pressure from boyfriend/girlfriend 
would not lead to sex
3 months –.053 –.021 .580 1,599 .014 –.036 .301 2,296 na na na na na na na na
17 months –.122 –.008 .127 1,328 –.063 .004 .249 1,979 –.098 –.082 .722 3,387 .087 –.073 .221 337

Have decided to postpone sex†
% at 17 months 62.2 63.0 .768 1,197 66.4 63.1 .150 1,782 61.3 63.4 .253 2,829 71.3 67.5 .457 330

Have decided to postpone further sex‡
% at 17 months 23.1 20.6 .551 396 20.9 22.6 .641 590 21.3 18.6 .288 1,016 34.5 33.3 .930 53

*Difference between treatment and control group is significant. †Among all youths not  sexually experienced at 17-month follow-up. ‡Among youths sexually experienced at 17-month follow-up.
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icant effect upon actual pregnancy rates.
Of those students who at pretest had re-

ported never having had an STD, there
were no significant differences at either
follow-up between the PSI groups—either
youth-led or adult-led—and their re-
spective control groups in the percentage
of youths who reported an STD (Table 5).
Furthermore, there were no significant dif-
ferences between the youth-led group and
their control counterparts when the analy-
sis was restricted to only sexually experi-
enced youths.

There were no significant differences in
reported STD rates between intervention
and control participants in the schoolwide
randomization or among teenagers re-
cruited from community settings. (Rates
among intervention groups were lower,
although not significantly so.) However,
participants in adult-led intervention
groups in the classroom randomization
design had significantly higher STD rates
than did their control group counterparts.

Reported STD rates can increase either be-
cause greater proportions of youths actual-
ly contracted an STD or because larger pro-
portions of youths with an STD decided to
be tested and therefore learned that they had
an STD. Thus, it is not clear whether an in-
crease in reported STD rates represents a de-
sirable or an undesirable event. Moreover,
two of the five STDs listed in the survey
question (herpes and crab lice) can be trans-
mitted without sexual intercourse.

no longer statistically significant (p=.14).
There are a variety of possible explana-

tions for what happened among those six
seventh grade males. Given that class-
rooms of students were randomly as-
signed, it is possible that an especially
high-risk group of males may have been
assigned to one classroom, which was then
assigned to the treatment condition. Al-
ternatively, a small cluster of males may
have decided to report incorrectly that they
had caused a pregnancy, there may have
been some gang activity requiring sexual
activity and the claim of paternity, or sev-
eral males may have each thought they
were responsible for a single pregnancy. 

In any case, it is unlikely that PSI caused
an actual increase in pregnancy rates, for
several reasons: First, much of the differ-
ence in pregnancy rates between students
in the youth-led PSI and those in the cor-
responding control group occurred only
among males in the seventh grade class
in one school and did not occur in other
classes, schools or agencies, or among fe-
males. Additionally, the males receiving
youth-led PSI reported extremely high
rates of pregnancy in relation to statewide
statistics. Finally, there were no significant
differences between treatment and con-
trol groups in sexual behavior and con-
traceptive use that would explain differ-
ences in pregnancy rates. Thus, the weight
of the evidence indicates that neither
youth-led nor adult-led PSI had a signif-

It is likely that this significant finding oc-
curred by chance. The STD rates for the in-
tervention and control groups in all three
adult-led settings combined were re-
markably similar (5–6%), while in the two
adult-led settings other than the classroom
randomization design, youths in the PSI
groups had lower STD rates than did those
in the control groups. Moreover, youths in
the classroom scheme who participated in
the adult-led intervention had not had sig-
nificantly higher rates of sexual intercourse
than their control group counterparts dur-
ing the previous year (2.8 vs. 2.9 sexual
acts), nor did they have a significantly
higher number of sexual partners (1.9 vs.
1.8), nor were they significantly less like-
ly to use condoms the last time they had
sex (61% vs. 60%). Thus, there is no causal
explanation for this finding. 

However, it is possible that these stu-
dents were more likely to obtain STD test-
ing; some PSI leaders gave students re-
ferral cards specifying where such testing
could be obtained. The weight of our find-
ings strongly suggests that the PSI inter-
vention did not significantly affect actual
rates of STD infection.

Discussion
These results provide a remarkably con-
sistent picture of the impact of PSI and the
ENABL initiative. In the short term, the in-
tervention had no impact on seven beliefs
and attitudes, on four measures of inten-
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Table 4. Measures of sexual and contraceptive behavior among students in treatment and control groups, by type of intervention and setting,
according to sexual experience and length of follow-up

Variable Youth-led Adult-led

Classroom Classroom School Community

Treat- Con- p N Treat- Con- p N Treat- Con- p N Treat- Con- p N
ment trol ment trol ment trol ment trol

SEXUALLY INEXPERIENCED AT BASELINE
% who initiated intercourse
At 3 months 5.7 5.2 .673 1,678 5.6 5.4 .800 2,381 na na na na na na na na
At 17 months 16.7 15.8 .660 1,431 15.1 17.1 .210 2,134 18.4 16.5 .126 3,446 7.7 8.4 .798 362

SEXUALLY EXPERIENCED AT EITHER FOLLOW-UP
No. of acts of intercourse in last 3 months†
Mean change at 3 months 0.9 0.3 .023 338 0.8 0.4 .109 464 na na na na na na na na
Mean change at 17 months 1.8 1.6 .619 338 2.0 1.6 .162 586 1.7 1.9 .531 1,012 2.0 1.9 .960 52

No. of acts of intercourse in last 12 months†,‡
Mean change at 17 months 3.0 2.7 .454 389 2.9 2.7 .453 586 2.8 3.0 .340 1,010 2.9 2.3 .552 52

No. of sexual partners ever†
Mean change at 3 months 1.1 0.7 .069 342 1.0 0.8 .120 470 na na na na na na na na
Mean change at 17 months 2.3 2.0 .282 393 1.9 1.8 .643 584 1.9 2.0 .420 1,012 1.0 1.4 .596 53

Used a condom
% at 3 months 59.7 56.8 .593 339 65.9 56.3 .034 471 na na na na na na na na
% at 17 months 56.7 61.0 .394 394 61.4 60.4 .802 584 66.2 67.0 .792 1,012 62.1 66.7 .728 53

Used oral contraceptives
% at 3 months 24.3 20.4 .385 343 31.6 22.4 .024 475 na na na na na na na na
% at 17 months 21.4 26.9 .212 387 19.4 24.3 .160 585 23.3 21.4 .469 1,015 20.7 29.2 .475 53

†Youths not sexually experienced at baseline were assigned a value of 0. ‡We do not include three-month data for this variable, because this time period included the nine months prior to baseline.
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tensively for inconsistencies and removed
individuals with discrepant data.

However, several limitations are also
noteworthy. This study did not have a
strict no-treatment control group. While
youths in the control groups received
whatever program or instruction was oth-
erwise being offered, it typically did not
cover human sexuality. In addition, a large
majority of the youths in both the treat-
ment and control groups in this study, like
those in Atlanta, had previously received
some other instruction about aspects of
human sexuality at some time during their
middle school years. Thus, we could not
assess whether PSI was more effective
than nothing; all we could evaluate was
whether PSI had a significant impact
when it was taught in addition to other
limited instruction on human sexuality.

There are several measurement limita-
tions that are also noteworthy. Although
youths who overreported or underre-
ported sexual activity are likely to have
been randomly distributed between the
intervention and control groups, some
youths who reacted negatively to the pro-
gram or who were rebelling against its
messages may have disproportionately
overreported their sexual behavior. On the
other hand, it is possible that youths who
participated in PSI began to see teenage
sexual activity in a less favorable light, and
consequently underreported their own
sexual activity. In either case, however, it
seems likely that youths would overreport
or underreport at the three-month posttest
rather than at the 17-month follow-up,
when any program effects are likely to
have diminished. Moreover, our data on
rates of sexual behavior are consistent
with those from other studies.

The measurement of pregnancy is
somewhat problematic. Several weeks or

tions to have sex, or on five measures of
sexual behavior.

The intervention had a small, positive im-
pact among some groups on several atti-
tudes related to sexual decision-making, on
perceptions about the media’s presentation
of sexual images, and on feelings of self-ef-
ficacy and intentions to refuse sex. These at-
titudinal shifts did not translate into posi-
tive behavioral changes. Moreover, at 17
months, the intervention had no significant
and positive effect upon any mediating
variable, upon sexual or contraceptive out-
comes or upon pregnancy or STD rates.

Our findings raise an important ques-
tion: Why did this evaluation reveal no be-
havioral impact at three months and no
impact of any kind at 17 months, when the
evaluation of PSI in Atlanta suggested be-
havioral change? Is it possible that we
failed to detect significant positive out-
comes? The answer to this question has im-
portant implications for recommendations
about how to develop effective programs.

Strengths and Limitations
This evaluation had several strengths: It
employed a strong design with random
assignment, short- and long-term follow-
up and large sample sizes with sufficient
statistical power to detect programmati-
cally meaningful effects. It also allowed
for the evaluation of youth-led PSI and
adult-led PSI in schools and adult-led PSI
in community settings. Moreover, this
evaluation accounted for most of the me-
diating variables that might be affected by
educational interventions and, in turn,
might affect the initiation of intercourse.
Most of the scales employed had accept-
able-to-high reliability, and most of the be-
havioral measures had high internal con-
sistency, both within each survey and
between surveys. Finally, we checked ex-

even several months may elapse between
conception and the time a young women
receives results from a pregnancy test.
Until that time, she may not know of a
conception or may incorrectly believe she
is pregnant when she is not. Males, on the
other hand, may not know that they have
caused a pregnancy unless their sexual
partner tells them.

Overall, we feel it is unlikely that the in-
terventions produced programmatically
important effects that were not detected.
In the context of a strong design and meth-
odology, we examined many subgroups
of youths and searched at length for sig-
nificant, positive and consistent behavioral
effects. We found insufficient change in the
mediating variables to suggest that there
could be significant change in behavioral
outcomes, and the results were remarkably
consistent in demonstrating that PSI did
not produce desirable effects upon be-
havior. Finally, behavioral results fre-
quently were not in the desired direction,
were not programmatically significant and
were not close to statistical significance.

Replication Issues
When programs are replicated and im-
plemented broadly, they are not always
replicated with high fidelity. According-
ly, the ways in which the California im-
plementation differed from that of the At-
lanta evaluation should be examined.

The scale of the implementation in Cali-
fornia was dramatically larger than that in
Atlanta, and contractors had to stretch their
resources and capacities in order to deliver
PSI to large numbers of youths in relative-
ly short periods of time. This raises the pos-
sibility that elements of the program may
not have been implemented with the same
fidelity as in Atlanta. There are several ways
in which the California implementation of

Table 5. Percentage of youths reporting a pregnancy (or causing a pregnancy) or a diagnosed STD, by type of intervention and setting, ac-
cording to length of follow-up

Variable Youth-led Adult-led

Classroom Classroom School Community

Treat- Con- p N Treat- Con- p N Treat- Con- p N Treat- Con- p N
ment trol ment trol ment trol ment trol

Ever pregnant or caused a pregnancy†,‡
At 17 months 3.7 1.5 .006* 1,548 2.5 1.9 .265 2,250 3.0 2.2 .139 3,758 1.1 1.1 .970 371

Ever diagnosed with an STD§
All respondents

At 3 months 0.7 0.3 .195 1,895 1.0 0.3 .032 2,711 na na na na na na na na
At 17 months 1.5 0.7 .133 1,545 1.6 0.6 .015 2,313 1.4 1.6 .684 3,761 0.5 1.7 .289 372

Sexually experienced respondents
At 3 months 4.0 1.1 .080 334 6.4 1.6 .007* 460 na na na na na na na na
At 17 months 5.9 2.7 .122 389 6.8 2.1 .005* 584 5.1 6.7 .306 979 3.8 13.6 .221 48

*Difference between treatment and control is significant. †Among youths never pregnant at baseline. ‡We do not include three-month data for this variable, because pregnancies during this time period
could have been conceived prior to baseline. §Based only on those who at baseline never had a diagnosed STD.
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contractors assigned their best and most
experienced educators to facilitate the
groups being evaluated. Thus, it is likely
that in most respects, the basic structure
and activities of the PSI curriculum were
followed closely. Only a few modifications
affecting only a small proportion of study
participants were approved, and these
were designed to make the curriculum
more culturally appropriate. 

Our personal observations and reports
from agencies confirm that most contrac-
tors did follow the curriculum with con-
siderable faithfulness. Moreover, the cur-
riculum is well scripted, and according to
most sexuality educators, relatively easy
to follow. Group leaders received two
days of training and practice in how to im-
plement the program, and most belonged
to organizations that commonly deal with
sexual issues (e.g., family planning agen-
cies); most had taught sex education in the
classroom.

However, our personal observations of
classroom instruction indicated that not
all of the adult leaders always gave suffi-
cient emphasis to important program
messages; they sometimes spent more
time than necessary answering questions
not directly related to the intervention’s
goals. Moreover, a few leaders expressed
dissatisfaction with the intervention’s pri-
mary focus on postponing sexual in-
volvement and the exclusion of informa-
tion about contraception and disease
prevention. Their conflicting feelings
about the program may have diluted the
strength of the messages they presented
to students. Thus, some of the leaders may
not have implemented PSI with optimal
clarity and skill. 

It was also our observation that some of
the teenagers who led the intervention
groups were not sufficiently trained or ex-
perienced. Some of the youths were not en-
tirely comfortable talking about sex or com-
municating the program’s singular message
about postponing sexual involvement.

Conclusions
Despite these concerns, we do not believe
that simply improving the fidelity of the
implementation will cause PSI to dramat-
ically change sexual behaviors. Rather, we
believe that although the development of
PSI was a seminal event in our field and
the curriculum has broad appeal, the in-
tervention (at five sessions in length) is too
modest to have a significant impact on be-
havior. Indeed, the only three curricula im-
plemented in the classroom that have led
to changes in adolescent sexual behavior

PSI differed from that in Atlanta. 
•Age of students. In Atlanta, only eighth
grade students participated in the PSI
evaluation, whereas in California, the pro-
gram involved both seventh and eighth
graders. However, when eighth graders
were analyzed separately in California, re-
sults were similar to the findings from the
combined analysis.
•Additional five-session unit. In Atlanta, PSI
was implemented in addition to a five-ses-
sion reproductive health unit that in-
cluded basic human sexuality, decision-
making and contraception, and the
evaluation actually measured the impact
of both PSI and this five-session repro-
ductive health unit. In the California repli-
cation, the state contract required that
study participants receive reproductive
health education prior to receiving PSI,
and 85% of our sample specifically re-
membered receiving such instruction.
However, this instruction did not necces-
sarily occur immediately prior to PSI, as
it did in the Atlanta implementation. Even
so, findings based upon only those youths
who remembered that they had previ-
ously received this instruction did not dif-
fer significantly from those based upon all
youths. In addition, it does not seem like-
ly that a series of classes that focused on
postponing sex would be ineffective in de-
laying the onset of intercourse, yet would
be successful in doing so if additional in-
formation were added on reproductive
health and contraception.
•Group leaders. The PSI curriculum was
developed for implementation by teen-
agers, and this is how it was implement-
ed in Atlanta. In the California replication,
the program was largely implemented by
adults. Although this is an important dif-
ference, the results of this study were not
more positive for those teenagers who
participated in the youth-led intervention
than for those who participated in the
adult-led intervention.
•Video. The PSI curriculum came with a
video showing still photographs of youths
accompanied by voiceover narrations.
About half of the ENABL project con-
tractors used this video, but the rest found
that the youths they served reacted so un-
favorably to it that they could not use it.
Thus, many of the youths in this evalua-
tion received PSI without the video.
•Implementation. The educators imple-
menting PSI—both youths and adults—
were specially trained to deliver the pro-
gram, were contractually obligated to
follow the curriculum and knew they
were being evaluated. Moreover, many

lasted an average of 15 sessions.7
Furthermore, the PSI program lacks one

essential element of a successful behavior
change curriculum: the opportunity to
learn and practice new skills within an en-
vironment that provides sufficient support
and feedback. Given its modest length, PSI
cannot provide much practice in skill-
building; during some implementations,
a few participants did not have even a sin-
gle opportunity to practice a refusal.

There is currently no middle school cur-
riculum for which strong evidence indicates
it is effective in delaying sexual involvement
among young adolescents. Thus, there re-
mains a real need to develop and demon-
strate the effectiveness of such a program. 

The findings from this replication study
also make clear that before any group
broadly implements a specific curriculum,
it should thoroughly and critically exam-
ine the evidence for the effectiveness of
that curriculum. Such a review should con-
sider whether the curriculum was imple-
mented, evaluated and found to be effec-
tive in large and rigorous studies in
multiple sites. Characteristics of individ-
ual sites—uniqueness of the target popu-
lation, unusually charismatic leaders or va-
garies of the evaluation design—may limit
the generalizability of the findings from
one site to other sites. Thus, positive find-
ings should be demonstrated in multiple
sites and preferably multiple studies be-
fore a program is broadly replicated.
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month, members of the group may give
workshops for other adolescents, identi-
fy “teenager-friendly” health centers in
talks at schools and youth groups, partic-
ipate in health fairs, attend rallies and
demonstrations, call on state legislators
and write letters to the editor. Currently,
the peer educators are conducting inter-
views with adolescents throughout New
York City about the barriers and problems
they face in obtaining health care. This in-
formation will be incorporated into a
Youth Summit that THI will hold in De-
cember for New York City peer educators
who are working on health issues. THI is
also producing a video on minors’ legal
rights to health care and the peer educa-
tion program.

As peer educators organize and carry
out these activities, they come to under-
stand how reproductive health laws affect
them. They are engaged in active learning
and teaching; they are involved in their
communities and become activists. “One
of the things I like best about THI is its em-
phasis on teenagers’ responsibilities,” says
Sophie, a peer educator and intern. “Al-
though we discuss safe sex, contraceptive
methods, HIV testing and AIDS, we also
discuss teenagers’ rights. We teach teen-
agers the power over their health care that
the law gives them, and we emphasize the
wide range of choices that a teenager has
about his or her own health.” 

THI’s work with the peer educators pro-
vides much of its energy, ideas and inspi-
ration. In creating a two-tiered program—
working with both teenagers and
professionals—the program gains infor-
mation and knowledge from each group.
The peer educators become “advisors,” ex-
perts on being adolescents in New York.
By giving advice and asking questions,
they provide information about their con-
cerns and what they feel is important to in-
clude in the workshops. This process helps
shape the direction of the advocacy, the
production of materials and the profes-
sional training sessions offered by the pro-
gram. Working directly with teenagers
adds valuable depth to THI’s training ses-
sions for professionals. The THI program
staff running these sessions can truthful-
ly say, “Teenagers in New York are con-
cerned about confidentiality in health care”
or “Many adolescents don’t know they can
receive emergency contraception.” 

Teenagers are more likely to use health
services when they are guaranteed confi-
dentiality.1 But what rights do minors
have to confidential care, including re-
productive health care? To what services
can minors give informed consent with-
out their parents’ knowledge or permis-
sion? Using foundation funding and pri-
vate donations, the Reproductive Rights
Project of the New York Civil Liberties
Union (NYCLU) created the Teen Health
Initiative (THI) to fill the need for an ac-
curate understanding of teenagers’ rights
to health care in New York. 

New York broadly protects minors’
rights to obtain and consent to confiden-
tial health care. Still, health care profes-
sionals—who cannot provide appropriate
and comprehensive care unless they know
exactly what the law specifies—are often
confused about those rights.2 THI makes
the state’s laws understandable and ex-
plains minors’ legal rights to health care.

THI not only provides extensive train-
ing for professionals who work with ado-
lescents, but also runs a peer education
program. The program involves teenagers
in discussions about their rights to confi-
dential health care and gives them the
tools to present that information to other
adolescents around the state. In 1998, THI
produced Teenagers, Healthcare and the Law,
a booklet outlining minors’ health care
rights in New York. This booklet presents
clear explanations, for both teenagers and
professionals, of the state and federal laws
that apply to minors’ health care, specifi-
cally those related to confidentiality, in-
formed consent and the health services to
which minors are legally entitled.

Many teenagers will seek reproductive
health care only if they know that it is
available to them and that they can obtain
it confidentially. According to Wilson, one
peer educator, “The problem with laws is
that teenagers aren’t aware of the rights
they have concerning their sexual health,
and therefore do not receive the help they
would like.” 

Sixteen peer educators, aged 14–19,
make up the core of the program. Their
weekly meetings in the offices of the
NYCLU are a jumping off point for activ-
ities throughout New York. In a given

In turn, the peer educators benefit from
being part of a professional organization
that works on legal aspects of health care.
Each teenager goes through an intensive
training program at the beginning of the
year that introduces or reinforces knowl-
edge about issues related to reproductive
health, civil liberties, youth rights and sex-
uality. The peer educators create a work-
shop called “Know Your Rights! Minors’
Legal Rights to Health Care in New York.”
According to Wilson, “One of the most im-
portant aspects of the THI program is that
it focuses on teenagers educating teen-
agers. The workshop feels more like a
sharing of information than the lectures
that some sex education classes present.”
The workshop covers the areas of health
care to which minors can give informed
consent and that they can receive confi-
dentially. In New York State, in addition
to mental health care and drug and alco-
hol counseling, these areas include
reproductive health care—birth control
(including emergency contraception),
pregnancy testing, prenatal care and coun-
seling, testing and treatment for sexually
transmitted diseases (STDs), HIV and
AIDS testing and treatment, and abortion.

The peer educators often open up the
workshops by using a question as an ice-
breaker. One of the most telling is: “Can
you talk to your parents about sex?” The
majority of the adolescents attending say
no. When asked what they consider the
most crucial health problems teenagers are
facing right now, they cite pregnancy, HIV
infection and depression—all problems re-
quiring services that teenagers can obtain
confidentially in New York. The THI
workshop shows teenagers that they have
the right to receive these services and
gives them a forum for asking questions.
“Do I really have the right to an abortion
without my parents knowing?” “Can I go
for treatment of an STD by myself?”
“Where can I get emergency contracep-
tion?” “Where can I obtain confidential
counseling?” The questions raised in the
workshops provide evidence of a great
need for comprehensive sex education
programs that include accurate informa-
tion on teenagers’ legal rights. 

The creation of a peer education pro-
gram around the legal rights of teenagers
to health care expands the concept of sex
education. The content of the workshop
helps the peer educators and their audi-
ence to understand why they do and do
not have access to different services, and
encourages them to delve into the legal
framework of access to health care. It dis-
cusses reproductive health, but also gives
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them the tools to understand the history
and the current status of their rights to re-
productive health care. This, in turn, leads
them to question how health care is pro-
vided, and to learn what they can do if
they feel they do not have access to the ser-
vices they need. Wilson notes: “Another
thing that draws me to THI is that instead
of presenting ideas or opinions on sex, it
presents nonnegotiable facts about the
rights teenagers have.” Teresa, also a peer
educator and intern, says, “The informa-
tion that THI provides for teenagers is
vital and unique in that it really empow-
ers youth. It is helpful for teenagers to
know that they have choices; our group
reinforces this knowledge by letting youth
know what their options and legal rights
are when dealing with their health care.” 

The key is to make teenagers under-
stand that they have a right to confiden-
tial health care and lead them to believe
that they can assert and defend those
rights and should tell their peers about
them. THI involves adolescents in the
legal processes of health care by explain-
ing their rights and helping them to be-
come advocates for their own health.
Teenagers who understand and value
their rights are a powerful voice in their
defense when policymakers seek to put
politics before public health. As Sophie
comments, “We believe that when fully
educated and treated respectfully, most
teenagers are willing and able to make res-
ponsible choices about their health and
their lives.”
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and portrayals in every form of media. 
Adolescents rank the media with par-

ents and peers as important sources of sex-
ual information. This may be because the
media are better at depicting the passion
and positive possibilities of sex than its
problems and consequences. Despite in-
creasing public concern about the poten-
tial health risks of early, unprotected sex-
ual activity, only about one in 11 of the
programs on television that include sex-
ual content mention possible risks or re-
sponsibilities. Sexually transmitted dis-
eases other than HIV and AIDS are almost
never discussed, and unintended preg-
nancies are rarely shown as the outcomes
of unprotected sex.2 Abortion is a taboo
topic, too controversial for commercial
television and magazines. Homosexual
and transgendered youth rarely find
themselves represented in the mainstream
media. Although a few youth-targeted
programs, such as “Dawson’s Creek,”
have recently included gay characters,
what some have called “compulsory het-
erosexuality” prevails.3

The clash between the media’s depic-
tion of sexual relations and the real-life ex-
periences of youth contributes to their dif-
ficulties in making healthy sexual
decisions. Although we still have much to
learn about how the media influence
young people’s sexuality, evidence is ac-
cumulating that besides imparting basic
information about sex, the ubiquitous and
risk-free media portrayals, coupled with
inadequate alternative models from other
sectors, encourage unhealthy sexual atti-
tudes and behavior.4

Government regulation of media con-
tent is unlikely and probably the least de-
sirable remedy, so two strategies for work-
ing with the media hold greater promise.
A number of groups, including the Henry
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The mass media—television, music,
magazines, movies and the Inter-
net—are important sex educators.

Yet, the media seldom have been con-
cerned with the outcome of their ubiqui-
tous sexual lessons. Typically, those who
own and create communications media
have been more concerned with attracting
audiences and selling products than they
have been in promoting healthy sexuali-
ty. Most are driven by profit margins, not
social responsibility, and are not in the
business of promoting healthy sexuality.
If irresponsible sexual behavior attracts au-
diences, then that is what will be produced.

Could the media be healthier sex edu-
cators? Absolutely. Will they do it? That’s
less clear. 

Young people in the United States today
spend 6–7 hours each day, on average,
with some form of media. A majority have
a television in their bedroom; all have ac-
cess to music and movies. Computer and
Internet use is diffusing rapidly. By 2010,
it is expected that most homes with chil-
dren in the United States will have access
to the Internet. It is not clear, however,
when and if the current “digital divide”
between lower and higher income fami-
lies and between those who are less liter-
ate or non–English-speaking and those
who are literate or English-speaking will
disappear.1

The media-saturated world in which
children live is a world in which sexual be-
havior is frequent and increasingly ex-
plicit. Gone are the “I Love Lucy” days of
single beds and polite pecks on cheeks.
Youth today can hear and see sexual talk

J. Kaiser Family Foundation, Advocates
for Youth and the National Campaign to
Prevent Teen Pregnancy, have been work-
ing with Hollywood scriptwriters and
television and music producers as well as
magazine editors to encourage more sex-
ually responsible media content. As a re-
sult of these efforts, hit shows like “Felic-
ity” have included sensitive portrayals of
homosexual youth, have provided explicit
lessons in how to put on a condom and
have portrayed teenagers postponing sex-
ual intercourse, apparently with no de-
cline in audience interest. Additionally,
magazines such as Teen People and YM
have produced excellent articles on such
relevant topics as adolescent pregnancy
and contraceptives. 

The second strategy available to sex ed-
ucators is the Internet, which has the ad-
vantage over other media of allowing any
group to make their information and point
of view available relatively inexpensive-
ly. Children soon will take for granted that
they have access to almost any information
and any form of entertainment in one place
at any time they want it. At this point, un-
fortunately, it is easier to find sexually ex-
plicit, unhealthy sites than it is to locate
those that promote sexually responsible
behavior in an equally compelling way. 

A number of comprehensive sexuality
education websites for young people have
been launched. Some of the earliest,
such as Columbia University’s www.
goaskalice.columbia.edu, were established to
provide college students with easily ac-
cessible health information and to offer
sexual health information. A number of the
current sites that focus on sexual health in-
clude sections for users to send in ques-
tions that a panel of experts will answer.
Most of these also include a “frequently
asked questions” (FAQ) section, since teen-
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sexual content.5 Unfortunately, current
screening devices are as likely to block
sites containing information about breast 
self-exams, for example, as they are to
block the many sites depicting bare
breasts. 

It is unlikely that the media, including
the Internet, will shift toward a healthier
depiction of sexuality anytime soon.
Nonetheless, it is important that those con-
cerned continue to push for healthier rep-
resentations in commercial media and to
create alternative portrayals and sources
of information whenever possible. In the
meantime, the most effective strategy may
be to help children learn how to navigate
this remarkable ocean of information,
ideas and images. In some countries, such
as Canada and Australia, media literacy
is taught at all grade levels and through-
out the curriculum, so children learn early
that all media are constructed, convey a
particular set of values and, in general, are
designed to sell products. The need for
media literacy is beginning to gain ad-
herents in the United States as well. For
example, a number of states have includ-
ed media education in their public edu-
cation standards. Children who know
more about how the media work, how im-
ages are constructed and the potential ef-
fects of media exposure should be less
negatively affected by media use and
should be more able to find what they are
looking for without being ambushed by

agers often share similar concerns (e.g.,
www.sxetc.org, the site run by the Network
for Family Life Education at the Rutgers
University School of Social Work).

Sites typically include other features
that might attract teenagers to learn more
about specific topics, such as “Sex: What
to do?! Did your first time get you into a
sticky situation?” and “Four birth control
methods not recommended for teens”
(Planned Parenthood Federation of Amer-
ica’s www.teenwire.org). Others, such as the
American Social Health Association’s
www.iwannaknow.org site, also include chat
rooms in which teenagers can discuss sex-
ual concerns with their peers. The iwan-
naknow.org site’s chat room is monitored
by an experienced sexuality educator who
can stop inappropriate talk and solicita-
tion or interject accurate information. 

At this point, we know little about who
has access to such sites and how they are
used, but they have promise. A major hur-
dle will be making sure that youth are
aware of and can find the “good” sites. We
also have to be careful that the good is not
thrown out with the bad, as concern about
protecting children from the risks of web-
surfing increase. According to a recent na-
tional survey of young people (10–17
years old) who regularly use the Internet,
one out of five said they had been exposed
to unwanted sexual solicitations while on-
line in the past year. One in four reported
having inadvertently encountered explicit

unwanted, unhealthy sexual material or
by predators.

In short, the media are important sex
educators today and will continue to be
in the future. Therefore, efforts both to en-
courage the media to present a healthier
view of sexuality and to create, promote
and make accessible healthier sources of
sexual information should continue. Most
importantly, children should be armed
with the navigational and analytic tools
they’ll need to be able to create sexually
healthy lives—despite what most of the
media teach.  
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and other STDs. Men in their 20s are more
likely to be sexually active and are less
likely to use condoms than teenagers.4
Their high-risk sexual behavior also leads
to increased risk for disease: Half of all
new HIV infections in the United States
are among people younger than 25,5 and
young men aged 20–24 have the highest
rate of gonorrhea infection among all male
age-groups.6 In contrast to adolescents,
among whom rates of intercourse are de-
clining, men in their 20s are at greater risk
for HIV and other STDs than in the past:
Recent reports show that HIV prevalence
among young heterosexual men doubled
between 1988 and 1993.7

Men in their 20s have relatively high
rates of STD and HIV infection compared
with younger men, and they are more like-
ly to engage in risky sexual behaviors.
These young men are often the hardest to
reach for prevention, however, because
they are no longer associated with insti-
tutions that traditionally provide pre-
vention education.

Little is known about whether young
men carry the prevention messages that
they received as adolescents with them as
they age or where they obtain new infor-
mation about the prevention of STDs or
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Older, but Not Wiser: How Men Get 
Information About AIDS and Sexually 
Transmitted Diseases After High School
By Carolyn H. Bradner, Leighton Ku and Laura Duberstein Lindberg

Throughout the last decade, wide-
spread concern about high rates of
childbearing and sexually transmit-

ted disease (STD) transmission among ado-
lescents led to changes in sex education
programs and, subsequently, adolescents’
risk behaviors. As of 1996, almost all sec-
ondary schools reported offering AIDS ed-
ucation as part of a required health educa-
tion class.1 Research suggests that AIDS
and sex education programs for adoles-
cents may delay first intercourse, moder-
ately reduce sexual activity and increase
contraceptive use.2 Recent studies show
modest declines in sexual activity, preg-
nancy and childbearing among teenagers,
as well as a rise in condom use, suggesting
that prevention efforts among adolescents
might work.3 It remains to be seen whether
such changes are maintained in adulthood.

After they leave school, young people
are less connected to institutional struc-
tures that facilitate education about AIDS
and STDs and organized prevention ef-
forts drop off, despite increased levels of
sexual risk-taking behaviors. The in-
creasing delay before marriage results in
a longer period for sexual partnering
among young people, potentially in-
creasing their exposure to HIV infection

AIDS. The available data on where young
adults receive disease prevention infor-
mation are very limited.

This article documents the sources of
STD and AIDS prevention messages for
men in their 20s. We identify the most
common sources of information about
AIDS and STDs for young men aged
22–26, the topics most frequently covered
and the characteristics of men who receive
information. We focus on the receipt of in-
formation on AIDS and other STDs, but
these topics can be considered markers for
receipt of information in other areas, such
as pregnancy prevention. We are inter-
ested in determining whether the young
men most in need of prevention informa-
tion (those with a history of risky sexual
behavior or STD testing) receive it. By
using three waves of longitudinal data, we
can link current receipt of information for
disease prevention to prior health educa-
tion efforts and sexuality communication.

Data and Methods
Sources of Data
Data are from the first three waves of the
National Survey of Adolescent Males
(NSAM), administered in 1988, 1990–1991
and 1995.8 The 1988 NSAM was a nation-
ally representative household sample of
1,880 never-married men aged 15–19 that
oversampled black and Hispanic youth.
The overall response rate for the first wave
was 74%. The original cohort was surveyed
again in 1990–1991, at ages 17–22, with an
89% follow-up rate. In 1995, the 1988 cohort
was surveyed at ages 22–26 with a 75% fol-
low-up response rate (from 1988). The
analyses in this article are limited to the
1,290 young men who responded to all
three waves; they represented 70% of the
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Context: As they reach adulthood, young men are less likely to use condoms and are at in-
creased risk for exposure to AIDS and other sexually transmitted diseases (STDs). Little is known
about which prevention efforts reach men in their 20s.

Methods: Longitudinal data from the 1988, 1990–1991 and 1995 waves of the National Survey
of Adolescent Males are used to identify sources of information about AIDS and STDs among
1,290 young men aged 22–26. Information receipt from four main sources, the topics covered
by each source and the personal characteristics associated with getting more information are
all explored. 

Results: Twenty-two percent of men surveyed discussed disease prevention topics with a health
provider in the last year, 48% attended a lecture or read a brochure, 51% spoke to a partner, friend
or family member, and 96% heard about AIDS or STDs from the media (e.g., television adver-
tisements, radio or magazine). Excluding media sources, 30% of young men reported getting no
STD or AIDS prevention messages in the last year. Being black or Hispanic, having had a phys-
ical exam or an AIDS test in the last year, and having had discussions about AIDS or STDs with
parents or a health care provider in the past were associated with receiving more information.

Conclusions: Although young men who are at higher risk for STD or HIV infection are more
likely than other young men to get information about disease prevention, young adult men are
much less likely than adolescents to receive AIDS or STD prevention education. More preven-
tion efforts need to be aimed at young adults.

Family Planning Perspectives, 2000, 32(1):33–38
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ing as well, leaving us with 18 items for the
analysis. We grouped the 18 items into four
binary variables based on loadings from
factor analyses (varimax rotation) that in-
dicate which items are intercorrelated. Re-
spondents were coded as having received
AIDS or STD information from a medical
source if they talked to a doctor or nurse
about AIDS, STDs or condoms. Respon-
dents were coded as having received in-
formation from an instructional or social
source if they reported receiving informa-
tion on either AIDS or STDs from a lecture
(instructional), or a partner, friend or rela-
tive (social). Respondents who reported re-
ceiving information on AIDS or STDs from
television, radio, magazines or newspapers
or receiving information on condoms from
television were coded as having received
information from a media source.

For the portion of the analysis that de-
scribes the characteristics of those who re-
ceive information, we hypothesized that
health information receipt, like receipt of
health care services, is a function of both
the demand for and the supply of infor-
mation.10 We selected variables related to
characteristics that might affect informa-
tion-seeking by young men, as well as
their ability to reach an information sup-
plier. With longitudinal data, we can look
at both current and earlier respondent
characteristics.

We show health information receipt by
race, age, marital status, level of education
and employment status. We then explore in-
formation receipt by various health care
characteristics, such as whether a respon-
dent had a physical exam or an STD test in
the last 12 months. The expectation is that
people who regularly seek medical care are
more likely to seek out information on re-
productive health topics. Other health care
characteristics that we ex-
amined include type of
provider and insurance
status. Having a regular
source of care and med-
ical insurance are expect-
ed to be linked with 
increased access to infor-
mation.

We then consider the
relationship between pri-
or receipt of health infor-
mation, as measured in
previous waves. These
measures include having
received formal, primar-
ily school-based, sex ed-
ucation by age 17; ever
having talked to a par-
ent about reproductive

original sample (excluding those who died
between waves).

For the original sample, weights were
constructed to adjust for probability of 
selection, nonresponse and poststratifi-
cation adjustments to census targets. For
the 1995 wave, we constructed longitudi-
nal weights that also adjust for attrition
across the waves, so that the combined
three-wave sample has a distribution of
characteristics similar to the original 1988
sample.9All NSAM waves were conduct-
ed with a face-to-face interview and a self-
administered paper-and-pencil ques-
tionnaire (which was used to collect more
sensitive information).

Variables
The main outcome measures in this analy-
sis are respondents’ self-reported receipt
of information about AIDS and STDs in
the year prior to the 1995 interview from
four types of sources: medical, instruc-
tional, social and media.

The 1995 NSAM had 20 health informa-
tion items that covered these four source
types. Information receipt from a medical
source was captured by the question, “In
the last 12 months has any doctor or nurse
discussed any of these topics with you?”
The four topics were: pregnancy preven-
tion; AIDS; other STDs; and condoms. Data
on instructional, social and media sources
came from two questions, each with seven
items. The first asked, “In the past 12
months did you get any information about
X from any of these sources?” where “X”
refers to either AIDS or other STDs (such
as herpes, syphilis or chlamydia). The seven
choices for information sources included
brochures received at work or school; a lec-
ture or workshop; a wife or girlfriend; other
friends or family members; television; radio;
and magazines or newspapers. Addition-
al data on information receipt from the
media was collected from a question that
asked, “In the last 12 months have you seen
any TV programs or TV ads about these
topics?” where the two topic choices were
preventing pregnancy and condoms.

Conversations with medical profes-
sionals about pregnancy might have been
either about prevention or about a current
pregnancy; thus, we excluded the preg-
nancy topic, since our analyses focus on
prevention messages. For consistency, we
eliminated this topic from the media group-

health topics (1988 wave); and having spo-
ken to a doctor or nurse in the last 12 months
(1990–1991 wave). Respondents with a his-
tory of sex education or sexuality commu-
nication are expected to be more likely to
seek out information when they are older. 

In the multivariate analysis, we add an
additional group of correlates related to
STD risk. These include having had three
or more partners in the last year, having
become sexually active before age 15 and
knowing someone with AIDS. Ideally, re-
spondents who have engaged in high-risk
sexual activity or who ever knew some-
one with AIDS would be more likely to re-
ceive relevant information.

Data Analysis
All analyses presented here are weighted,
using the longitudinal weights. SUDAAN
was used to test for significance in bi-
variate tabulations, and in logistic re-
gression models to adjust for the complex
sample design.11 The logistic regression
analyses estimate three sets of models pre-
dicting receipt of reproductive health in-
formation from a medical, instructional or
social source. Since 92 respondents did not
answer the self-administered question-
naire (the section with questions on phys-
ical exams and AIDS and STD testing), we
include a dummy variable for these re-
spondents in case they differ from the re-
maining respondents.*

Results
Topic and Source of Information 
Almost all respondents (96%) recall hav-
ing heard prevention messages concern-
ing AIDS or STDs through the media in the
last year (Table 1). Only 22% of the young
men talked to a doctor or nurse about
AIDS, STDs or condoms in the last year.
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*The 92 missing cases in the self-administered ques-
tionnaire portion are because some respondents either
erroneously skipped a section of this questionnaire or
did not answer it at all.  The models were run with and
without the respondents missing self-administered ques-
tionnaire data, and the substantive results did not change.

Table 1. Percentage of U.S. males aged 22–26 who received in-
formation on AIDS and STDs in the last year, by topic, according
to source, 1995 National Survey of Adolescent Males (N=1,290) 

Source Any topic AIDS STDs Condoms

Total 98.2 95.3 71.8 80.3

Media 96.2 91.7 58.7 78.3
TV program/advertisement 94.0 87.0 44.1 78.3
Magazine 75.8 74.6 46.4 na
Radio 59.6 57.8 23.9 na

Medical
Talked to a doctor/nurse about topic 22.3 18.4 17.9 16.4

Instructional 47.8 45.1 34.0 na
Attended a lecture on topic 20.8 17.9 15.3 na
Read a brochure on topic 43.3 40.2 30.1 na

Social 50.8 46.9 31.6 na
Talked to other friends/family about topic 40.0 37.1 25.1 na
Talked to girlfriend/wife about topic 33.2 29.8 19.6 na

Notes: Percentages are weighted. na=not applicable.
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messages (Table 2). Older
respondents are less like-
ly to have received infor-
mation from a medical
source than respondents
younger than 26. Single
respondents and those
with more education are
more likely to receive in-
formation from an in-
structional source than
are other young men.
However, the most-edu-
cated men are less likely
than other respondents
to report receiving infor-
mation from a social
source. Respondents cur-
rently attending school
are more likely to report
information receipt from
an instructional source
than are respondents
who are not in school, re-
gardless of their employ-
ment status.

Whether a respondent
has a regular source of
health care is not related
to his receipt of health in-
formation in the last year
(Table 2). Information re-
ceipt also does not differ
by insurance status, ex-
cept that Medicaid re-
cipients are more likely
to report having re-
ceived information from
an instructional source
(67%) than did men cov-
ered by other types of
health insurance. Hav-
ing a physical exam or
having been tested for
AIDS or an STD in the
past year are positively
associated with receipt
of health information
from all types of sources. 

Having received for-
mal sex education before
age 17 is not signifi-
cantly associated with
having received disease
prevention information
later in life (Table 2). For
the three sources of
health information ex-
amined, more parental
communication (i.e., dis-
cussion of more topics) at
a young age is associated
with a higher incidence

Approximately half of the respondents re-
port having received prevention informa-
tion from a brochure or lecture (48%) and
having talked to a partner, family member
or friend about health information (51%).
AIDS is consistently the topic most often
reported, regardless of source. 

Among the media sources, television is
the most commonly reported source for
information (94%). Respondents are twice
as likely to report having read a brochure
about various topics (43%) than to have
attended a lecture (21%). Young men are
more likely to report having talked about
AIDS or STDs with a family member 
or friend than with a wife or girlfriend 
(40% vs. 33%).  

We did not collect data on the content
received from any of the sources. Media
information could have been presented as
part of a fictional story line, as a news story
or in a prevention context. Furthermore,
it is difficult to consider correlates of re-
ceipt, since virtually the entire sample re-
ported having received information from
the media about AIDS or STDs. These two
problems led us to drop media from the
remainder of our analyses.

Clinicians and television were the only
sources that included information about
condoms. If the condom measure is ex-
cluded from the analysis, the values for in-
formation receipt from a media and med-
ical source change to 92% and 21%,
respectively. There is a larger difference
for the media than for the medical source,
but since we exclude media from the rest
of our analyses, our primary concern is the
medical measure. Since the difference is
about one percentage point, we do not be-
lieve that including the condom measure
in the rest of the analyses substantively af-
fects our results. 

When the media category is excluded
from the analysis, 30% of respondents re-
port that they received no information
about AIDS or STDs in the last year from
the three remaining sources. Among those
who report having received no informa-
tion in the last year, 94% had received in-
formation from the media (results not
shown). Approximately one-third of re-
spondents received health information
from one source and 27% got information
from two sources. Only 12% of respon-
dents got information from all three
sources.

Correlates of Information Receipt
For each source of information on disease
prevention, non-Hispanic black men and
Hispanic men are more likely than white
men to report having received prevention

Table 2. Health information receipt in the last year among U.S males
aged 22–26, by characteristics, according to source of information,
National Surveys of Adolescent Males

Characteristic % dist. Source

Medical Instructional Social

DEMOGRAPHIC CHARACTERISTICS
Race
Black non-Hispanic 14.5 42.2** 66.5** 69.8**
Hispanic 9.3 35.6 57.7 66.8
White non-Hispanic/other 76.2 16.9 43.1 45.2

Age
≤23 43.9 22.8* 52.1 51.8
24–25 43.8 24.8 46.2 51.2
26 12.4 11.7 38.5 45.5

Marital status
Married 25.7 18.5 35.0** 47.0
Cohabitating 13.8 23.9 45.1 50.0
Single 60.6 23.6 53.9 52.5

Highest level of education
<high school 7.6 13.6 30.1* 38.5*
High school graduate 69.3 23.3 48.2 54.0
College graduate 16.7 24.7 50.1 51.8
Graduate school 6.3 16.7 58.6 25.8

Employment/educational status†
Employed, not in school 66.2 22.4 41.4** 49.9
Employed, in school 18.6 23.1 60.7 57.4
Not employed, in school 7.0 12.5 78.5 33.9
Not employed, not in school 8.2 28.7 44.8 58.0

HEALTH CARE CHARACTERISTICS
Has regular doctor/health
care provider
Yes 82.2 23.7 49.4 50.8
No 17.8 15.5 39.6 49.7

Insurance status
Medicaid 5.7 23.3 66.7* 53.6
Other insurance 70.1 21.6 48.7 50.0
Uninsured 24.1 24.2 40.5 52.2

Had physical exam in last 12 months‡
Yes 56.1 31.0** 57.2** 56.9**
No 43.9 11.6 34.9 40.6

Had AIDS/STD test in last 12 months‡
Yes 30.6 40.8** 59.9** 61.2**
No 69.4 14.3 41.9 44.7

PRIOR RECEIPT OF SEX EDUCATION
Sex education by age 17
No 10.3 20.7 52.7 49.5
1–4 topics 56.2 22.4 45.6 51.3
All five topics§ 33.5 22.8 50.1 50.2

Talked to parents about sexuality
topics (Wave 1 only) 
No 21.3 17.8* 42.1 46.7
1–5 topics 64.2 21.1 48.0 49.6
All six topics†† 14.5 34.7 55.6 62.0

Discussed reproductive health with
doctor at last visit (in 1990–1991) 
Yes 15.2 36.1** 50.6 65.2**
No 84.8 19.9 47.4 48.2

*p≤.05. **p≤.01. †“In school” refers to respondents who are currently enrolled in school ei-
ther full-time or part-time. Of those who are in school, 0.2% are in high school, 72.1% are in
college, 21.4% are in graduate school, 5.6% in vocational/trade school and 0.8% are in a
GED program. ‡There are 92 missing cases for these variables, due to nonresponse on the
self-administered questionnaire portion of the survey and to erroneous skipping. §Sex edu-
cation topics include STDs, AIDS, safe sex, birth control methods and where to obtain birth
control. ††Parental communication topics include talking with parents about the menstrual
cycle, about how pregnancy occurs, about STDs, about contraceptive methods, about AIDS
and about what to do if pregnancy occurs. Note: Significant difference refers to chi-square
test of each characteristic and source.
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cussion about AIDS or
STDs with a partner,
friend or family member
in the last 12 months
produces results similar
to the others. Black and
Hispanic men are more
likely than white men 
to report having talked
with someone about
AIDS or STDs. Respon-
dents who reported 
having lived with their
parents in the last 12
months are more likely
to have received infor-
mation from a social
source than other re-
spondents. Respondents
with less than a high
school education are less
likely to report having
talked to someone about
AIDS or STDs than
those with a high school
degree.

Respondents who had
a physical in the last year
are more likely than other
young men to have re-
ceived information from
a social source. Respon-
dents who in Wave 2 re-
ported having spoken
with their physician are
more likely than others to
report having received in-
formation from a social
source in 1995. 

Discussion
This article documents
how men in their early
20s, who are generally
employed and not in col-
lege, get prevention in-
formation about AIDS
and STDs. Almost all of
these young adults are
exposed to media mes-
sages about such topics,
but about two-thirds are
informed by more direct
sources, such as from
family, friends or med-
ical professionals, or through lectures or
brochures. The examination of those who
received direct information revealed cer-
tain demographic traits that are useful in
identifying who is less likely to get AIDS
or STD messages. White non-Hispanic
males reported getting prevention mes-
sages less frequently than black or Hispanic

of health information receipt, although the
difference is statistically significant only
for medical sources of information. Final-
ly, when we examine prior discussion of
AIDS or STD information with a physician
(as reported in the 1990–1991 wave), we
find that respondents who reported hav-
ing discussed reproductive topics with a
physician at their last visit prior to
1990–1991 are more likely to have received
health information at a later age from both
medical and social sources. 

Multivariate Analyses 
The first logistic regression shown in Table
3, which predicts receipt of information
on AIDS, STDs or condoms from a med-
ical source, indicates that non-Hispanic
black men and Hispanic men are more
likely to report having received informa-
tion from a medical professional than are
white men.* Health insurance status,
provider type and prior sex education are
not significantly related to having talked
with a doctor or nurse in the 12 months
prior to the survey. Respondents who had
had a physical exam or an STD test in the
previous 12 months are more likely to
have talked with a doctor or nurse during
the same time period. Respondents who
reported having spoken with a parent
about all six sexuality topics in 1988 or
who reported having talked to a doctor in 
Wave 2 are much more likely to report
having talked to a doctor or nurse in the
1995 wave. Finally, respondents who be-
came sexually active before age 15 are less
likely to have talked to a physician or
nurse about reproductive health topics.

In the regression results predicting the
likelihood of having attended a lecture or
received a brochure about AIDS or STDs,
being non-Hispanic black or Hispanic is
positively associated with having received
AIDS or STD information in the last 12
months. Being in school, regardless of em-
ployment, is highly correlated with hav-
ing received a brochure or having at-
tended a lecture on AIDS or STDs. College
graduates are also more likely to report in-
formation receipt than are those with only
a high school diploma. Respondents who
received a physical exam in the last 12
months are more likely than others to re-
port having attended a lecture or received
a brochure.

Finally, the regression predicting dis-
men. Those without a high school degree
were less likely to have more direct dis-
cussions or formal instruction about these
topics.

After controlling for a host of social, de-
mographic and other traits, we find that
black or Latino men are much more like-
ly to get information about reproductive

36 Family Planning Perspectives

How Men in Their 20s Get AIDS and STD Information 

Table 3. Odds ratios from logistic regression models predicting
source of AIDS and STD information receipt in the last year among
U.S. males aged 22–26, by source 

Characteristic Medical Instructional Social

Demographic characteristics
Race

Black non-Hispanic 3.34** 3.05** 2.17**
Hispanic 3.02** 2.53** 2.43**
White non-Hispanic/other (ref) 1.00 1.00 1.00

Age 0.93 0.94 1.02

Marital status
Married 0.90 0.70 1.02
Cohabiting 0.87 0.74 0.91
Single (ref) 1.00 1.00 1.00

Lived with parent(s) 
in the last 12 months 1.18 1.44 1.56*

Employment/educational status
Employed, in school 0.98 1.98* 1.41
Not employed, in school 0.40 4.90** 0.53
Not employed, not in school 0.89 0.77 1.07
Employed, not in school (ref) 1.00 1.00 1.00

Highest level of education
<high school 0.64 0.65 0.58*
High school graduate/some college (ref) 1.00 1.00 1.00
College graduate or more 1.54 1.80** 0.87

Health care characteristics
Insurance status

Medicaid 0.93 2.79 1.03
No insurance 1.09 0.75 0.93
Other insurance (ref) 1.00 1.00 1.00

Has regular health care provider 0.81 0.80 1.33

Had physical exam in last 12 months 2.44** 2.47** 1.70**

Had AIDS/STD test in last 12 months 2.91** 1.46 1.40

Did not answer self-administered
questionnaire† 2.35 2.87** 2.35*

Prior health education receipt
Sex education by age 17 0.76 0.55 0.93

Talked to parents about reproductive 
health (Wave 1 only)

No parental communication (ref) 1.00 1.00 1.00
1–5 topics 1.14 1.15 1.13
All six topics 2.36* 1.44 1.65

Reported talking to a doctor (Wave 2) 2.34** 1.08 1.94*

STD risk
Had >3 partners in last year 1.55 1.39 1.28

Had sex before age 15 0.49** 0.71 1.12

Know someone with AIDS 1.48 1.15 1.49

–2 log likelihood 240.00 257.79 164.05
Degrees of freedom 24 24 24
N 1,236 1,234 1,234

*p≤.05, **p≤.01. †The models were also run without this variable and there was no change
in the odds ratio for variables derived from the self-administered questionnaire.

*The racial difference exists even in cases where STDs
have been diagnosed.  Among the small percentage who
were told that they had an STD, black men were three
times more likely to have discussed STDs with a med-
ical professional than were white males.  Most discus-
sions occurred outside the context of a diagnosed STD.
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ed data may still be reasonably valid: One
recent study found that young people
could accurately recall preventive health
discussions.15

Our results show that the media, par-
ticularly television, are by far the most
common source of health information for
young men. The 1992 wave of the Na-
tional Health Interview Survey found that
the media were the most common source
of information among 18–29-year-olds,
followed by brochures.16 Media can reach
nearly everyone in this age-group, but the
media send mixed messages. Studies have
explored the relationship between media
and sexuality, finding that while television
and magazines frequently feature pro-
gramming about sexual issues, very few
focus on sexual health.17 Mass media 
are a good way to increase awareness
about reproductive health issues, but 
they should not substitute for interper-
sonal communication, which is generally
thought to be more effective in motivat-
ing behavior change.18

Perhaps our most important finding is
that there was a relationship between early
communication about AIDS and STDs and
the receipt of prevention messages years
later, when the men were young adults.
Those who had substantial discussion with
their parents about reproductive health as
of 1988 or who spoke with a doctor in 1991
were more likely to talk to a health pro-
fessional about reproductive health issues
in 1995. Similarly, those who reported talk-
ing to doctor in 1991 were more likely to
have discussed these topics with their fam-
ily or friends in 1995.

One interpretation of this finding is that
discussions with influential people, such
as physicians, family or friends, can have
lasting effects and may continue to
prompt self-interest or concern years later.
Early discussions may set a pattern of
communication that carries on later in life.
Interestingly, we did not find these con-
tinuing effects for formal sex education 
or AIDS education. An alternative expla-
nation may be that some youth have in-
nate characteristics that lead them to be
more communicative (or more worried)
through different phases of their lives. In
either case, there is at least one important
policy lesson: We ought to reinforce con-
tinuing discussion of these topics by
health professionals and by family and
friends, and we should identify better
mechanisms for communicating with
those who are not having such discussions
with influential sources.

The potential long-term benefits of dis-
cussion with influential sources supple-

health, suggesting that minority youth
have been targeted for prevention efforts.
This is important, given the large body of
research indicating that nonwhite males
are at increased risk for AIDS and STD in-
fection. Young black men are also more
likely to be sexually active and to have
more partners than are young white
men.12 STD infection rates are also high-
er among ethnic minorities. In 1997, the
chlamydia rate for Hispanics was almost
three times that of whites, and the rate for
blacks was 10 times that of whites. For
gonorrhea, the contrast was even greater:
The 1997 gonorrhea rate for black males
aged 20–24 was 40 times that of whites.13

Although HIV infection rates are declin-
ing for all men, they are falling at a slow-
er rate for black men. By 1993, black males
aged 18–22 had a higher HIV prevalence
than white males.14

While it is gratifying that black and His-
panic males are receiving prevention mes-
sages, it is of concern that white males
with similar sexual histories and socio-
economic status are substantially less like-
ly to receive this information. The differ-
ence is particularly apparent with respect
to discussing HIV or STDs with a doctor
or nurse: Forty-two percent of black males
got medical advice, compared with 17%
of white males. We worry that medical
professionals may have implicitly labeled
minority males as being at risk of HIV or
STDs, but not white males, regardless of
their actual sexual experience.

The fact that about one-third of young
adult men received no information about
AIDS or STDs from any source other than
the media stands in distinct contrast to the
nearly universal coverage of HIV and sex
education for high school students. As
noted earlier, young adult men have even
higher rates of sexual risk behaviors than
teenagers and, from a public health per-
spective, might therefore be considered to
have greater needs for prevention efforts.
Nearly all men in their 20s are sexually ex-
perienced (94% of this sample), 88% were
sexually active in the last year and 17% re-
ported three or more partners in the last
year, suggesting that prevention efforts
need to be stronger among this group.

This analysis has some limitations.
While we know if a respondent received
information from a certain source, the con-
tent or context of the information ex-
change is unknown. For example, we do
not know who initiated a conversation
about AIDS or STDs. Further, all data are
self-reported, and we cannot be certain
that the histories have been recalled or re-
ported accurately. However, self-report-

ment the well-documented short-term ben-
efits. Prior studies have shown that dis-
cussing these issues with parents or physi-
cians can promote changes in condom use
and in sexual behavior.19 However, a recent
survey reports a gap between parental
views on discussing sexual health and their
children’s desire for information. Adoles-
cents do not believe that their parents talk
to them early enough about sexual issues,
even though parents say that talking to chil-
dren about sex is important.20

Similarly, there are barriers in the extent
to which medical professionals talk to their
male patients about reproductive health, de-
spite research showing that reproductive
health counseling can affect sexual behav-
ior.21 However, a recent study found that
only one-fifth of an adult sample reported
talking to a physician about AIDS.22 Other
data have demonstrated that primary care
physicians were much less likely to assess
sexual risk behaviors among adults than
other risk behaviors, such as smoking and
alcohol use.23 But even if clinicians were
more proactive in discussions with their
male patients, the fact that young men are
much less likely to have a regular source of
health care and to visit a doctor than women
in their 20s means that the doctor’s office
cannot serve as a universal source of infor-
mation and must be supplemented by other
sources.24

Another potential source of health in-
formation for young men is college and
graduate school, but reproductive health
education in higher education is not near-
ly as universal as it is during high school.
The 1995 National College Health Risk Be-
havior Survey results showed that less
than half of college students reported re-
ceiving information on sexual risk pre-
vention, regardless of the topic. Among
the various topics, AIDS is most com-
monly covered, and information receipt
declines as age increases.25 A final possi-
ble site for prevention messages for young
adults is the workplace, since most young
adults are employed. Our impression is
that there are relatively few organized pre-
vention activities around reproductive
health issues, except possibly for those
working in the military or in health care.

From a lifetime perspective, young
adulthood is the age of greatest sexual
risk, especially for acquiring STDs or HIV
or causing unintended pregnancies. De-
spite this, young adults are less likely to
receive prevention messages at this age
than when they are in high school. Part of
the problem is structural: Because there
are no universal institutions like junior or
high school that reach all young adults, we
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need to develop better ways to reach
young men where they are. The media can
spread prevention messages widely, but
probably have less impact than interper-
sonal communications. Community pro-
grams aimed at young adults can and
should be fostered. Most young men have
at least some annual contact with medical
professionals; this is an important oppor-
tunity to provide more information about
reproductive health to their young male
patients. On a broader level, we need to
foster social norms in which family and
friends feel that it is relevant and appro-
priate to talk about reproductive health is-
sues with young adults.

References
1. Grunbaum J et al., Characteristics of health education
among secondary schools—School Health Education Pro-
files, 1996, Morbidity and Mortality Weekly Report, 1998,
47(SS-4):1–31.  

2. Kirby D et al., School-based programs to reduce sex-
ual risk behaviors: a review of effectiveness, Public Health
Reports, 1994, 109(3):339–360; Ku L, Sonenstein F and
Pleck J, The association of AIDS education and sex edu-
cation with sexual behavior and condom use among teen-
age men, Family Planning Perspectives, 1992, 24(3):100–106;
and Ku L, Sonenstein F and Pleck J, Factors influencing
first intercourse for teenage men, Public Health Reports,
1993, 108(6):680–694.

3. Centers for Disease Control and Prevention (CDC),
Trends in HIV-related sexual risk behaviors among high
school students–selected US cities, 1991–1997, Morbidity
and Mortality Weekly Report, 1999, 48(21):440–443; Sonen-
stein FL et al., Changes in sexual behavior and condom
use among teenage men: 1988 to 1995, American Journal
of Public Health, 1998, 88(2):956–959; Kaufmann RB et al.,
The decline in US teen pregnancy rates, 1990–95, Pediatrics,
1998, 102(5):1141–1147; and Ventura SJ et al., Declines in
teenage birth rates, 1991–97: National and state patterns,
National Vital Statistics Reports, 1998, Vol. 47, No. 12. 

4. Ku L, Sonenstein FL and Pleck JH, Young men’s risk
behaviors for HIV infection and sexually transmitted dis-
eases, 1988 through 1991, American Journal of Public Health,
1993, 83(11):1609–1615; and Ku L, Sonenstein FL and
Pleck JH, The dynamics of young men’s condom use dur-

Health Statistics, 1994, No. 243.

17. Walsh-Childers K, Sexual Health Coverage: Women’s,
men’s, Teen and Other Specialty Magazines, Menlo Park, CA:
The Henry J. Kaiser Family Foundation, 1997.

18. Hornik RC, Channel effectiveness in development
communication programs, in: Rice R and Atkin C, eds.,
Public Communication Campaigns, Thousand Oaks, CA: Sage
Publications, 1989, pp. 309–330.

19. Miller KS et al., Patterns of condom use among ado-
lescents: the impact of mother-adolescent communica-
tion, American Journal of Public Health, 1998, 88(10):
1542–1544; Jaccard J, Dittus PJ and Gordon VV, Mater-
nal correlates of adolescent sexual and contraceptive be-
havior, Family Planning Perspectives, 1996, 28(4):159–165
& 185; and Hingson R et al., Beliefs about AIDS, use of
alcohol and drugs and unprotected sex among Massa-
chusetts adolescents, American Journal of Public Health,
1990, 80(3):295–299.

20. The Henry J. Kaiser Family Foundation and Children
Now, Talking with Kids about Tough Issues: A National Sur-
vey of Parents and Kids, 1998; and Kunkel D et al., Sex on
TV, Menlo Park, CA: The Henry J. Kaiser Family Foun-
dation, 1999.

21. Danielson R et al., Reproductive health counseling
for young men: what does it do? Family Planning Per-
spectives, 1990, 22(3):115–1121.

22. Gerbert B, Bleecker T and Bernzweig J, Is anybody
talking to physicians about acquired immunodeficien-
cy syndrome and sex? a national survey of patients,
Archives of Family Medicine, 1993, 2(1):45–51.

23. CDC, HIV prevention practices of primary-care
physicians: United States, 1992, Morbidity and Mortality
Weekly Report, 1994, 42(51/52):988–992.

24. Bloom B et al., Access to health care part 2: working-
age adults, Vital and Health Statistics, 1997, Series 10, No.
197; Woodwell DA, National Ambulatory Medical Care
Survey: 1996 summary, Advance Data from Vital and Health
Statistics, 1997, No. 295; and Benson V and Marano MA,
Current estimates from the National Health Interview
Survey, 1995, Vital and Health Statistics, 1998, Series 10,
No. 199.

25. Division of Adolescent and School Health, CDC, Na-
tional Center for Chronic Disease Prevention and Health
Promotion, Youth risk behavior surveillance: National
College Health Risk Behavior Survey, United States, 1995,
Morbidity and Mortality Weekly Report, 1997, 46(SS-6).

38 Family Planning Perspectives

How Men in Their 20s Get AIDS and STD Information 224



FED
ER

A
L, S

TA
TE

A
N

D
 LO

C
A
L P

O
LIC

Y

227 States’ Implementation of the Section 510 Abstinence
Education Program, FY 1999
Adam Sonfield and Rachel Benson Gold
Family Planning Perspectives, 2001, 33(4):166–171  

233 Abstinence Promotion and the Provision of
Information about Contraception in Public School
District Sexuality Education Policies 
David J. Landry, Lisa Kaeser and Cory L. Richards
Family Planning Perspectives, 1999, 31(6):280–286

240 School-Based Sexuality Education: The Issues and
Challenges
Patricia Donovan
Family Planning Perspectives, 1998, 30(4):188–193

246 Legislators Craft Alternative Vision of Sex Education
to Counter Abstinence-Only Drive
Heather Boonstra 
The Guttmacher Report on Public Policy, 2002, 5(2):1–3

249 Abstinence Promotion and Teen Family Planning:
The Misguided Drive for Equal Funding
Cynthia Dailard 
The Guttmacher Report on Public Policy, 2002, 5(1):1–3

252 State-Level Policies on Sexuality, STD Education
Rachel Benson Gold and Elizabeth Nash
The Guttmacher Report on Public Policy, 2001, 4(4):4–7

256 Sex Education: Politicians, Parents, Teachers and
Teens
Cynthia Dailard
The Guttmacher Report on Public Policy, 2001, 4(1):9–12

260 Fueled by Campaign Promises, Drive Intensifies to
Boost Abstinence-Only Education Funds 
Cynthia Dailard
The Guttmacher Report on Public Policy, 2000, 3(2):1–2 & 12

263 Sexuality Education Advocates Lament Loss of
Virginia’s Mandate…Or Do They?
Rebekah Saul
The Guttmacher Report on Public Policy, 1998, 1(3):3–4

265 Whatever Happened to the Adolescent Family Life
Act?
Rebekah Saul
The Guttmacher Report on Public Policy, 1998, 1(2):5 & 10–11

FEDERAL, STATE AND LOCAL POLICY
225





166

that the traditional welfare system had be-
come a disincentive to marriage and an in-
centive to nonmarital childbearing. As one
effort to counter this trend, Congress in-
cluded in the welfare law a major new ab-
stinence education initiative. Adminis-
tered by the federal Maternal and Child
Health Bureau at the Department of
Health and Human Services and codified
under Title V, Section 510, of the Social Se-
curity Act, the abstinence education pro-
gram guarantees $50 million annually per
year from FY 1998 through FY 2002. States
are required to match every four dollars
in federal funds with three dollars in state
or local funds (including in-kind contri-
butions), bringing the expected annual
total public expenditure to $87.5 million.
In addition to providing direct educational
activities with these funds, states are al-
lowed to provide “where appropriate,
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States’ Implementation of the Section 510 Abstinence
Education Program, FY 1999
By Adam Sonfield and Rachel Benson Gold

The federal government has had a
long-standing interest in promoting
abstinence as a means of preventing

pregnancy and sexually transmitted dis-
eases (STDs), particularly among adoles-
cents, and has been involved in funding
abstinence education programs for two
decades. Congress’s first foray into the
issue was in 1981, with the passage of the
Adolescent Family Life Act (AFLA).1 The
program’s goal was to prevent premari-
tal adolescent pregnancy by promoting
the values of chastity and self-discipline,
as well as to promote adoption as the pre-
ferred option for pregnant adolescents and
to provide support for pregnant and par-
enting adolescents.

Congress revisited the subject of absti-
nence when it overhauled the nation’s
welfare system in 1996. Many of this new
law’s provisions were focused on the idea

mentoring, counseling, and adult super-
vision to promote abstinence from sexu-
al activity.”2

Funds under this program are allocat-
ed to states based on a federal formula re-
lated to the number of low-income chil-
dren in each state. State agencies may
directly administer abstinence education
programs themselves, or they may pro-
vide grants to other public entities at the
state or local level or to private, nonprof-
it agencies, including faith-based organi-
zations. Faith-based entities are eligible to
receive AFLA funds; however, under a
court settlement arising from a challenge
based on the First Amendment of the U.S.
Constitution, they were prohibited from
using government money to teach or pro-
mote religion. In guidelines issued in May
1997,3 the Maternal and Child Health Bu-
reau recommended that states apply the
same criteria to the Section 510 abstinence
education program.

The Section 510 program marked a sig-
nificant shift to a broader concept of pro-
moting abstinence from sexual activity
outside of marriage, at any age. Com-
menting on the intent of Congress in draft-
ing the provision, Ron Haskins and Carol
Statuto Bevan, congressional staff mem-
bers who were key to the crafting of the
abstinence education language, wrote that
while some might consider the standard
required by law to be outdated, it “was in-
tended to align Congress with the social
tradition…that sex should be confined to
married couples.”4

This departure from previous absti-
nence education initiatives was embod-
ied in an eight-point definition of “absti-
nence education” that labels nonmarital
sexual activity and childbearing as likely

Family Planning Perspectives

Context: As part of its reworking of the nation’s welfare system in 1996, Congress enacted a
major new abstinence education initiative (Section 510 of Title V of the Social Security Act), pro-
jected to spend $87.5 million in federal, state and local funds per year for five years. The new
program is designed to emphasize abstinence from sexual activity outside of marriage, at any
age, rather than premarital abstinence for adolescents, which was typical of earlier efforts. The
actual message and impact of the program, however, will depend on how it is implemented.

Methods: Program coordinators in all 50 states, the District of Columbia and Puerto Rico were
surveyed concerning implementation of the Section 510 abstinence education program in FY
1999. The questionnaire asked about expenditures and activities performed, about policies es-
tablished for a variety of specific situations and about how the term “sexual activity” is defined
and what specific components of the federal definition of “abstinence education” are emphasized.

Results: Forty-five jurisdictions spent a total of $69 million through the Section 510 program in
FY 1999. Of this total, $33 million was spent through public entities, $28 million was spent through
private entities and $7 million (in 22 jurisdictions) was spent through faith-based entities. Almost
all jurisdictions reported funding school-related activities, with 38 reporting in-school instruction
and presentations. Twenty-eight jurisdictions prohibited organizations from providing informa-
tion about contraception (aside from failure rates), even at a client’s request, while only six ju-
risdictions prohibited information about sexually transmitted diseases. Few reported having a
policy or rendering guidance about providing services addressing sexual abuse, sexual orien-
tation or existing pregnancy and parenthood. Only six respondents said they defined “sexual
activity” for purposes of the program, and 16 reported focusing on specific portions of the fed-
eral definition of “abstinence education.”

Conclusions: More than one in 10 Section 510 dollars were spent through faith-based entities.
Programs commonly conducted in-school activities, particularly instruction and presentations,
not only through public entities, but also through private and faith-based entities. Most jurisdic-
tions prohibited the provision of information about contraception, about providers of contracep-
tive services or about both topics, even in response to a direct question and when using other
sources of funding. Most also left definitions of “abstinence” and “sexual activity” as local deci-
sions, thus not clearly articulating what the program is designed to encourage clients to abstain
from. Family Planning Perspectives, 2001, 33(4):166–171
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Finally, the federal law and guidelines
leave undefined the very term “sexual ac-
tivity,” even though a number of organi-
zations, when commenting on the pro-
posed guidelines issued by the Maternal
and Child Health Bureau, specifically re-
quested such a definition. Although these
organizations were divided over how the
term should be defined, they agreed that
the term could be given a wide range of
interpretations—from being synonymous
with vaginal intercourse to including
other types of sexual activity with signif-
icant risk of STD transmission (such as
anal and oral intercourse) to including any
expression of sexual feeling.

Health and abstinence educators also
broadly disagree or are ambivalent about
what constitutes “sex”—and, therefore,
about what constitutes “abstinence.” One
recent report concludes that “abstinence
proponents are wrestling with how to
handle an evolving dilemma that pits
those who stress the need to be as precise
as possible in specifying the range of be-
haviors to be abstained from against oth-
ers who insist that such specificity violates
the core of abstinence-only education.”7

Consequently, it is important to determine
how various states have dealt with these
issues as they design and implement their
Section 510 efforts.

Methodology
In April 2000, we sent questionnaires re-
garding implementation of the Section 510
abstinence education program during FY
1999 (October 1, 1998, through September
30, 1999) to the individuals listed by the
Maternal and Child Health Bureau as pro-
gram coordinators in 50 states, the District
of Columbia and Puerto Rico. We obtained
responses from 46 states, the District of
Columbia and Puerto Rico; program co-
ordinators in four states (Colorado,
Louisiana, Mississippi and South Dako-
ta) declined to complete the survey. Of the
48 respondents, two (California and New
Hampshire) did not spend Section 510
funds during FY 1999 and therefore were
not applicable to our survey. As a result,
we compiled results from a total of 44
states, the District of Columbia and Puer-
to Rico.

Program officials were asked to report
total expenditures during FY 1999 under
the Section 510 program and to indicate
how much of this total was in federal dol-
lars and how much was in nonfederal dol-
lars (including in-kind contributions). Of-
ficials also were asked to indicate how
much of this total was spent through pub-
lic entities, through private entities (ex-

to be psychologically and physically
harmful to individuals and society. It also
states that faithful marriage is the expected
standard of sexual activity.* The Maternal
and Child Health Bureau’s guidelines for
the program state that “it is not necessary
to place equal emphasis on each element
of the definition.”5 Although the guide-
lines go on to state that “a project may not
be inconsistent with any aspect of the ab-
stinence education definition,” this lan-
guage gives states and initiatives some
flexibility in designing their abstinence ed-
ucation message.†

Research regarding the structure, im-
plementation and evaluation of the Sec-
tion 510 program at the state level has
been conducted by the Maternal and
Child Health Bureau, in its annual sum-
maries for the program. In addition, sev-
eral outside organizations, such as the As-
sociation of Maternal and Child Health
Programs, the Sexuality Information and
Education Council of the United States
and the State Policy Documentation Pro-
ject (a joint project of the Center on Bud-
get and Policy Priorities and the Center for
Law and Social Policy) have examined
some aspects of how the program has
been implemented.6

Although these studies have looked at
the types of organizations receiving fund-
ing and at the types of activities being con-
ducted, they have not examined the extent
to which funding goes to specific types of
organizations, nor have they linked the
types of activities being conducted to fund-
ing data. In addition, previous work has
not examined the extent to which state ab-
stinence efforts have chosen to emphasize
specific components of the eight-point de-
finition embodied in the federal legislation.

Moreover, none of these other studies
have addressed a range of important is-
sues on which both the law and the fed-
eral guidelines are vague, leaving key de-
cisions to the states. First, while federal
policy prohibits initiatives from promot-
ing methods of pregnancy and STD pre-
vention other than abstinence or from pro-
viding related services, federal rules are
silent on how initiatives should or may
handle direct questions from clients and
requests for referrals. Similarly, there is no
federal guidance on whether or how ini-
tiatives should address and provide sup-
port and referrals for groups for whom a
strict message of abstinence outside of
marriage does not easily apply—such as
individuals who have been or who may
have been sexually abused, who are or
who may be homosexual, or who are
pregnant or are already parenting.

cluding faith-based entities) and through
faith-based entities, and to report what ac-
tivities were performed under the Section
510 program through each of these types
of entity.

In addition, we asked whether, under
the Section 510 program, organizations
were allowed to provide instruction pro-
moting specific religious values or beliefs
or to provide information about contra-
ception, about STDs and about providers
of related services when a client specifi-
cally asks for such information. Further,
we asked officials whether they had poli-
cies on or provided guidance for the Sec-
tion 510 program about services to clients
with several types of special needs, as well
as about defining the term “sexual activ-
ity.” Finally, we asked officials to indicate
which if any of the specific components
of the definition of abstinence education
they had chosen to emphasize.

Several methodological issues arose in
the course of this study. For questions re-
lating to funding, several respondents
were unable to provide complete answers,
and states were inconsistent in how they
accounted for in-kind contributions; in
fact, one reported such a massive in-kind
contribution ($21 million above what was
required) that we reduced the figure to the
amount required by law, in order to avoid
skewing the data. A few jurisdictions were
unable to categorize a portion of their ex-
penditures as spent through one of the
three types of entities, even after consult-
ing us for assistance. A number of re-
sponses indicated confusion over our dis-
tinction between adult counseling and
mentoring and peer counseling and men-
toring; for this analysis, we merged the
two categories. Similarly, we merged the
categories of classroom instruction and in-
school presentations. Also, many respon-
dents had difficulty answering a question
about promoting specific religious values
or beliefs; ultimately, we excluded this
question from the analysis.

Findings
Funding
Of the 46 jurisdictions that gave usable re-
sponses, all but one (Georgia) were able
to provide funding data and to categorize
their data into the three categories used
here: public, private and faith-based.

Forty-three states, the District of Co-

*Table 4 lists the eight components of the definition.

†The eight-point definition has since been applied to
AFLA and to a third federal abstinence program, part of
the special projects of regional and national significance
under Title V, Section 501(a)(2), of the Social Security Act.
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in federal dollars and
$35 million was in non-
federal dollars.

Thirty-nine states, the
District of Columbia and
Puerto Rico reported
having spent $33 million
through public entities,
48% of the total (Table 1).
Thirty-six states spent
$28 million (40% of the
total) through private
entities, and 22 states re-
ported spending $7 mil-
lion (11% of the total)
through faith-based en-
tities.*

Nine jurisdictions spent all or nearly all
of their funds through public entities, and
another six spent more than half of their
funds through such entities. Private enti-
ties were the only funding recipients in
three states and received the majority of
funds in 14 others. No jurisdiction spent a
majority of their funds through faith-based
entities, although five states spent at least
one-quarter of program monies through
such entities, and nine others spent at least
10%.

Activities Performed
Each of the 45 jurisdictions that answered
the questions related to funding also re-
ported what activities were performed
through each type of entity in FY 1999
under the Section 510 program (Table 2).
Among the 41 jurisdictions that spent
money through public entities, the most
commonly reported of the 12 activities
about which we asked was program plan-
ning and evaluation. This activity was per-
formed through public entities in 36 ju-
risdictions. In-school instruction and
presentations and parent and family ed-
ucation (in 34 and 32 jurisdictions, re-
spectively) also were common. The least
frequently conducted activity, and the
only one listed by fewer than half of the
41 jurisdictions, was sports, recreation and
community service (in 17 jurisdictions).

Among the 36 jurisdictions that spent
money through private entities, the ac-
tivities most commonly conducted
through these entities were media cam-
paigns and public awareness efforts (in 27
jurisdictions), parent and family educa-
tion (in 26) and in-school instruction and
presentations (in 25). Again, sports, recre-
ation and community service was listed
least often (in 14 jurisdictions), and two
others—curriculum development and im-
plementation (in 17) and training for
teachers and school officials (in 18)—were

given by half of the 36 jurisdictions or
fewer.

Twenty of the 22 jurisdictions that made
expenditures through faith-based entities
listed parent and family education among
the activities performed by these entities.
In-school instruction and presentations
was reported by 18, while education pro-
grams outside of schools and counseling
and mentoring were each given by 17.
Training for teachers and school officials
(in 10) and curriculum development and
implementation (in 11) were mentioned
least often.

Overall, 41 of the 45 jurisdictions re-
ported that program planning and eval-
uation was performed under the Section
510 program in FY 1999, followed by par-
ent and family education and in-school in-
struction and presentations (in 38 juris-
dictions each). (Four jurisdictions—
Connecticut, New Jersey, South Carolina
and Washington—reported providing in-
school instruction and presentations only
through private or faith-based entities.)
Four of the 45 jurisdictions—Maine, Mass-
achusetts, Vermont and Wyoming—stood
out from the rest in that they reported only
activities without specific clients, includ-
ing media campaigns and public aware-
ness, program planning and evaluation,
and administrative expenses (reported
under an “other” category).

Information on Contraception and STDs
Nine jurisdictions reported that partici-
pating organizations, when specifically re-
quested by a client, were allowed to pro-
vide information about contraception
(aside from the failure rates of specific con-
traceptive methods). Three of these al-
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*Four states—Massachusetts, Nebraska, New Jersey and

West Virginia—reported a total of $1 million (1% of the

total) that they were unable to categorize as spent through

one of the three types of entities.

Table 1. Percentage distribution of reported 
expenditures through the Section 510 absti-
nence program, by type of grantee, according
to state, FY 1999

State Public Private Faith-
based

Total 48 40 11

Alabama 98 0 2
Alaska 50 50 0
Arizona 17 83 0
Arkansas 49 24 26
California na na na

Colorado nr nr nr
Connecticut 30 70 0
Delaware 100 0 0
District of

Columbia 100 0 0
Florida 24 66 10

Georgia u u 0
Hawaii 9 91 0
Idaho 100 0 0
Illinois 24 50 27
Indiana 36 57 7

Iowa 41 55 5
Kansas 40 23 37
Kentucky 100 0 0
Louisiana nr nr nr
Maine 9 91 0

Maryland 74 14 12
Massachusetts 10 46 0
Michigan 31 66 3
Minnesota 41 58 1
Mississippi nr nr nr

Missouri 53 47 0
Montana 18 49 33
Nebraska 33 9 0
Nevada 37 63 0
New Hampshire na na na

New Jersey 0 77 15
New Mexico 49 44 7
New York 26 28 47
North Carolina 100 0 0
North Dakota 100 0 0

Ohio 36 54 10
Oklahoma 27 73 0
Oregon 100 0 0
Pennsylvania 54 31 16
Puerto Rico 100 0 0

Rhode Island 0 100 0
South Carolina 0 100 0
South Dakota nr nr nr
Tennessee 46 44 10
Texas 79 21 0

Utah 45 43 12
Vermont 0 100 0
Virginia 41 50 9
Washington 67 22 11
West Virginia 58 23 2
Wisconsin 40 44 16
Wyoming 36 64 0

Notes: na=not applicable (no expenditures made). nr=no response
was made to the survey. u=expenditures were made, but amount
is unknown. Data may not add to 100% because of rounding and
because a few states were unable to break down all of their fund-
ing in these categories.

lumbia and Puerto Rico reported having
spent a total of $69 million through the
Section 510 abstinence education program
in FY 1999. Of that total, $34 million was

Table 2. Number of programs in which an activity was performed
through the Section 510 abstinence program, by type of activity,
according to type of grantee

Activity Total Public Private Faith-
based

(N=45) (N=41) (N=36) (N=22)

In-school instruction/presentations 38 34 25 18
Before-/after-school programs 34 24 24 16
Training for teachers/school officials 29 26 18 10
Curriculum development/implementation 28 23 17 11
Education programs outside of schools 33 28 24 17
Parent/family education 38 32 26 20
Counseling/mentoring 33 26 23 17
Sports/recreation/community service 23 17 14 12
Media campaigns/public awareness 36 24 27 13
Local partnerships/coalition-building 30 24 21 14
Program planning/evaluation 41 36 24 15
Other 19 16 3 2
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client, but did not per-
mit provision of infor-
mation about pro-
viders of contraceptive
services. Several other
jurisdictions prohibited
one or both types of in-
formation related to
contraception but pro-
vided no guidance on
similar information re-
lated to STDs and HIV.
The six jurisdictions that
prohibited information
about STDs and HIV
also proscribed the pro-
vision of information
about the other three
categories.

Of the 29 jurisdictions
that prohibited the pro-
vision of information
upon request about con-
traception, about pro-
viders of contraceptive
services or about both,
25 spent Section 510
funds on in-school in-
struction and presenta-
tions (not shown).
Twenty-one did so
through public entities,
18 through private 
entities and 15 through
faith-based entities.
Among the 29 jurisdic-
tions are the 10 that sim-
ilarly prohibited infor-
mation about providers
of STD and HIV services
(six of which also pro-
hibited information
about STDs and HIV as
a topic). Six of these 10
spent funds on in-school
instruction and presen-
tations, including five
through public entities,
five through private en-
tities and four through
faith-based entities.

Specific Populations
Several states indicated
that they had a policy or
provided guidance to
grantees about specific
populations that might
be served under the 
Section 510 abstinence
education program. Six-
teen jurisdictions re-
sponded that they had a

lowed such information to be provided
using Section 510 funds, while the other
six allowed it only when it was funded
through sources other than the Section 510
program (Table 3). Twenty-eight jurisdic-
tions prohibited such information entire-
ly, while five provided no guidance on the
issue.

Similarly, nine jurisdictions allowed or-
ganizations to provide information about
available providers of contraceptive ser-
vices, when asked by a client—four using
Section 510 funds and five using other
funds only. Twenty-three jurisdictions pro-
hibited such information entirely, while
10 provided no guidance on the issue. 

Six jurisdictions allowed organizations
to answer questions both about contra-
ception and about providers of contra-
ceptive services (although not always with
the same funding source). Three additional
jurisdictions allowed organizations to pro-
vide referrals, upon request, for both types
of information, and one was unable to an-
swer our questions. Overall, 29 of the ju-
risdictions prohibited provision of infor-
mation about one or both of these topics.

Thirty-two jurisdictions allowed par-
ticipating organizations, when specifical-
ly requested by a client, to provide infor-
mation about STDs, including HIV; all but
four of these jurisdictions allowed orga-
nizations to use Section 510 funds to pro-
vide this information. Six jurisdictions
prohibited such information entirely,
while six provided no guidance on the
issue. One additional jurisdiction allowed
referrals for such information, while an-
other jurisdiction allowed organizations
to provide “general” information only.

Twenty-two jurisdictions allowed or-
ganizations, upon the client’s request, to
provide information about available
providers of STD and HIV services, and
18 permitted this to be done with Section
510 funds. Ten jurisdictions prohibited the
provision of such information entirely,
while 11 provided no guidance on the
issue. Three additional jurisdictions al-
lowed referrals to such providers. All 22
jurisdictions that allowed organizations
to answer questions about STD and HIV
service providers also allowed answers
about STDs and HIV as a topic. 

Eighteen jurisdictions allowed organi-
zations, upon the client’s request, to pro-
vide information about STDs, including
HIV, but prohibited similar information
about contraception (aside from failure
rates). Similarly, eight jurisdictions al-
lowed organizations to provide informa-
tion about available providers of STD and
HIV services when they were asked by a

Table 3. Number of programs reporting the existence of policies
regarding whether organizations may provide information about
certain topics when specifically requested by a client in a program
funded with Section 510 abstinence education monies, by type of
information, according to state

State Contraception STDs/HIV

Information Information Information Information
about topic* about about topic about

providers providers

Total 9 9 32 22

Alabama No No No No
Alaska No No No No
Arizona u u Yes ng
Arkansas No Yes Yes Yes
California na na na na

Colorado nr nr nr nr
Connecticut No ng Yes No
Delaware Yes† Yes† Yes† Yes†
District of

Columbia No Yes Yes Yes
Florida No No Yes Yes

Georgia No No No No
Hawaii No No Yes No
Idaho ng ng Yes† Yes†
Illinois Yes ng Yes Yes
Indiana Yes† Yes† Yes† Yes†

Iowa No Yes† Yes Yes
Kansas No No Yes† Yes†
Kentucky No No ‡ §
Louisiana nr nr nr nr
Maine No No No No

Maryland § § Yes Yes
Massachusetts ng ng ng ng
Michigan Yes† Yes Yes Yes
Minnesota ng ng Yes Yes
Mississippi nr nr nr nr

Missouri No No Yes ng
Montana No No Yes ng
Nebraska No No Yes Yes
Nevada No No ng ng
New Hampshire na na na na

New Jersey No No Yes Yes
New Mexico No No Yes No
New York No ng Yes Yes
North Carolina ng ng ng ng
North Dakota Yes† Yes† Yes Yes

Ohio No No No No
Oklahoma No No Yes Yes
Oregon § § § §
Pennsylvania No No Yes ng
Puerto Rico Yes† Yes† Yes Yes

Rhode Island Yes Yes Yes Yes
South Carolina No No ng ng
South Dakota nr nr nr nr
Tennessee No No Yes Yes
Texas Yes† ng Yes ng

Utah No No Yes No
Vermont ng ng ng ng
Virginia § § Yes §
Washington No No Yes Yes
West Virginia Yes No Yes Yes
Wisconsin No ng ng ng
Wyoming No No No No

*Aside from the failure rates of specific contraceptive methods. †Only when using non-510 funds.
‡State responded that organizations may provide “general” information only. §State respond-
ed that organizations may make referrals. Notes: u=expenditures were made, but amount is
unknown. ng=no guidance provided. na=not applicable (no expenditures made for the program
overall or through the specified type of entity). nr=no response was made to the survey.
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specific training on the subject.
Seven jurisdictions reported a policy or

guidance about services for clients who are
or may be homosexual. Two of these ju-
risdictions referenced portions of their sex-
uality education statutes—similar to those
in many other states that did not reference
them for this survey—that address what
types of information about homosexuali-
ty may or must be discussed. Initiatives in
Alabama must emphasize “in a factual
manner and from a public health per-
spective, that homosexuality is not a
lifestyle acceptable to the general public
and that homosexual conduct is a criminal
offense under the laws of the state.” South
Carolina’s statute prohibits discussion of
“alternate sexual lifestyles,” except in the
context of STDs. The other five jurisdictions
briefly described less-specific, nonbinding
guidance on counseling these clients.

Six jurisdictions answered that they
have a policy or provide guidance about
services for clients who are pregnant or al-

policy or rendered guidance to grantees
about providing services under Section 510
for clients who have or may have been sex-
ually abused. Of these 16, five simply ref-
erenced or described their laws mandating
that certain professionals, including teach-
ers, report sexual abuse—laws that are uni-
versal in the United States. Most other ju-
risdictions reported that they required
participating organizations to make refer-
rals for services or counseling. Only a few
answered that they provided or offered

ready parenting. Two of these six (Arizona
and Michigan) described an approach of
encouraging “secondary virginity.” The
other four (Hawaii, Maryland, Minneso-
ta and Puerto Rico) described some type
of referral process for other services.

Definition of Sexual Activity
Only six respondents answered that they
had a policy or provided guidance to
grantees defining “sexual activity” for
purposes of the Section 510 program.
Three of these jurisdictions—Alabama,
Hawaii and Virginia—described a defin-
ition that was limited to vaginal sexual in-
tercourse, while Washington State’s def-
inition included vaginal, oral or anal sex.
Maryland reported that it only asks about
“intercourse” for its evaluation, but en-
courages initiatives to expand the defini-
tion in discussions. Finally, Oregon stat-
ed that while it does not have a specific
definition, it does talk about “seven lev-
els of physical affection” and lets “school
values and comfort level” determine what
is discussed.

Eight-Point Definition
Thirty of the 46 jurisdictions reported that
they did not emphasize any specific com-
ponents of the eight-point definition of
“abstinence education” included in the
statute that governs the Section 510 pro-
gram (Table 4).* The remaining 16 juris-
dictions, about one-third of the total, re-
ported that they took advantage of this
option. Among these 16, most selected 3–4
components on which to focus.

Two components were most popular:
how to reject sexual advances, including
the role of alcohol and drugs (component
G, emphasized by all 16 jurisdictions); and
the importance of self-sufficiency before
sexual activity (component H, empha-
sized by 15). Least popular were faithful
marriage as the expected standard for sex-
ual activity (component D, chosen by
Hawaii only), and sexual activity outside
marriage as likely to have harmful effects
(component E, chosen by none).

Discussion
The total amount spent through the Sec-
tion 510 abstinence education program by
the 45 jurisdictions that provided funding
data for this survey—a total of $69 million
in expenditures in FY 1999—is almost
identical to the expected expenditures for
those jurisdictions, $68 million, which in-
cludes the federal funds and the antici-
pated state match, based on the four-to-
three matching requirement.†

More than one in 10 of these abstinence
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*In these jurisdictions, individual participating organi-
zations may still have been allowed to emphasize spe-
cific components. Wisconsin, in fact, reported that it re-
quired organizations to choose four components, one of
which must be component B, D, E or F.

†This figure includes $39 million in federally allotted
funds and $29 million in required matching funds. The
remaining $11 million in federal funds slated for the pro-
gram was allocated primarily for the one state that was
unable to provide data for its expenditures ($1 million),
the four states that did not respond to the survey ($3 mil-
lion), and the two states that did not spend Section 510
money during FY 1999 ($6 million).

Table 4. Number of programs choosing to emphasize specific components of the definition of
abstinence education in their Section 510 programs

Component No. Specific programs emphasizing

No component 30

Any component 16

Specific components
An educational or motivational program which

(A) has as its exclusive purpose, teaching the social, 10 Connecticut, Georgia, Hawaii, Kentucky,
psychological, and health gains to be realized by Maryland, Michigan, Minnesota, Nevada,
abstaining from sexual activity; Puerto Rico, Wyoming

(B) teaches abstinence from sexual activity outside 4 Hawaii, Maryland, Massachusetts, Michigan
marriage as the expected standard for all
school age children;

(C) teaches that abstinence from sexual activity is 10 Connecticut, Hawaii, Kentucky, Maine,
the only certain way to avoid out-of-wedlock Maryland, Michigan, Nevada, New Jersey,
pregnancy, sexually transmitted diseases, and other Rhode Island, Washington
associated health problems;

(D) teaches that a mutually faithful monogamous 1 Hawaii
relationship in context of marriage is the expected
standard of human sexual activity;

(E) teaches that sexual activity outside of the context 0
of marriage is likely to have harmful psychological
and physical effects;

(F) teaches that bearing children out-of-wedlock is 3 Georgia, Nevada, Rhode Island
likely to have harmful consequences for the child,
the child's parents, and society;

(G) teaches young people how to reject sexual 16 Connecticut, Georgia, Hawaii, Kentucky,
advances and how alcohol and drug use increases Maine, Maryland, Massachusetts, Michigan,
vulnerability to sexual advances; and Minnesota, Nevada, New Jersey,

Puerto Rico, Rhode Island, Vermont,
Washington, Wyoming

(H) teaches the importance of attaining self-sufficiency 15 Connecticut, Georgia, Hawaii, Kentucky,
before engaging in sexual activity. Maine, Maryland, Massachusetts, Michigan,

Minnesota, Nevada, New Jersey, Puerto Rico,
Rhode Island, Washington, Wyoming

Note: Thirty programs elected to emphasize no specific component of the definition of abstinence education.

231



171Volume 33, Number 4, July/August 2001

public health or education initiative, and
states may wish to consider whether they
need to require such referrals.

Further, most jurisdictions (29 of the 46
for which we had information) reported
prohibiting the provision of information
about contraception, about the providers
of contraceptive services or about both,
even in response to a direct question and
even when an organization is using other
sources of funding. Twenty-five of these
29 spent Section 510 funds on in-school in-
struction and presentations—a setting
where students’ questions are otherwise
encouraged; moreover, 18 provided such
instruction through private entities and
15 did so through faith-based entities.

Such policies are significant departures
from what states generally require for sex-
uality and health education outside of the
Section 510 program. While information
on contraception may not be affirmative-
ly included in the policies and curricula
that some states already have in place for
other forms of sexuality or health educa-
tion, no state other than Utah goes so far
as to restrict teachers in their responses to
spontaneous student questions.10

A greater number of jurisdictions re-
ported permitting programs to provide in-
formation about STDs or the providers of
STD services, and even allowed Section
510 funds to be used for this purpose. Still,
six jurisdictions prohibited programs from
answering questions related to any of the
four topics.

Nearly two-thirds of the jurisdictions
opted not to take advantage of the Ma-
ternal and Child Health Bureau’s invita-
tion to emphasize particular components
of the eight-point definition of abstinence.*
This decision nevertheless results in offi-
cial state policy that appears to give tacit
approval to the controversial components
that focus on declared societal standards
of abstinence outside of marriage and on
the “likely” harmful consequences of non-
marital sex and childbearing, at least in
that it puts them on an equal footing with
the less controversial components. The 16
jurisdictions that emphasized particular
components typically selected the less-
controversial ones—those focusing on
building skills and self-esteem and avoid-
ing the concept of abstinence outside of
marriage. Notably, five of the 16 are in
New England, the region in which school
districts are least likely to have an absti-
nence-only policy (14%, compared with
35% nationwide).11

education dollars was spent through faith-
based entities. Fourteen states spent at least
10% of their total allocations through faith-
based entities, including five that spent at
least one in four of their abstinence edu-
cation dollars through such groups.

Jurisdictions commonly reported that
Section 510 dollars went toward school-
related activities, with 38 reporting that
they funded actual in-school instruction
and presentations. This confirms other re-
search indicating that abstinence-only ed-
ucation in general has made substantial
inroads in public schools over the past
decade. A 1998 study of superintendents
found that 35% of district-wide sexuality
education policies teach abstinence as the
only option outside of marriage,8 while a
1999 study of secondary school sexuality
education teachers found that 23% taught
that message, up from 2% in 1988.9

Significantly, however, we found that
some in-school activities—particularly in-
school instruction and presentations, al-
though also, to a lesser extent, curriculum
development and training for school per-
sonnel—were provided not only through
public entities, but through private and
faith-based entities as well. In fact, 25 of 36
jurisdictions that funded private entities
conducted in-school instruction through
such entities, along with 18 of 22 jurisdic-
tions that funded faith-based entities.
Moreover, four states conducted such in-
struction only through nonpublic entities.

With most states using Section 510
funds to provide instruction in a school
context, where the population is not self-
selected, it is vital that programs be able
to address a wide variety of individuals,
whose circumstances and needs may dif-
fer. Few jurisdictions, however, reported
that they had a policy or had rendered
guidance to ensure or encourage that ini-
tiatives address the needs of important
populations for which an abstinence-only
message may not necessarily apply (peo-
ple who have or may have been sexually
abused, who are or may be homosexual,
or who are pregnant or already parenting).
Among the few that did, most required or
encouraged referrals to appropriate ser-
vice providers. Providing referrals for nec-
essary services beyond the scope of the ini-
tiative is an important component of any

Finally, by declining to formally define
“sexual activity,” most states appear to be
putting themselves in the difficult posi-
tion of not clearly articulating what it is
that the abstinence education program is
designed to encourage clients to abstain
from. Unfortunately, the federal Maternal
and Child Health Bureau also declined to
provide a clear definition, and left the mat-
ter to the states. They now also appear to
have opted not to decide. While this ab-
dication of responsibility clearly poses a
significant challenge for attempts to eval-
uate the program and assure account-
ability, it also makes it imperative that fu-
ture research focus on the implementation
of the program through local initiatives,
where these and many other key decisions
are unavoidable.
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sexually active young people should have
access to birth control, and only two in 10
object to that proposition.2

Public opinion regarding the scope of
sexuality education is consonant with the
weight of research in this area. In Febru-
ary 1997, for example, the Consensus
Panel on AIDS of the National Institutes
of Health declared that the “abstinence-
only” approach “places policy in direct
conflict with science because it ignores
overwhelming evidence that other pro-
grams are effective” in delaying the onset
of sexual intercourse among adolescents
and in reducing their number of partners
and increasing their condom use, if they
are already sexually active.3

Indeed, a 1997 comprehensive review
and analysis of existing evaluations of ab-
stinence-only programs concluded that
while there may be too little evidence for
a definitive conclusion, “there does not
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Abstinence Promotion and the Provision
Of Information About Contraception in Public 
School District Sexuality Education Policies
By David J. Landry, Lisa Kaeser and Cory L. Richards

An overwhelming majority of U.S.
adults have long supported sexu-
ality education in the public

schools, according to a wide array of sur-
veys.1 That support extends not only to
teaching about abstinence,* but also to
teaching about contraception for the pre-
vention of pregnancy and of sexually
transmitted diseases (STDs), including
HIV. Moreover, according to a 1997 sur-
vey, while eight in 10 adults believe it is
very important that teenagers be given a
strong message from society that they
should abstain from sex until they are at
least out of high school, six in 10 say that

exist any scientifically credible, published
research demonstrating that they have ac-
tually delayed . . . the onset of sexual in-
tercourse or reduced any other measure
of sexual activity.”4 That analysis, which
also assessed other approaches to sexual-
ity education and teenage pregnancy pre-
vention, supports the major conclusions
of international literature reviews con-
ducted in 1993 and 1997—that the pro-
grams most effective in changing young
people’s behavior, in terms of both de-
laying their initiation of sexual intercourse
and promoting their eventual contracep-
tive use, are those that address abstinence
along with contraception for pregnancy
and STD prevention (often termed a
“comprehensive” approach).5

Nonetheless, among U.S. policymakers
at the federal and state levels, education-
al efforts that focus narrowly or exclu-
sively on abstinence promotion are being
widely embraced. In 1996, as part of com-
prehensive welfare reform legislation,
Congress established a new $250 million,
five-year entitlement to states to support
a variety of educational efforts, including
but not limited to school-based programs,
that must have abstinence promotion out-
side of marriage as their “exclusive pur-
pose.” These efforts must also be entirely
separate from state programs that involve
contraceptive information or services.6 To
date, all but two states have accepted fed-
eral funds under these conditions and are
currently in various stages of imple-
menting their programs.7

The enactment of this 1996 federal law
was a milestone in a concerted effort over
the past two decades by self-described

Family Planning Perspectives

Context: For more than two decades, abstinence from sexual intercourse has been promoted
by some advocates as the central, if not sole, component of public school sexuality education
policies in the United States. Little is known, however, about the extent to which policies actual-
ly focus on abstinence and about the relationship, at the local district level, between policies on
teaching abstinence and policies on providing information about contraception.

Methods: A nationally representative sample of 825 public school district superintendents or
their representatives completed a mailed questionnaire on sexuality education policies. Descriptive
and multivariate analyses were conducted to identify districts that had sexuality education poli-
cies, their policy regarding abstinence education and the factors that influenced it.

Results: Among the 69% of public school districts that have a district-wide policy to teach sex-
uality education, 14% have a comprehensive policy that treats abstinence as one option for ado-
lescents in a broader sexuality education program; 51% teach abstinence as the preferred op-
tion for adolescents, but also permit discussion about contraception as an effective means of
protecting against unintended pregnancy and disease (an abstinence-plus policy); and 35% (or
23% of all U.S. school districts) teach abstinence as the only option outside of marriage, with
discussion of contraception either prohibited entirely or permitted only to emphasize its short-
comings (an abstinence-only policy). Districts in the South were almost five times as likely as
those in the Northeast to have an abstinence-only policy. Among districts whose current policy
replaced an earlier one, twice as many adopted a more abstinence-focused policy as moved in
the opposite direction. Overall, though, there was no net increase among such districts in the
number with an abstinence-only policy; instead, the largest change was toward abstinence-plus
policies. 

Conclusions: While a growing number of U.S. public school districts have made abstinence ed-
ucation a part of their curriculum, two-thirds of districts allow at least some positive discussion
of contraception to occur. Nevertheless, one school district in three forbids dissemination of any
positive information about contraception, regardless of whether their students are sexually ac-
tive or at risk of pregnancy or disease.

Family Planning Perspectives, 1999, 31(6):280–286

*In this article, when we use the term abstinence, we gen-
erally mean abstinence from sexual intercourse. In re-
search and policy discussions about sexuality education,
the meaning of the term (i.e., what young people are ab-
staining from) is often ambiguous. In many cases, sup-
porters of abstinence-only education believe the term
should refer to virtually all forms of sexual activity. 
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Core of Data, Public Elementary/Sec-
ondary Education Agency Universe for
the school year 1996–1997.11 These data
contain the names of all public school dis-
tricts in the United States, their mailing ad-
dresses, the grades taught and geograph-
ic indicators, such as metropolitan status.
We combined files for the 50 states and the
District of Columbia to create a database
of all 16,448 public education districts. We
excluded from this overall total the 1,537
administrative districts that had no stu-
dents enrolled.

Since our survey was designed to col-
lect information on policies in school dis-
tricts that taught grade six or higher, we
deleted a further 1,346  school districts that
only included grade five or for which
grade-level information was unavailable.
Of the districts initially sampled, five were
later found to be ineligible because they
had closed or were duplicated by anoth-
er case; thus, the corrected sample frame
contained 13,560 eligible school districts.

We stratified the districts by numbers
of students so we could compare policies
according to enrollment size; these 
groups were 1–4,999 students (small),
5,000–24,999 students (medium) and
25,000 students or more (large). Within
these strata, we sampled all 224 large-en-
rollment districts, and we randomly sam-
pled 500 districts in both the small- and
medium-enrollment districts, for a total
of 1,224 sampled districts.

Fielding
Questionnaires addressed to “Superin-
tendent” were mailed to each sampled dis-
trict in late May 1998, with reminder post-
cards sent one week later. We called
nonresponding school districts beginning
in late June to verify addresses and to ob-
tain the name of the superintendent. We
then sent a second questionnaire, with a
cover letter addressed to the superinten-
dent by name. Districts that still had not re-
sponded were called a second time, and the
interviewer attempted to speak with the su-
perintendent or a person to whom the su-
perintendent might delegate responsibili-
ty for completing the questionnaire. A third
questionnaire was then mailed or faxed to
the person identified as most likely to com-
plete the questionnaire. Fielding was com-
pleted in October 1998.

In 41% of the returned questionnaires, the
form was completed by the superintendent
or a person in the superintendent’s office.
In the remaining cases, the individual res-
ponsible for health education policy in the
district (such as the curriculum director)
usually completed the questionnaire. This

“profamily” groups to advocate the pro-
motion of abstinence, rather than contra-
ceptive education and services, as the ap-
propriate strategy for addressing teenage
sexual activity and pregnancy. As far back
as 1981, Congress enacted the Adolescent
Family Life Act (AFLA), which among
other goals sought to establish a counsel-
ing and service network parallel to the
Title X–funded family planning clinic sys-
tem that would promote “self-discipline
and other prudent approaches to the prob-
lem of adolescent premarital sexual rela-
tions.” Such a system also would have
provided contraceptive services only to
adolescents who already had a child and
who were seeking to prevent a second or
subsequent birth.8 While this national ser-
vice network never materialized, the
AFLA subsidized the development of cur-
ricula that became a central organizing
tool for promoting abstinence-only edu-
cation in schools.

The Sexuality Information and Educa-
tion Council of the United States (SIECUS)
has extensively, if anecdotally, docu-
mented local controversies surrounding
sexuality education since the 1991–1992
school year. By 1995, SIECUS had tracked
more than 400 controversies over the pre-
ceding three years; it identified 160 new
conflicts that surfaced in 40 states during
the 1994–1995 school year alone.9 By the
1996–1997 school year, the cumulative
total had risen to more than 500 local con-
troversies in all 50 states. Most of these
controversies involved groups promoting
abstinence-only programs over the exist-
ing or proposed sexuality education pro-
gram.10 Still, relatively little is known
about the impact on school policies of this
lengthy and ongoing campaign.

In this article, we present results from
the first nationwide assessment of the ex-
tent to which sexuality education policy
at the local school district level has focused
on the promotion of abstinence. We pay
specific attention to the relationship be-
tween policy on teaching abstinence and
policy on providing contraceptive infor-
mation. We examine existing policies na-
tionwide and how they vary by district
size, metropolitan status and region. We
also explore school superintendents’ per-
ceptions of the factors that most influ-
enced how their policies were established.

Data and Methods
Sample
The sample frame for the analysis comes
from the U.S. Department of Education’s
National Center for Education Statistics.
We used the early release of the Common

occurred more commonly in larger districts,
which are more likely to delegate adminis-
trative responsibilities.

A total of 825 school superintendents or
their delegates responded, for an overall
response rate of 68%—84% among large-
enrollment districts (n=187), and 64%
among small- and medium-enrollment dis-
tricts (n=318 and n=320, respectively).

To adjust for nonresponse and for the
enrollment size strata, we assigned a
weight to  responding  school districts that
inflated the number of cases to the actual
number of eligible districts in the United
States as a whole (13,560). We used the
software package Stata to conduct tests of
significance because the survey was based
on a complex stratified sample. (Stata uses
the unweighted number of cases and in-
corporates information from the sample
weights and stratified design to inflate the
standard errors for significance testing.)

To provide some context for the distrib-
ution of responses by school districts, we
also examined some selected variables by
the number of students in the United States.
We created student weights by multiply-
ing the number of students enrolled in each
sampled district by the ratio of the num-
ber of students in the universe of all dis-
tricts to the number of students in the re-
sponding sampled districts. This resulted
in weighted estimates of all students in the
universe of eligible school districts
(43,276,146 students in districts that offer
instruction in grade six or higher).

The questionnaire administered to dis-
trict representatives defined “sexuality or
abstinence education” as “any and all
health education relating to human sexu-
ality, including family life, abstinence until
marriage, postponing sexual involvement,
and avoidance of STDs or HIV and unin-
tended pregnancy” (hereafter referred to
as sexuality education).

While we defined policy as “any guid-
ance that applies, district-wide, to sexu-
ality education in the schools,” some re-
spondents crossed out policy and wrote
in “practice.” Some responded that they
had no policy, and simply followed state
directives; for our purposes, we consid-
ered these cases to have a policy. 

We grouped the 825 districts according
to the location categories defined in the
sample-frame database, which classifies
districts by their primary catchment
area—the urban center of a metropolitan
county (central city), the other areas of a
metropolitan county (suburban) and areas
completely outside metropolitan counties
(nonmetropolitan). We also classified dis-
tricts by four Census Bureau geographic
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nence promotion. We asked districts with
a sexuality education policy which of the
following best describes how their policy
addresses abstinence:
•as one option in a broader educational
program to prepare adolescents to become
sexually healthy adults; 
•as the preferred option for adolescents 
(when contraception is discussed, it is pre-
sented as an effective means of protecting
against unintended pregnancy and STDs
or HIV for sexually active individuals);
•as the only positive option outside of mar-
riage (when contraception is discussed, its
ineffectiveness in preventing pregnancy and
STDs or HIV is highlighted); or 
•as the only option outside of marriage (all
discussion of contraception is prohibited).
Since there were too few of these cases (36
unweighted districts, or 6% of all weight-
ed districts with a sexuality education pol-
icy) to separately analyze them, we com-
bined this category with the previous one
to create a single abstinence-only category.

We also used this continuum to catego-
rize districts into two general groups re-
lated to policies on instruction about con-

regions—North, South, Midwest and
West—and by nine subdivisions within
these regions. 

The level of missing data on overall sex-
uality education policy is quite low. For ex-
ample, among the districts with a policy,
only 4% did not supply details about how
abstinence is taught. We did not impute
missing data, but assumed that the re-
sponses on those few items that were miss-
ing would be similar to those of the re-
sponding districts. The item with the
highest level of nonresponse was that ask-
ing districts with a sexuality education pol-
icy for the single most influential factor in
establishing that policy (26%); in contrast,
only 10% were unable to provide data on
any factor influencing such policies.

We categorized districts along a con-
tinuum of how much emphasis their sex-
uality education program gives to absti-

traception. Districts whose policy fell into
the first two categories on the continuum
were put into the “contraception as effec-
tive” category. In contrast, districts whose
policy fell into the latter abstinence-only
categories were grouped under “contra-
ception as ineffective.”

We also conducted multivariate logis-
tic regression analyses to determine the
combined impact of region, district size
and metropolitan status on the likelihood
that school districts would have a policy
to teach sexuality education. Addition-
ally, among districts having such a poli-
cy, we used multivariate analysis to ex-
amine the likelihood that their policy
would be an “abstinence only” policy.

Results
Sexuality Education Policies
Among all U.S. school districts, more than
two-thirds (69%) have a policy to teach
sexuality education (Table 1). The re-
maining 31% leave policy decisions con-
cerning sexuality education to individ-
ual schools within the district or to
teachers.* A disproportionate number of
students reside in districts that have poli-
cies to teach sexuality education. Among
all U.S. students attending a district of-
fering grade six or higher, 86% reside in
school districts that have such a policy,
while the remaining 14% attend schools
in districts that leave these policy deci-
sions to individual schools or to teachers
(data not shown).

By region, school districts in the North-
east are the most likely to have a district-
wide policy to teach sexuality education
(86%, or 17 percentage points higher than
the percentage for the country as a whole).
Conversely, Midwestern school districts
are the most likely to leave policy deci-
sions to individual schools or teachers
(41%). School districts in the South and
West did not differ significantly from the
U.S. average in the proportion having a
policy to teach sexuality education.

These policies vary widely by subre-
gions, however. For instance, while the
South as a whole closely parallels the na-
tion, almost all districts in the South At-
lantic division have a policy (99%), while
far fewer in the East South Central sub-
division have one (40%).

Similarly, while the proportion of all dis-
tricts in the Midwest having an explicit
policy is significantly below the national
average, this difference is true for the West
North Central subdivision only (48% vs.
69%, p<.01), but not for the other Midwest
subdivision (76% vs. 69%, a nonsignificant
difference). The Northeast, meanwhile, is
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*Approximately 0.5% of school districts have a policy that
prohibits the teaching of sexuality education altogether.
Because this group was too small to be analyzed sepa-
rately (it contained only eight unweighted cases) and was
too different from the other groups to be combined, we
excluded it entirely from the analysis.

Table 1. Percentage distribution of U.S. school districts (and weighted and unweighted num-
ber of districts), by type of policy on the teaching of sexuality education, according to district
characteristic

Characteristic Sexuality Decision is Total Weighted Unweighted
education left to school/ N N
is to be taught teachers

All 68.8 31.2 100.0 13,493 817

Region
Northeast 85.9** 14.1** 100.0 2,371 115
South 68.4 31.6 100.0 3,090 282
Midwest 59.1* 40.9* 100.0 5,316 227
West 73.2 26.8 100.0 2,716 193

Division
Northeast

New England 87.7** 12.3** 100.0 987 45
Middle Atlantic 84.5** 15.5** 100.0 1,383 70

South
South Atlantic 99.3** 0.8** 100.0 800 124
East South Central 40.2** 59.8** 100.0 672 44
West South Central 64.9 35.1 100.0 1,617 114

Midwest
East North Central 76.3 23.7 100.0 2,053 110
West North Central 48.2** 51.8** 100.0 3,263 117

West
Mountain 65.4 34.6 100.0 1,227 74
Pacific 79.5 20.5 100.0 1,490 119

Enrollment size (no. of students)
Large (≥25,000) 95.1** 4.9** 100.0 223 186
Medium (5,000–24,999) 91.1** 8.9** 100.0 1,550 314
Small (<5,000) 65.3 34.7 100.0 11,719 317

Metropolitan status
Central city 83.6 16.4 100.0 614 173
Suburban 80.9** 19.1** 100.0 4,915 353
Nonmetropolitan 60.1* 39.9* 100.0 7,964 291

*Differs significantly from national total at p<.05. **Differs significantly from national total at p<.01. Notes: In this and the following tables,
the states (including Washington, DC) within each subdivision are: New England—CT, MA, ME, NH, RI and VT; Middle Atlantic—NJ,
NY and PA; South Atlantic—DC, DE, GA, FL, MD, NC, SC, VA and WV; East South Central—AL, KY, MS and TN; West South Cen-
tral—AR, LA, OK and TX; East North Central—IL, IN, OH, MI and WI; West North Central—IA, KS, MN, MO, ND, NE and SD; Moun-
tain—AZ, CO, ID, MT, NM, NV, UT and WY;  and Pacific—AK, CA, HI, OR and WA. The total number of U.S. districts does not include
the 68 weighted (and eight unweighted) districts that had a policy to prohibit teaching sexuality education.
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contraception’s ineffectiveness or prohibit
discussion of contraception outright.

When all school districts in the country
are taken into account—including those
that do not have a policy to teach sexuali-
ty education—10% of U.S. school districts
have a comprehensive sexuality education
policy, 34% have an abstinence-plus poli-
cy, 23% an abstinence-only policy and 33%
have no policy (data not shown). Among
all U.S. students attending a district that in-
cludes grade six or higher, 9% are in dis-
tricts that have a comprehensive sexuality
education policy, 45% are in districts with
an abstinence-plus policy, 32% in absti-
nence-only policy districts and 14% in dis-
tricts that have no policy (data not shown).

There is considerable regional variation
in how districts address the issue of ab-
stinence. For instance, 55% of Southern
school districts with a policy address ab-
stinence as the only option for adolescents
outside of marriage, a level 20 percentage
points higher than the national average;
in contrast, only 20% of districts in the
Northeast with a policy have an abstin-
tence-only policy—almost 15 percentage

more homogenous in having a policy than
the South or Midwest. School districts in
both New England and the Middle At-
lantic division are more likely than the na-
tion as a whole to have district-wide poli-
cies (88% and 85%, respectively). Finally,
the Mountain and Pacific subdivisions of
the West  do not differ significantly from
the national average.

More than nine of 10 large-enrollment
and medium-enrollment districts (91–95%)
have a district-wide policy to teach sexu-
ality education, compared with just 65% of
small-enrollment districts. Because the vast
majority of U.S. school districts have en-
rollments of fewer than 5,000 students,
however, this percentage among the small-
enrollment districts is not significantly dif-
ferent from the national average.

The proportion of school districts with
a policy was significantly lower for those
located in nonmetropolitan counties (60%)
than for those in either central city (84%)
or suburban counties (81%). The propor-
tion of suburban school districts with a
policy is significantly higher than the na-
tional average, while the proportion of
nonmetropolitan districts is significantly
lower than the nation as a whole. The pro-
portion among central city districts does
not differ from the national average.*

Abstinence Policies
Among districts that have a policy to teach
sexuality education (Table 2), 14% re-
ported that their policy addresses absti-
nence as one option for adolescents to
avoid pregnancy and STDs in a broader
sexuality education program that includes
discussion of contraception to prepare
them to become sexually healthy adults
(hereafter referred to as a comprehensive
sexuality education policy). One-half of
districts (51%) with a policy promote ab-
stinence as the preferred option for ado-
lescents; this policy allows contraception
to be discussed as effective in protecting
against unintended pregnancy and STDs
or HIV (referred to as an abstinence-plus
policy). Slightly more than one-third (35%)
reported that their policy requires that ab-
stinence be taught as the only option out-
side of marriage; discussion of contra-
ception is either prohibited or its
ineffectiveness in preventing pregnancy
and STDs or HIV is highlighted (referred
to as an abstinence-only policy). Thus, in
terms of specific policy toward providing
contraceptive information, 65% of districts
with a policy allow discussions to portray
contraception as effective in preventing
pregnancy and STDs (the sum of the first
two categories), while 35% either highlight

points below the national average. The
South also has the lowest percentage (5%)
of districts that direct that abstinence be
taught as part of a comprehensive sexu-
ality education program; while the per-
centage of Northeast districts that have a
comprehensive policy is greater than the
national average, this difference is not sta-
tistically significant. School districts in the
Midwest and West do not differ signifi-
cantly from all U.S. districts in how they
address teaching abstinence.

In terms of regional subdivisions, the
areas with the highest proportion having
abstinence-only policies are both in the
South—the West South Central subdivi-
sion (60%) and the South Atlantic subdi-
vision (54%). (The third Southern subdi-
vision, East South Central, does not differ
from the national average.) While the pro-
portion with an abstinence-only policy is
lowest in New England (14%), the high-
est proportion of districts teaching absti-

Table 2. Percentage distribution of U.S. school districts with a policy to teach sexuality edu-
cation (and weighted and unweighted number of districts), by how that policy addresses teach-
ing abstinence and contraception, according to district characteristic 

Characteristic Sexuality education policy Total Weighted Unweighted

Contraception  Contraception 
N N

as effective as ineffective

Comprehensive Abstinence- Abstinence-
plus only†

All 14.4 50.9 34.7 100.0 8,910 652

Region
Northeast 25.4 54.5 20.1* 100.0 2,035 99
South 5.2** 39.8 55.0** 100.0 2,030 238
Midwest 11.5 53.6 34.9 100.0 2,940 153
West 17.0 54.7 28.3 100.0 1,905 162

Division
Northeast

New England 18.8 67.2 14.0** 100.0 867 40
Middle Atlantic 30.3 45.0 24.8 100.0 1,170 59

South
South Atlantic 13.4 32.1* 54.4* 100.0 753 120
East South Central 2.2** 64.2 33.6 100.0 226 23
West South Central 0.0** 40.0 60.0** 100.0 1,050 95

Midwest
East North Central 14.7 50.1 35.3 100.0 1,478 91
West North Central 8.3* 57.3 34.5 100.0 1,462 62

West
Mountain 11.6 48.1 40.3 100.0 765 56
Pacific 20.6 59.0 20.4* 100.0 1,140 106

Enrollment size (no. of students)
Large (≥25,000) 3.4** 56.3 40.4 100.0 208 174
Medium (5,000–24,999) 12.1 46.8 41.1 100.0 1,383 280
Small (<5,000) 15.2 51.5 33.3 100.0 7,320 198

Metropolitan status
Central city 9.1 55.8 35.1 100.0 496 156
Suburban 15.1 52.7 32.3 100.0 3,860 305
Nonmetropolitan 14.4 48.9 36.7 100.0 4,555 191

*Differs significantly from national total at p<.05. **Differs significantly from national total at p<.01. †Combines the two categories “as
the only positive option outside of marriage” and “as the only option outside of marriage.”

*Suburban districts differ significantly from the nation,
but central city districts do not because there are fewer
central city districts; therefore, the standard errors for
those estimates are larger.
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policy, once the other
variables were taken
into account. This sug-
gests that the finding in
Table 1 that nonmetro-
politan districts were
less likely to have a pol-
icy was more a function
of region and district
size than of metropoli-
tan status.

When we conducted 
among districts with 
a policy a multivariate
analysis that controlled
for region, enrollment
size and metropolitan
status, only region was in
dependently associated
with having an absti-
nence-only policy (Table
3). Southern districts
were almost five times as
likely as Northeastern
districts to have a policy

that teaches abstinence as the only option
for unmarried adolescents. Midwestern dis-
tricts were moderately more likely than
Northeastern districts to have such a poli-
cy, but this association failed to reach sta-
tistical significance. After region was con-
trolled for, district size and metropolitan
status appeared to have no independent im-
pact on whether a district has an abstinence-
only policy. 

Changes in District Policy
Among respondents who knew when
their current policy was adopted (n=5,149
weighted districts), 53% said that their
current policy was adopted after 1995, and
another 31% said it was adopted between
1990 and 1995; only 16% said that their
current policy predated 1990. There was
no relationship between when a policy
was adopted and the type of policy to-
ward teaching abstinence (not shown).

Among respondents
who knew whether their
district’s policy had re-
placed an existing one
(n=5,920 weighted dis-
tricts), almost one-quar-
ter (23%) reported that
their current policy had
done so, while 77% indi-
cated that their current
policy had not replaced
a prior policy.

Districts that indicated
that their policy had been
replaced were asked how
their previous policy had

nence as part of a comprehensive policy
is found in the Middle Atlantic states
(30%). New England districts are most
likely to have a policy to teach an absti-
nence-plus curriculum (67%), although
this proportion is not significantly differ-
ent from the national average.

Districts’ type of sexuality education
policy does not vary appreciably by their
enrollment size or metropolitan status,
with the exception that large districts are
significantly less likely than U.S. districts
overall to treat abstinence as part of a com-
prehensive program.

Multivariate analyses indicate that
when the effects of region and metropol-
itan status are taken into account, the re-
lationship between district size and poli-
cy noted in Table 1 remains (first column
of Table 3). Small-enrollment districts are
about one-10th as likely as large ones to
have such a policy (odds ratio, 0.11). Medi-
um-sized districts are only about half as
likely as large-enrollment districts to have
a policy, but this difference is not statisti-
cally significant.

The relationship between region and dis-
trict policy appears to be independent of
the size or metropolitan status of a district.
For example, net of other factors, school
districts in the Midwest and in the South
are significantly less likely than those in the
Northeast to have a district-wide policy.
The reduction in the likelihood of having
a policy among districts in the West is not
statistically significant, however.

Metropolitan status failed to indepen-
dently affect the likelihood of having a

addressed the teaching of abstinence fol-
lowing the same four-category scale.
Among these districts, 52% said that their
new sexuality education policy fell within
the same general  category as their former
policy (the sum of the three descending di-
agonal cells in Table 4): The unchanged pol-
icy was to teach abstinence within a com-
prehensive program in 6%, as the preferred
option for adolescents in 25% and as the only
option in 21%. However, among districts
that changed their policy, twice as many
shifted toward a greater focus on abstinence
as moved in the opposite direction. Thirty-
three percent reported that their policy had
changed from either a comprehensive to an
abstinence-plus policy or from an absti-
nence-plus to an abstinence-only policy (the
sum of the three cells above the diagonal),
while just 16% reported that their policy had
moved either from an abstinence-only pol-
icy to some other policy or from an absti-
nence-plus to a comprehensive policy (the
sum of the three cells below the diagonal).

This shift among districts with re-
placement policies, however, had no net
impact on the percentage of policies por-
traying contraception as effective or as 
ineffective. Fifteen percent of districts
moved from having a policy in which con-
traception could be discussed positively
(either a comprehensive or an abstinence-
plus policy) to one in which contraception,
if it is discussed at all, could only be por-
trayed negatively (an abstinence-only pol-
icy). Another 15% of districts, however,
shifted from having an abstinence-only
policy to a policy that permits contracep-
tion to be discussed as an effective means
of preventing pregnancy and disease.

Finally, among the districts with re-
placed policies, there was virtually no net
change in the total number of districts
with abstinence-only policies (from 464 to
461, or a 0.6% decline). The major net shifts
were in the number of districts that orig-
inally had had a comprehensive policy
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Table 3. Odds ratios (and 95% confidence intervals) from logis-
tic regression analyses predicting likelihood among all districts
of having a policy to teach sexuality education, and among those
districts with a policy, likelihood that policy dictates abstinence
be taught as the only positive option for adolescents outside of
marriage

Characteristic Has policy Has abstinence-
(among all districts, only policy†
N=817) (among districts with

a policy, N=652)

Region
Northeast 1.00 1.00
South 0.40* (0.18–0.94) 4.71** (2.08–10.68)
Midwest 0.30** (0.14–0.64) 2.11 (0.97–4.56)
West 0.53 (0.22–1.27) 1.52 (0.65–3.54)

Enrollment size (no. of students)
Large (≥25,000) 1.00 1.00
Medium (5,000–24,999) 0.49 (0.18–1.34) 1.22 (0.72–2.06)
Small (<5,000) 0.11** (0.03–0.36) 1.00 (0.49–2.03)

Metropolitan status
Central city 1.00 1.00
Suburban 1.80 (0.47–6.90) 1.24 (0.61–2.52)
Nonmetropolitan 0.83 (0.22–3.18) 1.26 (0.57–2.82)

*p<.05. **p<.01. †Combines the two categories “as the only positive option outside of mar-
riage” and “as the only option outside of marriage.” 

Table 4. Among school districts whose current sexuality educa-
tion policy replaced an existing one, percentage with a particu-
lar current policy, by policy

Prior policy Current sexuality education policy

Contraception Contraception
as effective as ineffective

Compre- Abstinence- Abstinence- Total N
hensive plus only† (N=
(N=189) (N=640) (N=461) 1,290)

Total 14.7 49.6 35.7 100.0 1,290
Comprehensive 5.7 17.6 0.1 23.3 301
Abstinence-plus 0.4 25.3 15.0 40.7 525
Abstinence-only† 8.6 6.7 20.6 36.0 464

†Combines the two categories “as the only positive option” and “as the only option outside
of marriage.” Note: All Ns shown here are weighted.
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of the three sexuality ed-
ucation policy sub-
groups did not differ sig-
nificantly from the
nation as a whole. How-
ever, districts in which
abstinence is presented
as the only option out-
side of marriage for ado-
lescents were somewhat
more likely than other
districts to have higher
levels of community
support for their policy
(at least according to 
the school superinten-
dent), and communities
in these abstinence-only
districts were less likely
to be “generally silent”
on the issue.

Discussion
By 1998, more than two
out of three public school
districts in the United
States had adopted a dis-
trict-wide policy to teach
sexuality education. Most
of those policies were de-
veloped in the 1990s, dur-
ing a period of intense de-
bate, not only in many
local communities but
also in state capitals and
Congress, about the rela-
tive merits of abstinence
promotion—and, spec-
ifically, abstinence-only
promotion—versus 
more “comprehensive”
approaches to sexuality
education for young peo-
ple. Yet the impact of
those debates at the local
level and the trend in the
national debate are not
especially easy to assess.

On the one hand, the
overwhelming majority
of policies now require
that abstinence from
sexual intercourse be
promoted—either as the preferred option
for adolescents or as the only option out-
side of marriage. Few districts stipulate
that abstinence is to be presented as one
option in a broader educational program
to prepare adolescents to become sexual-
ly healthy adults.

On the other hand, among districts that
adopted new policies, the newer policies
do not appear to be more “conservative”

(from 301 to 189, a decline of 37%), and in
the number of districts that had had an ab-
stinence-plus policy (from 525 to 640, an
increase of 22%).

Factors Influencing Policy
Respondents were asked to choose, from
11 possibilities,* the single most important
factor that influenced their district’s cur-
rent sexuality education policy (Table 5).
One of just three factors (state directives,
recommendations of special school board
advisory committees or task forces, or
school board actions) was named by at
least three-quarters of districts, ranging
from 78% of districts with abstinence-only
policies to 88% of those with abstinence-
plus policies. There were no significant
differences in the percentage distributions
according to the most influential factor be-
tween the three policy categories and the
distribution for the nation as a whole.

On average, almost one-half of the dis-
tricts (48%) cited state directives as the
most influential factor. Special committees
and school boards were cited as most in-
fluential about equally as often (18% and
17%, respectively). School boards were
more likely than other factors to be con-
sidered as most important by districts
with an abstinence-only policy, but this
proportion did not differ significantly
from that among all U.S. districts.

Respondents were also asked to indi-
cate from the same list whether any of the
factors had influenced their current poli-
cy. Districts reported an average of 2.6 fac-
tors. In general, the responses followed the
same pattern as that created by the most
influential factor, with state directives
being the most frequently cited influen-
tial factor of all possibilities (74%). How-
ever, districts cited school board actions
more frequently than they did special
committees (63% vs. 36%). Predictably, the
proportions checking community and
teacher support for abstinence as influ-
ential factors were higher in districts with
abstinence-only policies, whereas com-
munity support for broader sexuality ed-
ucation was more prevalent in districts
that have comprehensive policies.

Finally, respondents were asked how
supportive they thought the community
at large was of their district’s current pol-
icy on sexuality education. The most com-
mon response (53%) was that the com-
munity was “generally silent” on the issue;
41% reported that their community
“strongly supports” the current policy, 5%
that the community is divided and fewer
than 1% that it is “generally opposed.” The
level of community support within each

regarding how abstinence is treated than
those adopted earlier in the decade. More-
over, the bulk of the movement among
those districts that switched from one pol-
icy category to another appears to have
been away from comprehensive sexuali-

*Due to the small number of cases, the individual cate-
gories “formal complaint” and “litigation” were com-
bined into one category.

Table 5. Among school districts that have a sexuality education
policy, percentage distribution by most influential factor affecting
policy; percentage that cite any factor as affecting policy; and per-
centage distribution by level of community support for that poli-
cy; all according to type of policy

Factor and level All Sexuality education policy
of support

Contraception Contraception
as effective as ineffective

Compre- Abstinence- Abstinence-
hensive plus only†

Most influential factor 
State directives 48.2 53.0 53.5 40.1
Special committee 17.8 13.4 21.5 14.8
School board action 17.0 14.1 12.8 23.2
Teacher support for

abstinence 5.6 3.9 2.8 9.7
Community support for

abstinence 5.7 4.5 2.8 9.5
Teacher support for

broader sexuality
education 3.7 5.5 4.8 1.6

Community support for
broader sexuality
education 0.4 0.5 0.2 0.6

HIV prevention funding‡ 1.3 3.9 1.4 0.2
Abstinence education

funding§ 0.1 0.5 0.0 0.2
Formal complaint/litigation 0.2 0.5 0.2 0.1
Total 100.0 100.0 100.0 100.0

Any factor influencing policy
State directives 73.7 65.2 79.8 68.6
Special committee 35.8 30.7 37.9 34.8
School board action 63.4 53.8 69.0 59.5
Teacher support for

abstinence 19.7 13.1 17.2 25.9
Community support for

abstinence 15.4 7.0 11.8 23.7
Teacher support for

broader sexuality
education 24.7 33.0 28.9 15.5

Community support for
broader sexuality
education 11.4 18.3 14.2 4.7*

HIV prevention funding‡ 14.1 15.3 17.9 8.4
Abstinence education

funding§ 3.2 0.8* 3.3 3.9
Formal complaint/litigation 1.0 3.9 0.6 0.4

Level of community support
Strongly supports 40.6 32.7 35.9 50.6
Divided 5.1 4.1 4.9 5.8
Generally opposes 0.9 2.9 0.9 0.0
Generally silent 53.4 60.3 58.4 43.5
Total 100.0 100.0 100.0 100.0

*Differs significantly from national total at p<.05. †Combines the two categories “as the only
positive option outside of marriage” and “as the only option outside of marriage.” ‡From the
Centers for Disease Control and Prevention.§From the Maternal and Child Health block grant
(Title V). Notes: Weighted Ns for the United States as a whole for the three items were 6,838
districts for the most influential factor, 8,314 districts for any influential factor and 8,620 dis-
tricts for level of community support. Percentages in distributions may not add to 100% be-
cause of rounding.
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cans aged 18–19 having initiated sexual
intercourse,14 the provision of adequate
and accurate information about contra-
ception—even while supporting the
choice of young people who are delaying
sexual initiation—should continue to be
a high national priority. This is especially
important if national declines in teenage
pregnancy rates experienced from the late
1980s through the mid-1990s are to be sus-
tained. A recent analysis indicates that
those declines were associated not only
with a modest increase in the proportion
of young people who had never had sex-
ual intercourse, but even more so with a
lower likelihood of becoming pregnant
among sexually experienced teenagers.15

In that regard, recent legislative efforts
by California and Missouri to ensure that
information presented to students in the
context of sexuality education is “medically
accurate,” even within a framework that
presents abstinence as the preferred choice,
are encouraging. The Missouri legislation
was supported by an alliance of organiza-
tions from opposite ends of the political
spectrum that share the goals of reducing
rates of teenage pregnancy and of STDs.16

Finally, it should be emphasized that
this study was initiated in early 1998, well
before states began implementing any ab-
stinence-only promotion efforts of their
own following enactment of the federal
welfare reform legislation that guaranteed
federal funds for school- and communi-
ty-based programs over a five-year peri-
od. Additional research clearly is war-
ranted to monitor and evaluate the extent
to which that law and its implementation
may be providing the impetus for addi-
tional changes in school district policy on
the teaching of abstinence in the context
of sexuality education.
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around the country about whether con-
traception should be discussed at all,” ob-
serves Douglas Kirby, director of research
at ETR Associates, who studies the impact
of sex education programs.

The intensity of the debate is noted even
by long-time sex education advocates
such as Leslie Kantor, formerly director of
planning and special projects with the Sex-
uality Information and Education Coun-
cil of the United States (SIECUS) and cur-
rently vice president for education with
Planned Parenthood of New York City.
“There have always been disgruntled par-
ents here and there, but local school
boards have never seen anything like the
very organized, orchestrated campaign for
abstinence-only education,” she says.

State legislatures are also feeling the pres-
sure. Of the 51 sex education bills that were
considered by state legislatures through
March 1998, 20 pertain to making absti-
nence the focus of sex education in public
schools.3 One of these bills has been enact-
ed: The Mississippi legislature established
abstinence education as the “standard for
any sex-related education taught in the pub-
lic schools.”4 The law calls for teaching that
“a mutually faithful, monogamous rela-
tionship in the context of marriage is the
only appropriate setting for sexual inter-
course.” In Virginia, where mandatory sex
education was repealed by the state school
board in 1997, the legislature voted to rein-
state sex education with the stipulation that
the programs “present sexual abstinence be-
fore marriage and fidelity within monoga-
mous marriage as moral obligations and not
matters of personal opinion or personal
choice.”5 The measure was vetoed by Gov-
ernor James S. Gilmore on the grounds that
the decision of whether to offer sex educa-
tion should be left to local school boards.

According to dozens of sexuality edu-
cation proponents interviewed for this re-
port during the latter half of 1997 and in
early 1998, the push for abstinence-only

School-Based Sexuality Education: 
The Issues and Challenges
by Patricia Donovan

In fall 1997, the Franklin County, North
Carolina, school board ordered chapters
on sexual behavior, contraception and

AIDS and other sexually transmitted dis-
eases (STDs) cut out of its health textbook
for ninth graders. The deleted material, the
board said, did not comply with a new state
law requiring public schools to teach ab-
stinence until marriage in their compre-
hensive health education program for stu-
dents in kindergarten through ninth grade. 

The school board also instructed teach-
ers to discuss only failure rates in response
to students’ questions about contracep-
tives. If asked about AIDS, teachers were
to say only that the disease is caused by a
virus that is transmitted primarily by con-
taminated needles and illegal homosex-
ual acts. These actions came after months
of debate in the county about how to han-
dle sex education in accordance with the
new law, which allows school districts to
offer more comprehensive sexuality edu-
cation only after a public hearing and a
public review of instructional materials.1

The board’s new policy is a compelling
example of the controversy raging in many
communities over what public schools
should teach in sex education classes. Al-
though national and state polls consis-
tently show that 80–90% of adults support
sex education in schools—including in-
struction on contraception and disease pre-
vention in addition to abstinence2—many
school districts are under intense pressure
to eliminate discussion of birth control
methods and disease-prevention strategies
from their sex education programs. In-
stead, they are urged to focus exclusively
on abstinence as a means of preventing
pregnancy and STDs. “The abstinence-
only movement has [triggered] a debate

education is only the most visible element
of a larger conservative strategy to elim-
inate more comprehensive programs.
Other proposals include eliminating co-
educational classes and changing the
parental consent process in ways that sex
education proponents warn could make
participation in sex education more com-
plicated for students and costly for
schools. Groups opposed to sex education
have captured the momentum, many of
these observers say, because the oppo-
nents’ new tactics seem less extreme than
past efforts—and are therefore more dif-
ficult to refute. 

But proponents say that they also bear
some responsibility for the current turmoil
themselves, both because they have allowed
opponents of sex education to foster the mis-
perception that the comprehensive pro-
grams generally do not teach abstinence and
because they have failed to effectively ar-
ticulate the goals of sex education. 

Although sex education is often dis-
cussed and evaluated in terms of its role
in reducing adolescent pregnancy and STD
rates, supporters say its primary goal is
broader: to give young people the oppor-
tunity to receive information, examine
their values and learn relationship skills
that will enable them to resist becoming
sexually active before they are ready, to
prevent unprotected intercourse and to
help young people become responsible,
sexually healthy adults. Unfortunately,
notes Michael McGee, vice president for
education at the Planned Parenthood Fed-
eration of America, programs today are
judged almost exclusively according to
“whether they feature abstinence, rather
than whether they promote health.”

Supporters of abstinence-only education
won a major victory in 1996, when Con-
gress committed $250 million in federal
funds over five years to promote abstinence
until marriage as part of welfare reform.6
Nevertheless, in recent years it has been pri-
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District of Columbia had laws or policies
that required schools to provide sexuali-
ty education, and 34 states and the District
mandated instruction about HIV, AIDS
and other STDs (Table 1). 

Some states appeared to encourage only
limited instruction, however. For example,
while laws and policies in 23 states speci-
fied that all sexuality education must in-
clude instruction about abstinence, only
13 states required such courses to cover
contraceptive methods.11 Furthermore,
only 22 states required that courses on HIV
and STD prevention provide information
on condom use and other prevention
strategies in addition to information about
abstinence.12 A large majority of states
have developed curricula or guidelines to
provide program guidance to local school
districts in implementing sexuality edu-
cation programs. Many of these guides ex-
clude such topics as abortion, homosexu-
ality and masturbation because they are
considered too controversial.13

School districts appear to be more like-
ly than states to require instruction about
contraception and STD prevention. In a
1994 survey, for example, the CDC found
that more than 80% of school districts re-
quired instruction about the prevention
of HIV and other STDs as part of health
education, and that 72% required in-
struction about pregnancy prevention in
their health programs.14

As a result of these laws and policies,
virtually all teenagers now receive some
sexuality education while they are in high
school: In a 1995 national survey, more
than nine in 10 women aged 18–19 said
they received instruction, as did about
seven in 10 women aged 18–44.15 Most
students, however, do not receive any in-
struction until ninth or 10th grade,16 by
which time many have already become
sexually active. Even then, the informa-
tion they receive may be insufficient. “It
is widely believed by professionals in the
field that most programs are short, are not
comprehensive, fail to cover important
topics and are less effective than they
could be,” Douglas Kirby observed.17

Regardless of whether a state mandates
sex education or AIDS education, there is
no guarantee that the subject will be taught
in all school districts, because many states
do not have a mechanism for monitoring
program implementation. In fact, there is
often wide variation in what is taught, both
within school districts and even within the
same school. Konstance McKaffree, who
taught sexuality education in Pennsylva-
nia public schools for 25 years before re-
tiring in 1996, explains that what is offered

marily at the state and local levels where
opponents of sexuality education have con-
centrated their efforts and where they have
had their greatest impact. According to
many sex education supporters, their op-
ponents are putting enormous pressure on
school boards to curtail sexuality education
programs and are intimidating school ad-
ministrators and teachers, who in turn are
becoming increasingly cautious about what
they teach, even when they are under no
formal constraints. 

“These are dark times for balanced, re-
sponsible sexuality education,” concludes
Barbara Huberman, director of training at
Advocates for Youth.

Sexuality Education Today
Efforts to undermine sexuality education
are not new, of course. Sex education has
been a target of right-wing groups since
the 1960s, when the John Birch Society and
other ultraconservative organizations
charged that such programs were “smut,”
“immoral” and “a filthy communist plot.”7

The goal of these groups was to elimi-
nate all sex education in schools, and they
clearly had an impact: By the early 1970s,
legislatures in 20 states had voted to re-
strict or abolish sexuality education.8 By
the end of the decade, only three states
(Kentucky, Maryland and New Jersey)
and the District of Columbia required
schools to provide sex education.9

But, as SIECUS president Debra Haffn-
er notes, “the landscape changed dramat-
ically with the advent of AIDS.” By the mid-
1980s, widespread recognition that the
deadly disease can be transmitted through
sexual intercourse made it politically un-
tenable to argue that sexuality education
should not be taught in the schools, espe-
cially after Surgeon General C. Everett Koop
called for sex education in schools begin-
ning as early as the third grade. “There is
now no doubt,” Koop wrote in his 1986 re-
port, “that we need sex education in schools
and that it [should] include information on
heterosexual and homosexual relationships.
The lives of our young people depend on
our fulfilling our responsibility.”10

The states responded quickly: By the
late 1980s, many states required schools
to provide instruction about AIDS and
other STDs. Some of these states also re-
quired instruction in sexuality education.
In addition, since 1988, the Centers for Dis-
ease Control and Prevention (CDC) have
provided financial and technical assis-
tance to state and local education agencies,
national organizations and other institu-
tions to improve HIV education in schools.
As of December 1997, 19 states and the

often “depends on the teacher’s ability,
training and comfort with the subject mat-
ter,” as well as on the principal’s willing-
ness to tolerate controversy.

A New Strategy
Since the early 1990s, sex education ad-
vocates report, opponents have brought
increasing pressure to bear on school of-
ficials and teachers as they have refocused
their efforts on local school boards and
state legislatures. Prior to that time, op-
ponents had concentrated primarily on
national politics. “They realized that who
is in the principal’s office matters more
than who is in the Oval Office,” observes
Leslie Kantor. “They decided to pay at-
tention to elections no one pays attention
to, like those for school board and coun-
ty commissioner.”

As a result of this shift, recent years
have seen a sharp rise in the number of
challenges to individual school district
policies. According to SIECUS, more than
500 local disputes over sexuality educa-
tion occurred in all 50 states between 1992
and 1997.18 Typically, these confrontations
were initiated by a few parents or by
members of a local conservative group or

Table 1. Distribution of U.S. states and District
of Columbia, by state policy requirements for
sexuality, STD and HIV/AIDS education, 1998

Schools required to provide both sexuality educa-
tion and STD and/or HIV/AIDS education (N=20)
Alabama Minnesota
Arkansas Nevada
Delaware New Jersey
District of Columbia North Carolina*
Georgia Rhode Island
Hawaii South Carolina
Illinois Tennessee
Iowa Utah
Kansas Vermont
Maryland West Virginia

Schools required only to provide STD and/or
HIV/AIDS education (N=15)
California New York
Connecticut Ohio
Florida Oklahoma
Indiana Oregon
Michigan Pennsylvania
Missouri Washington
New Hampshire Wisconsin
New Mexico

Schools not required to provide either sexuality
education or STD and/or HIV/AIDS education (N=16)
Alaska Mississippi
Arizona Montana
Colorado Nebraska
Idaho North Dakota
Kentucky South Dakota
Louisiana Texas
Maine Virginia
Massachusetts Wyoming

*Although the 1995 law mandates instruction on abstinence until mar-
riage, the state board of education’s Healthful Living Education cur-
riculum, which is mandatory for grades K–9, requires lessons on sex-
uality education, including birth control, STD and HIV prevention and
abstinence, beginning in seventh grade. Source: See reference 11.
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nication skills to help them resist risky or
unwanted sexual activity.25 In fact, such
programs can help teenagers delay the
onset of intercourse and can increase the
likelihood that they will use condoms and
other contraceptives when they do become
sexually active. Moreover, researchers have
found no methodologically sound studies
that show abstinence-only programs delay
the initiation of sexual intercourse.*26

Despite this evidence, abstinence-only
programs continue to proliferate. This may
stem in part from the skillful promotion of
these programs. Their supporters “promise
school boards and parents that if schools
let them come in and teach an abstinence-
only curriculum, children will not have
sex,” reports Debra Haffner. “It’s a very ap-
pealing message to adults, who are very
concerned that adolescents become sexu-
ally involved too early.”

At the same time, concerns about teenage
sexual activity and its consequences may
engender greater receptivity to the notion
of focusing exclusively on abstinence, at
least among younger adolescents. “There
is a growing recognition…that at some
grade level—[grade] six, seven, eight—it is
appropriate to talk only about delaying
sex,” observes Kirby. The question then be-
comes how long a delay is expected. Many
abstinence-only curricula teach young peo-
ple to forgo sex until marriage—an ambi-
tious goal in a country where people typi-
cally do not marry until their mid-20s.27

These curricula either provide no informa-
tion about contraception or briefly discuss
contraception only in terms of failure rates28

to emphasize that condoms and other meth-
ods do not provide 100% protection against
pregnancy and STDs.29

Furthermore, many of these curricula
and other instructional materials appear to
have been designed to frighten adolescents
into remaining abstinent. For example, the
abstinence-only curriculum Me, My World,
My Future likens use of condoms to play-
ing Russian roulette: “Condoms do not
prevent STDs or AIDS,” the curriculum
states. “They only delay them…. The more
often that the [sex] act is repeated, the more
opportunity there is for condom failure.”30

Choosing the Best, another widely used
abstinence-only curriculum, also uses the
Russian roulette theme, contending that
“there is a greater risk of a condom fail-
ure than the bullet being in the cham-
ber.”31 This curriculum also includes a
video, entitled No Second Chance, in which
a student asks, “What if I want to have sex
before I get married?” The student’s
teacher then responds, “Well, I guess
you’ll just have to be prepared to die. And

church, often with backing and support
from national organizations with similar
political or social agendas, such as Focus
on the Family, the Eagle Forum, Con-
cerned Women for America and Citizens
for Excellence in Education.19 In contrast,
SIECUS documented a total of six local
controversies in 1990.20

The substance of the debate over sexu-
ality education has also changed, largely
in response to the need to combat AIDS.
“The controversy has shifted from
whether to offer sex education in schools
to what should be taught in these classes,”
observes Susan Wilson, executive coordi-
nator of the Network for Family Life Ed-
ucation in New Jersey.

Promoting Abstinence
Abstinence-only proponents assert that the
more comprehensive programs focus prin-
cipally on teaching students about con-
traception and safer sex techniques and
that the programs provide little or no in-
struction on abstinence. They also contend
that sex education programs condone ho-
mosexuality, teach students how to have
sex and undermine parental authority.21

Continued high rates of adolescent preg-
nancy, STDs and out-of-wedlock births,
they say, are proof of “the widespread fail-
ure of conventional sex education.”22

Research suggests that many of these
charges are unfounded. In a 1988 survey,
for example, nine in 10 teachers of sexu-
ality education in grades 7–12 reported
that they taught their students about ab-
stinence.23 In addition, the CDC’s 1994
survey found that 78% of public and pri-
vate school teachers in health education
classes include instruction in the rationale
for choosing abstinence, compared with
56% who discuss the efficacy of condoms
in preventing HIV and 37% who teach the
correct use of condoms.24

Furthermore, several studies show that
sexual intercourse among students did not
increase after the presentation of pregnancy
prevention programs that included dis-
cussions of abstinence, contraception and
disease prevention and that taught
teenagers decision-making and commu-

you’ll probably take with you your spouse
and one or more of your children.” A sec-
ond video packaged with the curriculum,
Sex, Lies and the Truth, was produced by
Focus on the Family. In it a student de-
clares, “Safe sex isn’t working anymore.
Condoms are breaking, birth control is
failing, and many kids and young people
are just dying.”

There are no official statistics on how
many schools use abstinence-only mate-
rials, but according to some press reports,
4,000 of the nation’s 16,000 school districts
use an abstinence-only curriculum.32 Sex,
Lies and the Truth is estimated by some con-
servative groups to be used in more than
10,000 school systems.33

Other Tactics
In addition to pushing for abstinence-only
instruction, sex education opponents are
pressing for an end to coeducational sex
education classes, for explicit parental con-
sent for participation in sexuality educa-
tion (as opposed to passive consent) and—
in districts that retain comprehensive
programs—for the option of taking an ab-
stinence-only course instead. While these
may not appear on the surface to be an at-
tack on sexuality education, those who
favor comprehensive instruction believe
the ultimate goal behind such proposals
remains the elimination of sexuality edu-
cation from the public schools. They fear
that the adoption of these measures would
present obstacles that would undermine
comprehensive sex education programs. 

For example, while comprehensive sex
education advocates acknowledge that it
may at times be beneficial to separate the
sexes (when discussing puberty with ele-
mentary school children, for example), they
believe that the elimination of coeduca-
tional classes would deprive students of the
opportunity to learn how to communicate
effectively with members of the opposite
sex and how to resist pressure to have sex. 

The paperwork that would be required
to administer the proposed changes to ex-
isting parental consent policies also con-
cerns these advocates. The so-called “opt-
out” policy currently used in the vast
majority of school districts requires that
parents take the initiative to inform the
school if they do not want their child to
participate in sexuality education. In dis-
tricts that keep records, according to
SIECUS data, fewer than 5% of parents ex-
ercise their option to remove their children
from sex education courses.34

In contrast, the alternative consent pol-
icy proposed by supporters of abstinence-
only education would create an “opt-in”
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*Some researchers, including Kirby, believe that there is
insufficient data available to make a conclusive judgment
about the impact of abstinence-only curricula. One re-
cent study did find that teenagers who participated in
an abstinence program were less likely than a control
group to report having intercourse in the three months
following the intervention; however, the effect had dis-
appeared at the six- and 12-month follow-up. (Source:
Jemmott JB 3rd, Jemmott LS and Fong GT, Abstinence
and safer sex HIV risk-reduction interventions for African
American adolescents, Journal of the American Medical As-
sociation, 1998, 279(19):1529–1536.)
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others say, is teachers’ sense that they do
not have the support of their principal and
superintendent. “Administrators’ com-
mitment and comfort with the field is
more important than board policy or of-
ficial doctrine,” observes Scott McCann,
vice president for education at Planned
Parenthood of Santa Barbara, Ventura and
San Luis Obispo Counties in California.

Fear of controversy deters many school
officials from taking a high-profile position
on sex education, proponents say. Anoth-
er reason, according to Brenda Greene,
manager of the HIV/AIDS Education and
School Health Program at the National
School Boards Association, is that sexuali-
ty education is generally not a high priori-
ty for school officials: “Administrators want
to focus on academic standards, student
safety and other issues that communities
and the state hold them accountable for.”

A Lack of Training
Teachers and others believe that educators’
wariness of sex education is often exacer-
bated by a lack of training, which leaves
many feeling unprepared to teach the sub-
ject. The problems stem from both inade-
quate instruction during the teachers’ un-
dergraduate preparation
and from a dearth of staff
development and train-
ing opportunities once
they are in the classroom. 

Although undergrad-
uate programs for aspir-
ing teachers generally
have at least one course
on sexuality education or
health education, many
of these schools do not
require prospective teachers to take such a
course. In a 1995 survey of college-based
teacher certification programs, for example,
fewer than two-thirds required candidates
seeking certification in health education to
take a course on sexuality,36 even though
sexuality education is most commonly pro-
vided by health education teachers.37 Ac-
cording to the same survey, none  of the pro-
grams required prospective teachers to take
a course on HIV and AIDS prevention. Fur-
thermore, very few programs require a
course in how to teach these subjects: For ex-
ample, only 9% of health education certifi-
cation programs require students to take a
course in sexuality education methodolo-
gy, and none requires a course on HIV and
AIDS education methods.38

Thus, many new teachers assume the
responsibility of sexuality education with
neither in-depth knowledge of the subject
matter nor adequate instruction in how to

policy requiring the school to obtain writ-
ten permission from each student’s par-
ents before that student could take sex ed-
ucation. A projection of the impact of such
a change on schools in Fairfax County, Vir-
ginia, concluded that processing the near-
ly 134,000 forms generated by the 98% of
parents in the school system who allow
their children to receive sexuality educa-
tion would require two weeks of work by
50 school employees.35

In addition to the increased burden on
school staff and finances posed by the
“opt-in” consent policy, there is the addi-
tional risk that some children would be ex-
cluded from sexuality education not be-
cause their parents did not want them to
participate, but because the necessary con-
sent form either never reached the parent
or was never returned to the school. 

Teachers’ Fears Increase 
The debates over program content and the
proliferation of local controversies have
heightened teachers’ long-standing con-
cern that parents and school officials do
not support their efforts to provide sexu-
ality education. As a result, they fear that
discussion of controversial topics—mas-
turbation, sexual orientation, abortion
and, increasingly, contraception—could
jeopardize their careers, according to
many sex education proponents. “Teach-
ers are scared; even the best are very dis-
couraged,” reports Peggy Brick, director
of education at Planned Parenthood of
Greater Northern New Jersey and a long-
time sexuality educator and trainer.

Ultimately, proponents say, teachers be-
lieve their careers are at stake. There is al-
ways the potential for saying something
that some parent will find objectionable,
notes McGee, Planned Parenthood’s vice
president for education. “If the parent
complains to the principal, the teacher
may be called on the carpet, publicly hu-
miliated and threatened with the loss of
his or her job. It’s a risky business.”

Whether the pressure to avoid contro-
versial subjects is real or imagined is a mat-
ter of debate. Nevertheless, the perception
among teachers is that this pressure not
only exists but has also intensified in re-
cent years. “Teachers perceive themselves
as more constrained,” reports Patti Cald-
well, senior vice president of Planned Par-
enthood of Southern Arizona, which pro-
vides sex education in public schools in the
Tucson area. “There is limited evidence
that they are as constrained as they think
they are, but the perception has a signifi-
cant impact on their confidence.”

Fueling this perception, Caldwell and

teach it. The states share the blame for this
problem, because few require that teach-
ers of sexuality education or HIV and
AIDS education teachers be certified in a
relevant subject, such as health education.*
Moreover, only six states require training
for sexuality educators before they begin
teaching, and only nine states and the Dis-
trict of Columbia require such training for
teachers of HIV and AIDS education.39

Once in the classroom, teachers often
have little opportunity or incentive to en-
hance their skills and knowledge. “Years
ago, schools encouraged you to go to work-
shops,” recalls McCaffree. “Not anymore.
You lose personal and professional days
and [often] have to pay for a substitute.”

In addition, say sexuality education pro-
ponents, most teachers tend to use what
training opportunities are available for
other subjects. “Teachers need ongoing staff
development,” observes Greene of the Na-
tional School Boards Association. “But local
school district funds for staff development
are very scarce. They can’t even prepare
teachers to use computers, and teachers are
more motivated to use technology than to
be skilled sexuality educators.”

According to Wayne Pawlowski, direc-

tor of training at Planned Parenthood Fed-
eration of America, even when teachers do
have an opportunity to attend a workshop
on sexuality education, the training they
receive “is usually generic training about
family life education, rather than instruc-
tion on how to teach sensitive subjects such
as abortion, homosexuality and contra-
ception—the topics teachers are most
afraid of saying the wrong thing about.”

There appears to be more opportunity
for in-service training on HIV prevention
than on other sex education topics, thanks
to the CDC program. In the 1994 survey
of health education teachers, nearly a third
of middle school and senior high school
teachers reported receiving in-service

*Only 12 states and the District of Columbia require teach-
ers of sexuality education to be certified in a relevant sub-
ject, usually health or physical education; similarly, 12
states and the District require certification of teachers of
HIV/STD education. (See: reference 36.)

Whether the pressure to avoid controversial
subjects is real or imagined is a matter of
debate. Nevertheless, the perception among
teachers is that this pressure not only exists
but has also intensified in recent years. 
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themselves as sex education teachers.”
Most sex education teachers are physical
education instructors, school nurses or
health, biology or home economics teach-
ers43 who, according to several of the peo-
ple interviewed for this report, may wish
to avoid jeopardizing their careers for
something they may consider a secondary
responsibility. 

Lack of ease with the subject matter is
another obstacle. The paucity of training
and in-service opportunities means that
some teachers have not had an opportu-
nity to resolve their own tensions and anx-
ieties about the issues they are expected
to discuss with students. “Teachers have
personal discomfort with some topics,”
notes Leslie Kantor. “They need both the
nuts and bolts as well as a chance to work
through their own feelings. It sounds
touchy-feely, but it is different getting up
in front of a class and talking about oral
sex than it is talking about algebra.”

Furthermore, many teachers have not
learned techniques that have proven to be
most effective in helping teenagers post-
pone the initiation of sexual activity and
use contraception when they do have sex.
As Kantor points out, research shows that
“interactive, experiential techniques, such
as small-group discussions, role-play ex-
ercises and brainstorming rather than di-
dactic approaches make a difference. This
is a very important shift in the field,
but…there is no training for public school
teachers in how to use these more sophis-
ticated teaching techniques, and no op-
portunity for them to become comfortable
with more student-centered learning.”

Instead, Kantor and others say, teach-
ers continue to rely primarily on lectures.
“Reducing a program to lectures, work-
sheets and purchasable programs is safer
than discussion,” notes Burger, “because
the teacher doesn’t risk having the stu-
dents ask the wrong questions.”

Addressing the Problems
Sex education proponents point to sever-
al steps that would address concerns
about teacher preparedness and percep-
tions of lack of community support.
•Improve professional training. Undergrad-
uate institutions should require prospec-
tive teachers in certain disciplines, such as
health education, to take both subject-mat-
ter and methodology courses on sexuali-
ty and STD and HIV education, say sex ed-
ucation advocates. In addition, they say,
all states should have or adopt certification
requirements for teachers of sex education
and HIV and STD education. States should
also require that school districts do more

training on HIV prevention during the
two years preceding the survey.40 In con-
trast, about 16% reported receiving train-
ing on STD prevention, and just 6% said
they received training on pregnancy pre-
vention—the lowest proportion of any of
the health topics examined.

Classroom Consequences
The perception among teachers that they
lack support for their work—as well as
their lack of training—affects what hap-
pens in the classroom, sex education pro-
ponents report. Even when the school sys-
tem itself places no restrictions on the
subjects covered, teachers limit their dis-
cussion of controversial topics, according
to several people interviewed for this ar-
ticle, including the retired teachers. This
occurs despite the fact that the vast ma-
jority of teachers believe that it is impor-
tant for students to get information about
birth control, AIDS and other STDs, sex-
ual decision-making and homosexuality,
as well as abstinence.41 “Unless they have
seniority and some moxie, teachers are
very reluctant to discuss controversial is-
sues,” observes Judith McCoy, vice pres-
ident for education, training and coun-
seling at Planned Parenthood in Seattle.

Supporters of comprehensive sexuali-
ty education report that increasingly,
teachers limit their lessons to “safe” top-
ics such as anatomy and abstinence. In ad-
dition, some say, sex is often linked with
illegal drugs, disease and death. The mes-
sage many students are getting, says for-
mer sexuality education teacher Diane
Burger of Pennsylvania, “is that sex is bad
for your body and dangerous.”

Restrictions on sex education funded
under the new federal abstinence-only pro-
gram may exacerbate these trends, even if
states do not use the funding to support
classroom programs. (States plan to use
their funds to support media campaigns,
public education efforts, mentoring and
counseling activities and curriculum de-
velopment in addition to school-based pro-
grams.) Even money given to schools ex-
clusively for after-school programs may
have a chilling effect, says Daniel Daley, di-
rector of public policy at SIECUS, because
it may give teachers the impression that this
is all they may teach. 

Teachers’ tendency to avoid trouble by
limiting their coverage of sexuality topics
may be heightened by the fact that in most
cases, sexuality education accounts for
only a small part of their teaching re-
sponsibilities—overall, less than 10% of
their time.42 “It’s a tiny part of what they
do,” notes Brick. “They don’t identify

to facilitate staff development. 
In 1997, the Hawaii legislature adopt-

ed a resolution along these lines, urging
the state department of education to study
the feasibility of requiring all health teach-
ers to be certified to teach health, to take
five continuing education classes in spec-
ified health-related areas (including
teenage pregnancy and STD and HIV pre-
vention), and to be evaluated, along with
their curriculum, by students.44

•Establish local advisory committees. Propo-
nents of comprehensive sex education sug-
gest that communities create local advisory
committees composed of parents, religious
leaders, medical professionals and other
community leaders to review and approve
curricula, books and other materials being
proposed for use in a sexuality education
course. Some states already require that
such a committee be established. 

“An advisory committee builds support
for the program,” explains Patricia Nichols,
supervisor of the school health program in
the Michigan Department of Health. Nichols
and others point out that while committee
members may not agree on every issue, once
they reach a decision the committees gen-
erally stand behind it, even when chal-
lenged. This solid backing, Nichols notes,
provides protection for teachers.
•Encourage parental involvement. Adviso-
ry committees have the additional ad-
vantage of encouraging parents to become
more involved in the development and
implementation of sexuality education
courses. In contrast, merely giving parents
the option of taking their children out of
sexuality education classes provides no
such opportunities for parents’ active en-
gagement. Jerald Newberry, executive di-
rector of the National Health Information
Network at the National Education As-
sociation and former head of family life
education in Fairfax County, Virginia, ob-
serves, “[An opt-out program] doesn’t
make parents more comfortable and
knowledgeable.” Newberry and others
suggest that teachers hold information
sessions early in the school year to give
parents an opportunity to learn about the
curriculum and to review materials that
will be used in the course.

In a novel approach to this issue, Wash-
ington State permits parents to remove
their child from mandated AIDS education
classes, but only after the parents have at-
tended a program offered by the school dis-
trict on weekends and evenings to review
the curriculum and to meet the teacher. 
•Promote the benefits of comprehensive pro-
grams. On a broader level, sex education
advocates believe that continuing to make
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the case for comprehensive programs is
critical. “Our message,” declares Planned
Parenthood’s McGee, “has to be that it is
immoral to deprive people of information
that can save lives and promote health.
‘Just say no’ campaigns clearly do not pro-
vide such information.”

Despite the current momentum of the
abstinence-only movement, there is rea-
son for optimism that more comprehen-
sive programs will prevail. In several Cal-
ifornia communities, for example, parents
and teachers have successfully opposed
efforts by conservative, anti-sex–educa-
tion school board members to implement
an abstinence-only curricula or otherwise
undermine sex education. In Hemet, for
example, the school board was forced to
back down from its abstinence-only ap-
proach to AIDS education after parents
and teachers sued the school system. 

Similarly, parent protests stopped the
school board in Ventura County from pro-
ceeding with its plan to bar HIV–instruction
training for teachers. “There was a huge
backlash,” reports Superintendent Charles
Weis. “It was like awakening a sleeping
giant.” The defeat of conservative incum-
bents “sent a clear message to the extreme
right that they could not fulfill their agen-
da and stay on the school board.”
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Last summer, then–Surgeon General
David Satcher drew the ire of White
House officials with the release of
his long-awaited Call to Action to
Promote Sexual Health and
Responsible Sexual Behavior. Citing
research findings on the effective-
ness of various program interven-
tions, the Satcher report stresses the
importance of sex education that
balances encouragement of absti-
nence for young people with assur-
ing “awareness of optimal protection
from sexually transmitted diseases
and unintended pregnancy, for those
who are sexually active.…” Satcher’s
conclusion is echoed in Healthy
People 2010, the Department of
Health and Human Services’ set of
official national goals for improved
public health, which emphasizes the
need to reduce teenage pregnancy
and sexually transmitted disease
(STD) rates in part through compre-
hensive sex education programs.

Endorsing sex education that
includes information about condoms
and contraceptive use to avoid STDs
and unintended pregnancy along with
positive messages about the value of
delaying sexual activity is hardly a
radical idea. Indeed, it is the position
of the nation’s leading medical, public
health and educational organizations.
Moreover, the overwhelming majority
of Americans support this type of sex
education. In a 1998 poll conducted
by the Kaiser Family Foundation and
ABC Television, 81% of adults said
that sex education programs should
teach both abstinence and pregnancy
and STD prevention; only 18%
thought programs should teach only
abstinence.

Nonetheless, the exclusive promo-
tion of abstinence is the sex educa-
tion policy that prevails at the fed-
eral level. Currently, three separate
programs support the most restric-
tive abstinence-only approach—an
approach that requires condemna-
tion of sex outside of marriage for
people of all ages and allows no
teaching about contraceptive meth-
ods beyond failure rates. For the
current fiscal year, federal spending
earmarked for this type of absti-
nence education totals $102 million.
And the Bush administration has
announced that it wants more, a $33
million increase for FY 2003
(“Abstinence Promotion and Teen
Family Planning: The Misguided
Drive for Equal Funding,” TGR,
February 2002, page 1).

Advocates of a more comprehensive,
or “abstinence-plus,” approach to
sex education have long noted that
the effectiveness of the abstinence-
only approach has not been demon-
strated. But as a practical matter,
there has been no alternative policy
proposal for these advocates to rally
around. Legislation introduced in
the House of Representatives in
December 2001, however, sets out
an alternative vision for how U.S.
policy might best meet the needs of
young people.

The Need for Action

In the United States, as in other
developed Western countries, the
majority of adolescents become sex-
ually active during their teenage
years. Roughly two-thirds (63%) of
U.S. teens have had sexual inter-
course by their 18th birthday. But

while this level of sexual activity is
hardly unique among developed
countries, teens in the United States
do have uniquely higher rates of
unplanned pregnancy. Despite signif-
icant reductions in the U.S. teen
pregnancy rate over the last decade
or so, nearly 900,000 teenagers still
become pregnant each year—and
almost four in five (78%) of these
pregnancies are unintended.

Research conducted by The Alan
Guttmacher Institute between 1998
and 2001 indicates that U.S. teens
are more likely to become pregnant
because they are less likely to use
any contraceptive method than
young people in other developed
countries and are also less likely to

use methods that in actual use have
the highest effectiveness rates, such
as the pill (“Teen Pregnancy: Trends
and Lessons Learned,” TGR,
February 2002, page 7). In 1995,
one in four American adolescents
did not use any method at first
intercourse, and one in five were not
currently using any method.

Teen STD rates in the United States
are also high. Every year, roughly
four million teens acquire an STD.
Young people aged 15–19 account
for one-third of all gonorrhea and
chlamydia cases in the United
States. On average, two young peo-
ple in the United States are infected
with HIV every hour of every day.
Racial and ethnic minorities have
been disproportionately infected
with STDs, especially HIV/AIDS. For
example, although blacks represent
less than 16% of the adolescent pop-
ulation, they account for nearly half
of all reported adolescent AIDS
cases.

Legislators Craft Alternative
Vision of Sex Education to
Counter Abstinence-Only Drive

By Heather Boonstra

Issues & Implications
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1

M a y  2 0 0 2

Fewer than one in
five adults say that sex
education programs
should teach only about
abstinence.
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Preventing pregnancy and STDs
among teenagers, therefore, is a
major public health priority—and
the role that sex education can play
in achieving this goal is a question of
major importance. Research has
demonstrated that program interven-
tions that urge teens to postpone
having intercourse but also discuss
contraception can be effective in
helping teens delay sexual activity
and increase contraceptive use when
they do become sexually active. At
the same time, most abstinence-only
programs and strategies have not
been proven effective in delaying
teens’ sexual initiation or in reducing
the frequency of intercourse and
number of sex partners. Indeed,
recent evidence suggests that these

programs and strategies—including
virginity pledges, which have been
shown to help some teenage girls
postpone intercourse for up to 18
months—may actually increase
young people’s risk of pregnancy and
disease by deterring the use of con-
traceptives, including condoms,
when they become sexually active.

Heeding the Evidence

Based on this research and the reali-
ties of teen sexual activity in the
United States, a broad constituency
of child development, education,
health care, and youth-serving agen-
cies is committed to assuring that
more comprehensive sex education
is provided to young Americans. To
date, well over 100 organizations—
including many of the most promi-
nent medical, public health and edu-
cational associations in the United
States—have signed on to a state-
ment to demonstrate their support
(see box). Calling abstinence “a key
component of sexuality education,”
the statement contends that,
“Society should encourage adoles-
cents to delay sexual behaviors until
they are ready physically, cogni-
tively, spiritually, socially and emo-
tionally for mature sexual relation-
ships and their consequences.” At
the same time, the statement
asserts, “Society must also recognize
that a majority of adolescents have
become involved in sexual relation-
ships during their teenage years.
Scientific research indicates that
comprehensive approaches to sexu-
ality education can help young peo-
ple postpone intercourse and use
contraception and STD prevention.”

Several recent studies and surveys
suggest that sex education that
includes information about both
abstinence and contraception also
has strong support among teachers
and parents, as well as among teens
themselves (“Sex Education:
Politicians, Parents, Teachers and
Teens,” TGR, February 2001, page
9). A study published in Family
Planning Perspectives in 2000

reports that more than nine in 10
public school teachers believe that
students should be taught about con-
traception. According to interviews
conducted for the Kaiser Family
Foundation in 2000, parents over-
whelmingly want schools to do more
to prepare their children for “real
life.” More than eight in 10 believe
sex education courses should discuss
the use of birth control, including
condoms. Three-quarters say abor-
tion and sexual orientation should
be discussed in a “balanced” way
that presents different views in soci-
ety. Kaiser-sponsored research also
indicates that teens want more infor-
mation about sexual and reproduc-
tive health issues than they are cur-
rently receiving in school.

Putting It Together

The Family Life Education Act,
according to its original cosponsors,
Reps. Barbara Lee (D-CA) and James
Greenwood (R-PA), sets out a vision
of U.S. sex education policy that is
research-based and that has the sup-
port of medical, public health and
educational organizations, as well as
the American people. The bill would
authorize $100 million annually for
five years to support state programs
that operate under a nine-point defi-
nition of “family life education pro-
grams” that stands in sharp contrast
to the eight-point definition of an
“eligible abstinence education pro-
gram” that now governs federal sup-
port in this area (see box).

Funding under the Family Life
Education Act also could be used to
carry out “educational and motiva-
tional activities” that would teach
young people about human physical
and emotional development, promote
male involvement in decision-making
and help young people develop self-
esteem and healthy attitudes about
body image, gender roles, racial and
ethnic diversity, sexual orientation
and other issues. The legislation pro-
vides for both national and state-
level evaluations of the programs’
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SELECTED MEDICAL, PUBLIC HEALTH AND
EDUCATIONAL ORGANIZATIONS SUPPORTING

COMPREHENSIVE SEXUALITY EDUCATION

Source: Sexuality Information and Education Council of the
United States.

American Academy of Child and Adolescent Psychiatry
American Academy of Pediatrics
American Association for Health Education
American Association of Family and Consumer Sciences
American Association of School Administrators
American College of Nurse-Midwives
American College of Obstetricians and Gynecologists
American Counseling Association
American Medical Association
American Medical Women’s Association
American Nurses Association
American Psychiatric Association
American Psychological Association
American Public Health Association
American School Health Association
Association of State and Territorial Health Officials
Federation of Behavioral, Psychological and 

Cognitive Sciences
National Alliance of State and Territorial AIDS Directors
National Association of County and City Health Officials
National Association of School Psychologists
National Center for Health Education
National Council on Family Relations
National Education Association
National Medical Association
National Mental Health Association
National Organization on Adolescent Pregnancy,

Parenting and Prevention
National School Boards Association
Society for Adolescent Medicine

247



effectiveness in helping young people
delay the initiation of sexual inter-
course, preventing teen pregnancy
and STDs, and increasing contracep-
tive knowledge and use among teens
who are sexually active.

Into the Fray

Not only has the president proposed
a major increase in funding for absti-
nence-only education for the upcom-
ing fiscal year, but social conserva-
tives have made abstinence-only
education a major priority as
Congress prepares to reconsider the
1996 welfare law, which houses the
eight-point definition that governs
all three federal abstinence-educa-
tion programs.

Advocates of more comprehensive
sex education hope that the arrival
of the Family Life Education Act on
the scene will help them stave off
efforts to extend and expand the
reach of federal abstinence-only pol-
icy. By setting out a vision of respon-
sible sex education for the future,
they hope it will highlight for policy-
makers that the current policy is
highly restrictive, censors informa-
tion about contraception and is out
of step with what research has
shown to be effective and what most
Americans say should be taught.
“Denying our sons and daughters the
information they need to protect
their health and their lives is not
only naive and misguided,” said Rep.
Lee in a recent press statement, “[it
is] irresponsible and extremely dan-
gerous.…We can’t risk our children’s

future by not fully educating them
about their options.”

Because the Family Life Education
Act would require that funded pro-
grams provide information about
contraception as well as encourage
abstinence, its sponsors and support-
ers hope it will help policymakers
voice their opposition to the strictest
form of abstinence-only education
while still remaining supportive of
abstinence messages. Over time,
they hope it will help redirect the
federal government’s sexuality educa-
tion spending toward more compre-
hensive models with demonstrated
effectiveness in helping young people
both delay having sex and protect
themselves when they eventually do
become sexually active.

The Guttmacher Report on Public Policy
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According to the Family Life Education Act, a
program of family life education is one that: 

1) is age-appropriate and medically accurate;

2) does not teach or promote religion;

3) teaches that abstinence is the only sure way to
avoid pregnancy or sexually transmitted diseases;

4) stresses the value of abstinence while not ignor-
ing those young people who have had or are hav-
ing sexual intercourse;

5) provides information about the health benefits
and side effects of all contraceptives and barrier
methods as a means to prevent pregnancy;

6) provides information about the health benefits
and side effects of all contraceptives and barrier
methods as a means to reduce the risk of contract-
ing sexually transmitted diseases, including
HIV/AIDS;

7) encourages family communication about sexu-
ality between parent and child;

8) teaches young people the skills to make respon-
sible decisions about sexuality, including how to
avoid unwanted verbal, physical, and sexual ad-
vances and how not to make unwanted verbal,
physical, and sexual advances; and

9) teaches young people how alcohol and drug use
can affect responsible decisionmaking. 

According to current law, an abstinence educa-
tion program eligible for federal funding is one
that:

A) has as its exclusive purpose, teaching the so-
cial, physiological, and health gains to be real-
ized by abstaining from sexual activity; 

B) teaches abstinence from sexual activity out-
side marriage as the expected standard for all
school age children; 

C) teaches that abstinence from sexual activity is
the only certain way to avoid out-of-wedlock
pregnancy, sexually transmitted diseases, and
other associated health problems; 

D) teaches that a mutually faithful monogamous
relationship in context of marriage is the expect-
ed standard of human sexual activity; 

E) teaches that sexual activity outside of the con-
text of marriage is likely to have harmful psy-
chological and physical effects; 

F) teaches that bearing children out-of-wedlock
is likely to have harmful consequences for the
child, the child’s parents, and society; 

G) teaches young people how to reject sexual
advances and how alcohol and drug use increas-
es vulnerability to sexual advances; and 

H) teaches the importance of attaining self-
sufficiency before engaging in sexual activity.

Source: The Family Life Education Act. Source: U.S. Social Security Act, Sec. 510(b)(2).

SEXUALITY EDUCATION, AS DEFINED BY
THE FAMILY LIFE EDUCATION ACT

ABSTINENCE EDUCATION, AS DEFINED
BY CURRENT FEDERAL LAW

M a y  2 0 0 2
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The cornerstone of the Bush admin-
istration’s approach to reducing teen
pregnancy—and a key component of
its effort to promote a conservative
moral and religious agenda—is to
dramatically increase funding for
abstinence-only education. The cen-
tral argument driving this effort is
that there should be “parity”
between what the federal govern-
ment spends on providing contra-
ceptive services to teenagers and
what it spends on educational efforts
that exclusively promote abstinence

outside of marriage and prohibit dis-
cussion of contraception. Since the
federal government allegedly spends
$135 million annually on contracep-
tive services to teens—at best, an
overly simplistic estimate first pro-
pounded by the Bush campaign dur-
ing the heat of the 2000 presidential
race—and only $100 million on
abstinence-only education, federal
funds should be significantly
increased in favor of abstinence, or
so their argument goes. Along these
lines, the Bush administration has
announced that it will seek “full par-
ity,” through a $33 million increase,
for FY 2003.

This proposed funding increase
boosts the prospects of conservatives
seeking to defend the abstinence-
only education program created
through the 1996 welfare reform
law, which is up for reauthorization
this year. At the same time, it
strengthens their hands to increase
funding for two lesser-known, newer
programs that also follow the very
restrictive brand of abstinence-only
education first established in 1996.
These two programs account for why
overall funding for abstinence-only
education is now twice what was
originally contemplated by the 1996
law, and the president’s recent bud-
get announcement suggests that
even more funding may be on its
way.

Regardless of the faith one puts in
the accuracy of the Bush campaign’s
“parity” calculations—and many do
not—comparing funding for absti-
nence-only education and family
planning medical services is mis-
guided in that it reflects a funda-

mental misunderstanding of the vari-
ous programs in question and how
they work. A more appropriate com-
parison, if one is to be made at all, is
between what the federal govern-
ment spends on abstinence-only
education and what it spends on
more-comprehensive educational
efforts that include discussion of
both abstinence and contraception.
Yet even that comparison fails to
take into account the potential harm
associated with abstinence-only edu-
cation, particularly in light of the
potential public health benefit of
more-comprehensive messages.

A Brief History

Currently, there are three federal
programs dedicated to restrictive
abstinence-only education, together
funded at well over half a billion dol-
lars since 1997. In 1996, conserva-
tive members of Congress quietly
inserted language into legislation
designed to overhaul the nation’s
welfare system; this language—sec-
tion 510 of the Social Security Act—
guaranteed $50 million annually over
five years beginning in FY 1998 for
abstinence-only education grants to
the states. The law contains an
extremely narrow eight-point defini-
tion of abstinence-only education
that sets forth specific messages to
be taught, including that sex outside
of marriage—for people of any age—
is likely to have harmful physical and
psychological effects (see box).
Subsequent program guidance states
that while grant recipients are not
required to emphasize all eight ele-
ments of the definition equally, the
information they provide cannot be
inconsistent with any of them.
Because the first element requires
that section 510 programs have as
their “exclusive purpose” promoting
abstinence outside of marriage, pro-
grams may not in any way advocate
contraceptive use or discuss contra-
ceptive methods except to emphasize
their failure rates. To date, all states
except California accept section 510
funding with these restrictions.

Abstinence Promotion and Teen
Family Planning: The Misguided
Drive for Equal Funding

By Cynthia Dailard

Issues & Implications
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THE FEDERAL DEFINITION OF
ABSTINENCE-ONLY EDUCATION

Source: U.S. Social Security Act, Sec. 510(b)(2).

According to federal law, an eligible abstinence education pro-
gram is one that:

A) has as its exclusive purpose, teaching the social, physiologi-
cal, and health gains to be realized by abstaining from sexual
activity; 

B) teaches abstinence from sexual activity outside marriage as
the expected standard for all school age children;

C) teaches that abstinence from sexual activity is the only cer-
tain way to avoid out-of-wedlock pregnancy, sexually trans-
mitted diseases, and other associated health problems;

D) teaches that a mutually faithful monogamous relationship
in context of marriage is the expected standard of human
sexual activity;

E) teaches that sexual activity outside of the context of marriage
is likely to have harmful psychological and physical effects;

F) teaches that bearing children out-of-wedlock is likely to
have harmful consequences for the child, the child’s parents,
and society;

G) teaches young people how to reject sexual advances and
how alcohol and drug use increases vulnerability to sexual 
advances; and

H) teaches the importance of attaining self-sufficiency before
engaging in sexual activity.
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Seeking to further increase funding
for abstinence-only education,
Congress, beginning in FY 1997, has
devoted an additional $10 million
annually through the 1981
Adolescent Family Life Act (Title XX
of the Public Health Service Act), a
program whose original intent was
primarily to support services for
pregnant and parenting teenagers.
The program has also always had a
pregnancy prevention component
aimed at discouraging premarital
teen sex. Since FY 1997, however,
Congress has rewritten the preven-
tion section to ensure that programs

funded under it comply with the
stringent section 510 eight-point 
definition.

In 2000, Congress created yet a
third abstinence-only education pro-
gram, largely at the behest of Rep.
Ernest J. Istook (R-OK). Istook not
only wanted to significantly increase
funding for abstinence-only educa-
tion, but also he believed that the
original intent of the section 510
program to establish “pure” absti-
nence-only programs had been
undermined by some state govern-
ments. He was particularly con-

cerned that states were using section
510 money to support such “soft”
activities as teen pregnancy preven-
tion media campaigns rather than
direct classroom abstinence-only
education, that they were targeting
their efforts at 9–14-year-olds rather
than older teenagers, and that they
were picking and choosing among
the various elements of the eight-
point definition in order to avoid the
most controversial ones.

As it turns out, this new program—
which bypasses the state approval
process entirely and instead makes
grants directly to community-based
(including faith-based) organiza-
tions—is extremely restrictive, more
restrictive, in fact, than section 510.
The new program, funded through
the maternal and child health block
grant’s Special Projects of Regional
and National Significance program
(SPRANS), differs from section 510
in at least three significant ways:
Programs must target adolescents
aged 12–18; they must teach all
components of the eight-point defin-
ition; and, in most cases, they can-
not provide young people they have
reached in their SPRANS program
with information about contracep-
tion or safer-sex practices, even in
other settings with non-SPRANS
funds. It is largely because of these
additional restrictions that conserva-
tives have so embraced this program
and view it as the funding vehicle
through which to achieve parity.
That is why the president’s proposed
$33 million funding increase is for
this program alone—a whopping 83%
increase over its funding level of $40
million for FY 2002.

Apples and Oranges

While these three federal programs
differ in some respects, they are all
education programs. But the pro-
grams they are being compared
with—Medicaid and Title X of the
Public Health Service Act—are not
education programs. Medicaid is the
health insurance program for the
poorest Americans; it reimburses
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Recent Research on Abstinence-Only and More-
Comprehensive Sexuality Education Messages
“Promising the Future: Virginity Pledges and First Intercourse,” by
researchers at Columbia University, found that programs that encourage
students to take a virginity pledge promising to abstain from sex until
marriage helped delay the initiation of intercourse in some teenagers.
However, teens who broke their pledge were one-third less likely than
non-pledgers to use contraceptives once they became sexually activity.
American Journal of Sociology, 2001. (“Recent Findings from the ‘Add
Health’ Survey: Teens and Sexual Activity,” TGR, August 2001, page 1.)

Emerging Answers, authored by Douglas Kirby of ETR Associates, exam-
ined a wide range of interventions designed to reduce teen pregnancy and
childbearing, including sexuality education programs. Analyzing the out-
come evaluations of programs that met rigorous research standards,
Kirby found that comprehensive sexuality education programs that urge
teens to postpone having intercourse but also discuss contraception do
not accelerate the onset of sex, increase the frequency of sex or increase
the number of partners—as critics of sex education have long alleged—
but can increase the use of contraception when teens become sexually
active. At the same time, the report concludes that there is no reliable evi-
dence to date supporting the effectiveness of abstinence-only education.
National Campaign to Prevent Teen Pregnancy, 2001. These findings were
echoed in Call to Action to Promote Sexual Health and Responsible Sexual
Behavior, issued by U.S. Surgeon General David Satcher in June 2001.

“Abstinence and Safer Sex HIV Risk-Reduction Interventions for African
American Adolescents,” by researchers at Princeton University, the
University of Pennsylvania and the University of Waterloo, reports the
results of the first-ever randomized, controlled trial comparing an absti-
nence-only program with a safer-sex initiative designed to reduce the risk
for HIV infection through condom use and with a control group that
received health education unrelated to sexual behavior. After one year, the
abstinence group reported similar levels of sexual activity as the safer-sex
group and the control group. For teenagers who were already sexually
active at the inception of the program, there was less sexual activity
reported among the safer-sex group than among the abstinence or control
group. Those in the safer-sex group also reported less frequent unpro-
tected sex than did those in the abstinence and control groups. Journal of
the American Medical Association, 1998.
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physicians and other health care
providers for medical services ren-
dered to qualifying individuals. Title
X’s main purpose is to support the
delivery of a broad package of family
planning and related health services
to low-income adults and teenagers
through a nationwide network of
family planning clinics (“Title X:
Three Decades of Accomplishment,”
TGR, February 2001, page 5). These
services include not only a choice of
contraceptive methods but also Pap
smears, breast exams, screening and
treatment for sexually transmitted
diseases (STDs), and screening for
hypertension, diabetes and ane-
mia—services that are increasingly
expensive given the rising costs of
screening and diagnostic technolo-
gies, newer and more-effective con-
traceptive drugs and devices, and
other pharmaceuticals. It is also
worth noting that family planning
providers routinely counsel
teenagers about the value of post-
poning sexual activity—in fact, Title
X guidelines require abstinence to
be discussed with all adolescent
clients.

By equating funding for education
efforts and medical services, the
administration’s “parity” rubric com-
pares apples and oranges. A more
appropriate comparison, if one is to
be made at all, is between what the
federal government is spending on
abstinence-only education and what
it may be spending on more-compre-
hensive education efforts that
include discussion of both absti-
nence and contraception. But there
is no federal program that supports
comprehensive sexuality education
as such. The only program that may
come even close is the Centers for
Disease Control and Prevention’s
Division of Adolescent and School
Health’s HIV prevention efforts. The
entire budget for these efforts was
just under $48 million in FY 2001.
How much is actually spent on
direct student education that allows
discussion of both abstinence and
risk-reduction—condom use, to be

precise—is unclear, but the program
also supports a wide range of other
activities that include the training of
teachers and school administrators
in HIV prevention, technical assis-
tance, curricula development, and
program evaluation, as well as large-
scale surveillance research such as
the national Youth Risk Behavior
Survey. Thus, looked at from any
perspective, this funding scale
already tips heavily in favor of absti-
nence-only by at least a two to one
margin—even before the president’s
proposed funding increase is taken
into account.

Looking Ahead

Despite the administration’s flawed
analysis—which, among other
things, also ignores the fact that
there are a number of federal block
grants that states can use to support
all of these various activities
(“Fueled by Campaign Promises,
Drive Intensifies to Boost
Abstinence-Only Education Funds,”
TGR, April 2000, page 1)—the
administration’s definition of “par-
ity” will play a major role as
Congress considers welfare reautho-
rization later this year. It will also
certainly drive the effort to increase
funding for the SPRANS abstinence-
only program during the annual
appropriations process. While the
administration last year promised to
achieve parity within four years, the
president’s budget request makes it
abundantly clear that he has bowed
to the demands of conservative
activists and members of Congress
who are simply unwilling to wait
that long.

Some policymakers today remain
unfamiliar with the restrictive brand
of abstinence-only education as
defined by federal law. Others, try-
ing to occupy the middle ground,
have sought to justify their support
for abstinence-only education as
part of their broader support for an
array of federally funded teen preg-
nancy prevention programs.
Supporting multiple programs, they

have claimed, allows them to
embrace a wide variety of viewpoints
on a difficult and controversial issue.
However, young people who partici-
pate in these programs do not neces-
sarily benefit from those multiple
viewpoints. The content of the sexu-
ality education they receive may be
dictated entirely by the funding
source for that education. And such
support is not benign: Research is
beginning to show that abstinence-
only messages are not only
unproven in their effectiveness but
also may have harmful health conse-
quences by deterring use of contra-
ceptives when teens become sexu-
ally active (see box).

In order to stem this tide, the parity
argument must be exposed for what
it is—a convenient but faulty analy-
sis that reflects a basic misunder-
standing of the purposes of the vari-
ous federal programs in question and
how they work. Moreover, opposing
the federal government’s restrictive
brand of abstinence-only education
need not entail opposing abstinence
altogether: Sexuality education can
and should both stress a strong
“abstinence-first” message and teach
young people about the importance
of protecting themselves against
unintended pregnancy and disease
when they become sexually active.
And after over five years of federal
government investment in absti-
nence-only education and half a bil-
lion dollars later, emerging research
indicates that abstinence-only mes-
sages are not only scientifically
unproven in their effectiveness but
may be potentially dangerous for
some teens as well.
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Special Analysis

State-Level Policies on
Sexuality, STD Education
A review of state laws and policies relating
to sexuality education and sexually trans-
mitted disease (STD) education indicates
that while most states require schools to
teach one or both, most also give local poli-
cymakers wide latitude in crafting their
own policies. What little substantive guid-
ance states do provide is heavily weighted
toward stressing abstinence. While many
states permit discussion of contraception,
or even mandate that the topic be covered,
none requires that it be stressed.

By Rachel Benson Gold and Elizabeth Nash

In a move that many observers believe may cost him his
job, Surgeon General David Satcher in June issued his
long-awaited report, Call to Action to Promote Sexual
Health and Responsible Sexual Behavior. Satcher
describes the report, the release of which had been
stalled for months, as a “first step—a call to begin a
mature, thoughtful, and respectful discussion nationwide
about sexuality.” Citing published scientific evidence,
Satcher endorses an approach to sexuality education
that balances the importance of abstinence with assuring
“awareness of optimal protection from sexually transmit-
ted diseases and unintended pregnancy, for those who
are sexually active” (see box). This endorsement places
Satcher at odds with the Bush administration and with
nearly 20 years of U.S. education policy that has
increasingly emphasized abstinence. Federal involve-
ment in efforts to promote abstinence rather than con-
traceptive use began on a small scale in 1981 with the
enactment of the Adolescent Family Life Act (AFLA).
Since then, Congress has added two new programs into
the mix: a major freestanding program of abstinence-
only education grants to the states, enacted as part of
welfare reform in 1996; and a separate abstinence-only
set-aside for community organizations (including those
that are faith-based) within the maternal and child
health (MCH) block grant, adopted last year.

For the current fiscal year, federal spending specifically
earmarked for promoting abstinence-only education
reached $80 million—$9 million through AFLA, $50
million through the program created with welfare
reform (which brings with it an additional $38 million

in matching funds from the states) and $20 million
through the MCH set-aside.

However, because education policy in the United States
is highly decentralized, the bulk of the detailed policy-
making regarding sexuality and abstinence education
takes place at the school district level. A 1998 nationally
representative survey of local school superintendents by
The Alan Guttmacher Institute (AGI) found that of the
roughly two-thirds of districts that have a districtwide
policy to teach sexuality education, only 14% require
that abstinence be presented as one option “in a broader
educational program to prepare adolescents to become
sexually healthy adults.” The remainder require that
abstinence be promoted: Fifty-one percent require that
abstinence be portrayed as the preferred option for ado-
lescents (although information about contraception is
permitted), but the remaining 35%—including half of
school districts in the South—require that abstinence be
taught as the only acceptable option outside of marriage.

When asked about how their policy was developed, the
superintendents most often pointed to state directives
as the most influential factors in crafting their policies.
An AGI review of state laws and policies indicates, how-
ever, that states actually provide little in the way of
detailed guidance to local districts about the content of
their sexuality education and STD education. At the
same time, the guidance states do provide is heavily
geared toward promoting abstinence.

State Policy

According to AGI’s review of states’ laws and policies,
most states have adopted laws governing sexuality edu-
cation and STD education, with some states having sep-
arate laws for each area. To create an overall picture of
state policy, this analysis examines sexuality education
and STD education policies, including whether and how
abstinence and contraception are to be treated within
the context of this instruction. 

Thirty-nine states require that some education related
to sexuality be provided throughout the state (see table,
page 6). Twenty-one require that both sexuality and
STD education be provided. Seventeen require the pro-
vision of instruction on STDs, but not sexuality educa-
tion. Only one, Maine, requires sexuality education but
not STD education. Eleven states leave the decision to
teach these subjects entirely to local school districts.

Parental Involvement

Whether or not they require sexuality education or STD
education, 35 states guarantee some parental discretion
over whether their children will participate in this
instruction. Thirty-three states have an “opt-out” policy,
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which gives parents the option to withdraw their children
from these classes. Three states go further, requiring that
parents affirmatively provide consent before a child may
participate in the instruction. One state, Arizona, has
separate parental discretion policies for sexuality educa-
tion and STD education, requiring parental consent for
the former, while having an opt-out policy for the latter.

Most states where parents have the option to withdraw
their children from a class allow them to exercise that
option for any reason. However, five states—Alabama,
Massachusetts, New Jersey, Pennsylvania and
Vermont—require that the withdrawal of the student be
based on religious or moral beliefs. New York, which

allows parents to withdraw their child for any reason,
requires parents who do so to assure the school “that
the pupil will receive such instruction at home.”

Abstinence and Contraception

Most state policies on sexuality education and STD edu-
cation give little substantive direction beyond requiring
that abstinence or contraception be covered or stressed.
Sixteen states—including some that have statewide
mandates that sexuality education, STD education or
both be provided—give local school districts total dis-
cretion over whether and how to teach abstinence and
contraception. The remaining 34, whether or not they
have state-level mandates that instruction be provided,
place some requirements on local districts, often by
including one or the other topic on a list of subjects
that must be taught, or by requiring that it be stressed.
Here, the states’ preferences are clear: All 34 of these
states require that abstinence be taught, with nine
requiring that it be covered and 25 insisting that it be
stressed. In sharp contrast, 19 states require that con-
traception be covered in sexuality education or STD
education, but none requires that it be stressed.

A few states do describe their policies on abstinence and
contraception in somewhat more detail. Florida, for
example, requires the “benefits of sexual abstinence” be
presented as part of the requirements for graduation.
South Carolina requires the instruction to “stress the
importance of abstaining from sexual activity until mar-
riage” and to “help students develop skills to…abstain
from sexual activity.” In Texas, abstinence is to be pre-
sented “as the preferred choice of behavior in relation-
ship to all sexual activity for unmarried persons of school
age” and more attention must be devoted to abstinence
from sexual activity “than to any other behavior.”

Similarly, some states’ policies on contraception, such
as Oregon’s, mandate that students be provided with
information on the “efficacy of contraceptives in pre-
venting” HIV and other STDs. South Carolina requires
an explanation of the “methods of contraception and
the risks and benefits of each method”—but only within
“the context of future family planning.”

Four other states—Georgia, Mississippi, North Carolina
and Texas—do not require that contraception be dis-
cussed statewide, but nonetheless apply strict limits on
discussion of contraception, should local decisionmak-
ers choose to include the topic in their curricula. North
Carolina, for example, requires that any discussion of
contraception include “accurate statistical information
on [contraceptive methods’] effectiveness and failure
rates for preventing pregnancy and sexually transmitted
diseases, including AIDS, in actual use among adoles-
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The Surgeon General’s Call to Action
In his report, Call to Action to Promote Sexual Health
and Responsible Sexual Behavior, U.S. Surgeon General
David Satcher states that because of a lack of pub-
lished evaluations on abstinence-only education, it is
too early to draw conclusions on its effectiveness. 

Regarding more comprehensive approaches to sexuality
education, Satcher refers to a larger body of evaluation
evidence, including a recent analysis of more than 100
teenage pregnancy prevention programs across the
country (“Report Says Sex Ed Can Reduce Teen
Pregnancy, Jury Out on Ab-Only,” TGR, June 2001, page
13), indicating such programs either have no effect on
or may actually delay adolescents’ initiation of sexual
activity. Satcher says such evidence supports the con-
clusion that informing adolescents about contraception
“does not increase adolescent sexual activity, either by
hastening the onset of sexual intercourse, increasing the
frequency of sexual intercourse, or increasing the num-
ber of sexual partners.” Furthermore, he says “some of
these evaluated programs increased condom use or con-
traceptive use more generally for adolescents who were
sexually active.”

In light of this evidence, Satcher calls for education that
balances the importance of abstinence with assuring
“awareness of optimal protection from sexually trans-
mitted diseases and unintended pregnancy, for those
who are sexually active.” In a chapter titled, “Vision for
the Future,” Satcher offers a “foundation for promoting
sexual health and responsible sexual behavior in a
manner that is consistent with the best available sci-
ence.” In addtion, Satcher outlines specific goals for
improving public awareness of sexual health and
responsible sexual behavior; implementing and
strengthening health and social interventions; and
expanding the research base in this area. To access the
report on the Internet or to request a copy of the report,
visit the Surgeon General’s Web site at <http://www.
surgeongeneral.gov/library/sexualhealth/default.htm>.
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State Laws and Policies on Sexuality and STD Education

STATE

ALABAMA STD BOTH STRESSED STRESSED COVERED COVERED

ALASKA BOTH

ARIZONA STD SEX STRESSED STRESSED

ARKANSAS STRESSED STRESSED

CALIFORNIA STD BOTH1 STRESSED STRESSED COVERED COVERED

COLORADO

CONNECTICUT STD BOTH COVERED

DELAWARE BOTH COVERED COVERED COVERED COVERED

FLORIDA BOTH BOTH COVERED

GEORGIA BOTH BOTH COVERED COVERED (2) (2)

HAWAII BOTH STRESSED STRESSED COVERED COVERED

IDAHO STD BOTH

ILLINOIS BOTH BOTH STRESSED STRESSED COVERED

INDIANA STD STRESSED3 STRESSED

IOWA BOTH BOTH

KANSAS BOTH BOTH

KENTUCKY BOTH COVERED COVERED

LOUISIANA BOTH STRESSED STRESSED

MAINE SEX

MARYLAND BOTH BOTH STRESSED STRESSED COVERED COVERED

MASSACHUSETTS BOTH

MICHIGAN STD BOTH COVERED COVERED

MINNESOTA BOTH BOTH

MISSISSIPPI4 BOTH STRESSED STRESSED (2) (2)
MISSOURI STD BOTH STRESSED STRESSED COVERED COVERED

MONTANA STD

NEBRASKA

NEVADA BOTH BOTH

NEW HAMPSHIRE STD

NEW JERSEY BOTH BOTH COVERED COVERED COVERED COVERED

NEW MEXICO STD STRESSED COVERED

NEW YORK STD STD STRESSED COVERED

NORTH CAROLINA BOTH BOTH STRESSED STRESSED (2) (2)
NORTH DAKOTA STD

OHIO STD STRESSED

OKLAHOMA STD BOTH COVERED STRESSED COVERED

OREGON STD BOTH STRESSED STRESSED COVERED COVERED

PENNSYLVANIA STD STD STRESSED COVERED

RHODE ISLAND BOTH BOTH STRESSED STRESSED COVERED COVERED

SOUTH CAROLINA BOTH BOTH STRESSED STRESSED COVERED COVERED

SOUTH DAKOTA5

TENNESSEE BOTH BOTH STRESSED STRESSED

TEXAS BOTH STRESSED STRESSED (2) (2)
UTAH BOTH BOTH STRESSED STRESSED (6) (6)
VERMONT BOTH BOTH COVERED COVERED COVERED COVERED

VIRGINIA BOTH COVERED COVERED COVERED COVERED

WASHINGTON STD BOTH STRESSED COVERED

WEST VIRGINIA BOTH BOTH STRESSED STRESSED COVERED COVERED

WISCONSIN STD BOTH

WYOMING BOTH

STD SEX STD SEX

EDUCATION EDUCATION EDUCATION EDUCATION

STATEWIDE PARENTS PARENTS

POLICY MAY MUST

TO TEACH OPT-OUT CONSENT

ABSTINENCE MUST BE CONTRACEPTION MUST BE

COVERED/STRESSED COVERED/STRESSED
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cent populations and shall explain clearly the difference
between risk reduction and risk elimination through
abstinence.”

Utah has the most stringent state policy, which pro-
hibits “the advocacy or encouragement of the use of
contraceptive methods or devices.” The law specifically
prevents teachers from responding to students’ sponta-
neous questions in ways that conflict with the law’s
requirements to promote abstinence and to not encour-
age the use of contraception. By contrast, Tennessee’s
statute explicitly permits teachers to answer students’
spontaneous questions about contraception.

Other Subject Areas

Abortion and sexual orientation are rarely mentioned
in states’ policies. Only five states specifically address
abortion: Connecticut, Louisiana, Michigan and South
Carolina prohibit any discussion of abortion within sex-
uality education or STD education. Vermont, on the
other hand, includes abortion as part of a list of
required topics to be covered.

Only nine states mention sexual orientation or homo-
sexuality. South Carolina prohibits any discussion of
sexual orientation and Utah prohibits “the advocacy of
homosexuality.” Both Massachusetts and New Jersey
require discussion of sexual orientation but do not pro-
vide content standards. The other five states—Alabama,
Arizona, Mississippi, North Carolina and Oklahoma—
require that discussions of homosexuality treat it as
abnormal or dangerous. For example, sexuality educa-
tion classes in Alabama must include “an emphasis, in a
factual manner and from a public health perspective,
that homosexuality is not a lifestyle acceptable to the
general public and that homosexual conduct is a crimi-
nal offense under the laws of the state.”

Conflicting Views

In short, states have established only very broad para-
meters for sexuality and STD education. While most
states mandate that some form of sexuality education
be provided, they give local policymakers wide latitude
in determining the content of the instruction. What

substantive guidance states do provide, however, is
heavily weighted toward stressing abstinence; while
many states allow discussion of contraception, none
requires that it be stressed.

In examining the evolution of federal, state and local
policy together, it is clear that abstinence promotion
has truly taken hold as a matter of education policy in
the United States and is being reflected in classroom
education. AGI surveys of public school teachers of sex-
uality education in grades 7–12 in 1988 and 1999 found
that the percentage who teach an abstinence-only cur-
riculum has increased from one in 50 in 1988 to one in
four in 1999.

While this focus on abstinence—in policy and prac-
tice—may be in fashion politically, studies have found
that it is far out of step with what parents and teachers
believe should be taught (“Sex Education: Politicians,
Parents, Teachers and Teens,” TGR, February 2001,
page 9). Although nine in 10 teachers believe that stu-
dents should be informed about contraception, one in
four say they are instructed not to teach the subject; in
general, one in four teachers believe that they are not
meeting their students’ needs for information. Parents,
too, want their children to have that information: Public
opinion polls recently and in the past show that the vast
majority of Americans favor broader sex education pro-
grams rather than those that teach only abstinence.
And, according to the U.S. Surgeon General, an exclu-
sive focus on abstinence is not in line with the weight of
the best scientific evidence now available.
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NOTES TO TABLE: 1. LOCALITIES MAY REQUIRE PARENTAL CONSENT FOR

HIV EDUCATION, BUT NOT FOR SEXUALITY EDUCATION. 2. STATE SPECIFI-
CALLY AUTHORIZES LOCALITIES TO TEACH ABOUT CONTRACEPTION, BUT, IN
MS, NC AND TX, IF TAUGHT, IT MUST INCLUDE FAILURE RATES OR EFFEC-
TIVENESS AND FAILURE RATES AMONG ADOLESCENTS. 3. AIDS EDUCATION

IS INCLUDED WITH COMMUNICABLE DISEASE EDUCATION AND CONTENT IS

DETERMINED AT THE LOCAL LEVEL. 4. IN MISSISSIPPI, LOCALITIES MAY

OVERRIDE THE STATE’S REQUIREMENT THAT ANY TOPIC, INCLUDING ABSTI-
NENCE, BE INCLUDED IN INSTRUCTION. HOWEVER, A LOCALITY CANNOT

CONTRADICT THE LAW ON A PARTICULAR TOPIC, AS THE LAW STATES, “NO

PROGRAM OR INSTRUCTION MAY INCLUDE ANYTHING THAT CONTRADICTS

THE EXCLUDED COMPONENTS.” FOR EXAMPLE, WHILE THE LAW REQUIRES

THAT ABSTINENCE BE STRESSED AS BENEFICIAL, A LOCALITY CAN CHOOSE

NOT TO TEACH IT, BUT IT CANNOT CHOOSE TO TEACH THAT ABSTINENCE IS

NOT BENEFICIAL. THE STATE BOARD OF EDUCATION ENCOURAGES PARENTAL

CONSENT FOR SEXUALITY AND HIV/STD EDUCATION. 5. ABSTINENCE IS

TAUGHT WITHIN CHARACTER EDUCATION. 6. PROHIBITS “THE ADVOCACY OR

ENCOURAGEMENT OF THE USE OF CONTRACEPTIVE METHODS OR DEVICES.”
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For two decades, policymakers have debat-
ed the relative merits of sexuality education
that promotes abstinence as the only
acceptable form of behavior outside of mar-
riage and more comprehensive approaches
that discuss contraception as well. The
results of several new studies show that
these debates may have had a considerable
impact on what is being taught in the class-
room; moreover, they strongly indicate that
politicians—in their drive to promote
morality-based abstinence-only education—
are out of touch with what teachers, par-
ents and teens think should be taught.

By Cynthia Dailard

In 1981 Congress passed, and President Reagan signed
into law, the Adolescent Family Life Act (AFLA).
Through AFLA, the federal government for the first time
invested on a small scale in local programs designed to
prevent teenage pregnancy by encouraging “chastity
and self-discipline” among teenagers. AFLA helped
usher in 20 years of debate at the federal, state and
local level over whether sexuality education should
exclusively promote abstinence or should take a more
comprehensive approach.

In the late 1990s, federal investment in this area
increased significantly after Congress, as part of the
1996 welfare reform law, created a federal-state pro-
gram funded at $440 million over five years to support
local sexuality education programs that condemn all
sex outside of marriage—for people of any age—and
prohibit any positive discussion of contraception. Four
years later, conservative lawmakers secured an addi-
tional victory when Congress approved a third absti-
nence-only education program funded at $50 million
over two years through a set-aside in the maternal and
child health block grant.

Yet this major increase in federal funding occurred
despite evidence that shows that more comprehensive
sexuality education, rather than abstinence-only educa-

tion, helps teenagers to delay sexual activity (“Fueled
by Campaign Promises, Drive Intensifies to Boost
Abstinence-Only Education Funds,” TGR, April 2000,
page 1). It also occurred without clear pictures of either
local sexuality education policies or the content of
classroom instruction. Several studies published within
the past year fill in these gaps, highlighting a significant
disparity between the inclinations of policymakers and
the needs and desires of both students and parents (see
box, page 10). This research also suggests that there is a
large gap between what teachers believe should be
taught regarding sexuality education and what is actu-
ally taught in the classroom.

Local Policy

More than two out of three public school districts have
a policy mandating sexuality education, according to
research published in 1999 by The Alan Guttmacher
Institute (AGI). Most of these policies—more than eight
in 10—were adopted during the 1990s, a period of
intense debate in many state governments and local
communities over whether sexuality education curric-
ula should include information about contraception as
well as the promotion of abstinence.

This AGI research, based on a nationwide survey of
school superintendents, found that local policies over-
whelmingly encourage abstinence. Eighty-six percent of
school districts with a sexuality education policy
require promotion of abstinence; 51% require that absti-
nence be taught as the preferred option but also permit
discussion of contraception as an effective means of
protecting against unintended pregnancy and sexually
transmitted diseases (STDs); and 35% require absti-
nence to be taught as the only option for unmarried
people, while either prohibiting the discussion of con-
traception altogether or limiting discussion to contra-
ceptive failure rates. Only 14% have a truly comprehen-
sive policy that teaches about both abstinence and
contraception as part of a broader program designed to
prepare adolescents to become sexually healthy adults.

The AGI study found significant regional variation in
the prevalence of abstinence-only policies (see chart,
page 11, top). School districts in the South are most
likely to have such policies (55%) and are least likely to
have comprehensive programs (5%). In contrast, school
districts in the Northeast are least likely to have an
abstinence-only policy (20%).

Clearly, state and local policymakers have strongly sup-
ported abstinence promotion for some time; the AGI
study was conducted even before states began imple-
menting abstinence-only programs funded under the
1996 welfare reform law. Districts that switched their
policies during the 1990s were twice as likely to adopt a

Sex Education:
Politicians, Parents,
Teachers and Teens
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“Abstinence Promotion and the
Provision of Information About
Contraception in Public School
District Sexuality Education
Policies” presents findings from the
first nationwide assessment at the
school-district level of the extent to
which sexuality education policy
focuses on abstinence promotion
and whether these policies affect the
provision of contraceptive informa-
tion. On the basis of a nationally
representative survey of 825 school
district superintendents conducted
by researchers at The Alan
Guttmacher Institute (AGI) and
completed in October 1998, it exam-
ines existing policies across the
country and how they vary by dis-
trict characteristics.

“Changing Emphases in Sexuality
Education in U.S. Public
Secondary Schools, 1988–1999”
compares findings from two nation-
ally representative AGI surveys of
public school teachers in grades
7–12 in the five specialties most
often responsible for sexuality edu-
cation. The surveys, conducted in
1988 and 1999, each included

about 4,000 teachers. Most of the
information in the 1999 analysis is
from a subset of 1,767 teachers who
actually taught sexuality education
in recent years. This group repre-
sents an estimated 81,000 teachers
and school nurses actually respon-
sible for teaching sexuality educa-
tion in grades 7–12.

“Sexuality Education in Fifth and
Sixth Grades in U.S. Public
Schools” presents findings from a
1999 AGI survey of 1,789 fifth- and
sixth-grade public school teachers.

“Surveillance for Characteristics
of Health Education Among
Secondary Schools—School Health
Education Profiles, 1998” reports
the results of a survey fielded in
1998 by the Centers for Disease
Control and Prevention among
principals in 36 states and 10 local-
ities and health education teachers
in 35 states and 10 localities to
determine the content of health edu-
cation courses, HIV/AIDS education,
professional preparation of health
educators, and parent and commu-
nity involvement in school health
education.

“Sex Education in America: A
View from Inside the Nation’s
Classrooms,” by the Kaiser Family
Foundation, presents findings from
telephone interviews of 313 princi-
pals, 1,001 sexuality education
teachers and 1,501 student-parent
pairs about their experiences with
and attitudes toward sexuality edu-
cation.

“Adolescents’ Reports of
Reproductive Health Education,
1988 and 1995,” by researchers
from The Urban Institute, examines
changes between the late 1980s and
the mid-1990s in U.S. teenage
males’ reports of the prevalence,
content and timing of their repro-
ductive health education—both
from formal, school-based instruc-
tion and from their parents. The
researchers explore differences in
education by age, race and ethnic-
ity, and compare young men’s
reports of their formal education in
the 1995 National Survey of
Adolescent Males with teenage
females’ reports in the 1995
National Survey of Family Growth.

Recent Studies Addressing Sexuality Education:

Teachers are also emphasizing different topics than they
did in the past. Compared with teachers in the late
1980s, teachers today are more likely to teach about
abstinence, STDs and resisting peer pressure to have
sex, but are significantly less likely to discuss more
“controversial” subjects such as birth control, abortion
and sexual orientation. And while some topics—such as
HIV and other STDs, abstinence, correct condom use
and resisting peer pressure—are taught earlier than
they were in the past, most are still taught less often
and later than teachers think they should be.

Although more than nine in 10 teachers believe that stu-
dents should be taught about contraception (and half
believe that contraception should be taught in grade
seven or earlier), one in four are instructed not to teach
the subject. And while the vast majority also believe that
sexuality education courses should cover where to go for
birth control, information about abortion, the correct
way to use a condom, and sexual orientation, far fewer
actually cover these topics (see chart, page 11, bottom).

more abstinence-focused policy as to move in the other
direction. Half of school superintendents surveyed cited
state directives as the most important factor influencing
their current policy; approximately four in 10 cited
school boards or special committees.

Teachers

Not surprisingly, this shift in policy has had an impact
on teachers and the content of sexuality education. A
second AGI study, based on a survey of public school
teachers, shows that since the late 1980s, sexuality edu-
cation in secondary schools has become more focused
on abstinence and less likely to provide students with
information about contraception. The survey results,
published in 2000, show that the percentage of public
school teachers in grades 7–12 who teach abstinence as
the only way of preventing pregnancies and STDs rose
dramatically between 1988 and 1999—from one in 50
to one in four. Additionally, nearly three in four present
abstinence as the preferred way to avoid unintended
pregnancy and STDs.
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Even if teachers are allowed to cover these sensitive top-
ics, they may avoid them because they fear adverse com-
munity reaction; more than one-third report such con-
cerns. All in all, these pressures and limitations lead one
in four teachers to believe that they are not meeting their
students’ needs for information. A similar percentage of
fifth- and sixth-grade teachers who teach sexuality educa-
tion believe that schools are not doing enough to prepare
students for puberty or to deal with pressures and deci-
sions regarding sexual activity. Finally, a study published
last year by the Centers for Disease Control and
Prevention found that a significant proportion of health
educators in secondary schools want additional training
in the areas of pregnancy, STD and HIV prevention.

Parents

Most parents (65%) believe that sex education should
encourage young people to delay sexual activity but also
prepare them to use birth control and practice safe sex
once they do become sexually active, according to
interviews conducted for the Kaiser Family Foundation
in 2000. In fact, public opinion is overwhelmingly sup-
portive of sexuality education that goes beyond absti-
nence (see chart, page 12, top). Moreover, public opin-
ion polls over the years have routinely showed that the
vast majority of Americans favor broader sex education
programs over those that teach only abstinence.

Kaiser reports that among the one-third of parents who
say that adolescents should be told “only to have sex
when they are married,” an overwhelming majority also
say that schools should teach adolescents how to get

tested for HIV/AIDS and other STDs (86%), how to talk
to a partner about birth control and STDs (77%), how to
use condoms (71%), and where to get and how to use
other birth control methods (68%). This suggests that
parents and policymakers differ in their understanding of
what it means to present abstinence as the only option
outside of marriage, and that policies that prohibit any
discussion of contraception or that portray it as ineffec-
tive may not reflect the desires of most parents.

In addition to topics that are routinely covered in sexu-
ality education classes—such as the basics of reproduc-
tion, HIV and STDs, and abstinence—parents want
schools to cover topics often perceived to be controver-
sial by school administrators and teachers. Kaiser found
that at least three-quarters of parents say that sexuality
education classes should cover how to use condoms and
other forms of birth control, abortion, sexual orienta-
tion, pressures to have sex and the emotional conse-
quences of having sex. Three in four parents believe
that these topics should be “discussed in a way that
provides a fair and balanced presentation of the facts
and different views in society.” Yet most of these topics
tend to be the very ones that teachers shy away from or
are prohibited from teaching. Finally, most parents
believe that the amount of time being spent on sexual-
ity education should be significantly expanded.
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Students

According to Kaiser, students report that they want more
information about sexual and reproductive health issues
than they are receiving in school. Approximately half of
students in grades 7–12 report needing more information
about what to do in the event of rape or sexual assault,
how to get tested for HIV and other STDs, factual infor-
mation on HIV/AIDS and other STDs, and how to talk
with a partner about birth control and STDs. Two in five
also want more factual information on birth control, how
to use and where to get birth control, and how to handle
pressure to have sex. Yet a significant percentage report

that these topics are not covered in their most recent
sexuality education course, or that they are not covered
in sufficient depth. Moreover, Kaiser found that students
whose most recent sex education course used an absti-
nence-only approach were less knowledgeable about
pregnancy and disease prevention than were those whose
most recent sex education was more comprehensive.

Research on teenage males published by The Urban
Institute in 2000 suggests that although sexuality educa-
tion has become almost universal, students are not
receiving even general information early enough to fully
protect themselves against unintended pregnancy and
STDs. According to the Institute, virtually all males
aged 15–19 report receiving some form of sexuality edu-
cation in school, and the percentage receiving informa-
tion about AIDS, STDs, birth control and how to say no
to sex increased significantly between 1988 and 1995.
The percentage of teenage males who received formal
sexuality education before having sexual intercourse
also increased during that time. However, 30% of
teenage males still do not receive any sexuality educa-
tion prior to first intercourse, with the rate as high as
45% for black teenage males (see chart, below).

Finally, The Urban Institute found that levels of com-
munication between parents and their teenage sons
remain low. Only half of young men today report ever
having spoken to either of their parents about AIDS,
STDs, birth control or what would happen if their part-
ner became pregnant. Given parents’ reticence, it is no
wonder that they count on teachers and schools to con-
vey the critical information that teenagers need to pro-
tect themselves when they do become sexually active.

Conclusion

This growing body of research highlights a troubling dis-
connect: While politicians promote abstinence-only
education, teachers, parents and students want young
people to receive far more comprehensive information
about how to avoid unintended pregnancy and STDs,
and about how to become sexually healthy adults.

Nonetheless, conservative lawmakers continue to pursue
funding for abstinence-only education, and the election
of George W. Bush as president suggests that additional
funding will soon be on its way. Bush made abstinence
promotion a prominent feature of his campaign rhetoric,
promising to “elevate abstinence education from an
afterthought to an urgent priority.” Whether his actions
will be tempered by new research suggesting that absti-
nence education is actually quite prevalent in this coun-
try, and that further promotion of abstinence-only edu-
cation would run contrary to the desires of teachers,
parents and students, remains to be seen.
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Americans overwhelmingly favor broader sexuality edu-
cation programs over those that discuss only abstinence.
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The debate over sexuality education
and teenage pregnancy prevention
has been extremely divisive for many
years, and it promises only to heat up
in the coming months in the context
of the presidential campaign. Texas
Gov. George Bush, who locked up the
Republican nomination in March, has
long made abstinence promotion a
prominent feature of his campaign
rhetoric. Gov. Bush has promised
that, if elected president, he would
“elevate abstinence education from
an afterthought to an urgent priority”
by dramatically increasing funding for
federal abstinence-only programs. 

On the congressional front, Rep.
Ernest Istook (R-OK), a long-stand-
ing opponent of the Title X family
planning program, secured a major
down payment on this effort during
last year’s annual appropriations
cycle and has already pledged to
come back this year for more. Yet
the drive to boost funding for absti-
nence-only education programs—
already up some 3,000% since
1996—continues despite a dearth of
evidence that these programs are
effective in delaying sexual activity.
Instead, the evidence strongly sup-
ports the effectiveness of more com-
prehensive efforts and the important
role of contraceptive use in reducing
teenage pregnancy rates.

Federal Funding for Abstinence

Gov. Bush promises that his admin-
istration would spend at least as
much each year on promoting absti-
nence education as it does on pro-
viding contraceptive services to
teenagers. However, quantifying the
exact amount being spent in each
area is not easy.

Currently, there are two federal pro-
grams that provide funding specifi-
cally for abstinence-only education.
One is the 1981 Adolescent Family
Life Act (AFLA), sponsored by Title X
opponents and promoted as a “family-
centered” approach to teenage preg-
nancy prevention that would “pro-
mote chastity and self-discipline” to
teenagers rather than provide them
with contraceptive services. AFLA has
been dogged by controversy from the
beginning, and, until recently, its
funding has been low. In its early
years, it was attacked from the left
and was subjected to a protracted law-
suit alleging numerous constitutional
violations. Subsequent reforms insti-
tuted by the Clinton administration to
ensure that AFLA funding did not pro-
mote religious dogma or provide med-
ically inaccurate information only
alienated conservatives, who charged
that the administration had watered
down the original abstinence-only
thrust of the program (“Whatever
Happened to the Adolescent Family
Life Act?” April 1998).

In 1996, conservative policymakers
and activists were successful in
including, with virtually no debate, a
provision in the massive welfare
reform bill that resulted in a major
infusion of dollars into abstinence-
only education. Unlike AFLA, which
targets premarital sex, the new pro-
gram funds education efforts that
must have as their “exclusive pur-
pose” censuring all sex outside of
marriage, at any age; the provision of
any information about contraception
beyond failure rates is prohibited. To
qualify for funding, education pro-
grams under the welfare provision
must adhere to a strict eight-point
definition of “abstinence education.”

Together, these two programs pro-
vide significant funding—notwith-
standing the protestations of those
who claim that funding for absti-
nence remains woefully low. The
welfare law entitles states to $50
million in federal funds annually;
because states must spend $3 for
every $4 they receive, the total
amount spent pursuant to this one
program alone is almost $90 million
annually. Due to Rep. Istook’s
efforts, a 1999 appropriation bill
doubled funding for the AFLA pro-
gram to $40 million (some of which,
however, will not become available
until October 1), requiring most of
those funds to be spent on absti-
nence-only education under the
strict welfare-program definition
(“Congress in 1999: Actions on
Major Reproductive Health–Related
Issues,” December 1999).

In addition to this dedicated federal
funding, funds available to the states
under other health or social welfare
programs also may be used for absti-
nence education or counseling; such
programs include the maternal and
child health (MCH) block grant and
the social services block grant, as
well as the Title X program. In fact,
more than half of agencies that
receive Title X funding run programs
at one or more clinic sites designed
to encourage adolescents to post-
pone sexual activity. Finally, absti-
nence promotion is strongly sup-
ported by state and local
governments, and it is now required
by the overwhelming majority of
local school districts that have a pol-
icy to teach sexuality education (see
box, page 2).

Assessing the Impact

Clearly, then, there is a substantial
amount of federal and other public
support for abstinence education—
and for abstinence-only education.
Yet, the fact remains that, to date,
there is a stunning lack of evidence of
the effectiveness of this approach.
While AFLA was enacted as a tempo-
rary “demonstration” program specifi-

Fueled by Campaign Promises,
Drive Intensifies to Boost
Abstinence-Only Education Funds

By Cynthia Dailard
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cally to test and evaluate various pro-
gram interventions, two decades and
millions of dollars later there is no
conclusive evidence that abstinence-
only education works. In the most
complete analysis of AFLA evalua-
tions to date, a team of university
researchers concluded in a 1996
report that “the quality of AFLA eval-
uations funded by the federal govern-
ment vary from barely adequate to
completely inadequate.” Indeed, the
researchers report that they “are
aware of no methodologically sound
studies that demonstrate the effective-
ness” of abstinence-only curricula.

Other evaluations of abstinence-only
programs arrived at a similar conclu-
sion. A 1997 report commissioned by
the National Campaign to Prevent
Teen Pregnancy, while noting that
methodological limitations due to the
poor quality of the evaluations could
have obscured program impact,

nonetheless concluded that pub-
lished studies of abstinence-only pro-
grams yielded no evidence that such
programs delayed the onset of sexual
activity. In contrast, the review con-
cluded that more comprehensive
sexuality education programs—those
which included discussion of contra-
ception—did not hasten sexual activ-
ity as their critics claim but, instead,
helped teenagers to delay sexual
activity. When teenagers who
received more comprehensive educa-
tion did become sexually active, the
report found, they had fewer part-
ners and were more likely than their
peers who did not receive such mes-
sages to use contraceptives.

Finally, an article published in the
Journal of the American Medical
Association in 1998, which reported
the results of the first-ever random-
ized controlled trial comparing an
abstinence-only program with a

“safer-sex” initiative designed to
reduce the risk for HIV infection
through condom use and a control
group that received health education
unrelated to sexual behavior, found
similar results. After one year, the
abstinence group reported similar lev-
els of sexual activity as the safer-sex
group and the control group. For
teenagers who were already sexually
active at the inception of the pro-
gram, there was less sexual activity
reported among the safer-sex group
than among the abstinence or control
groups. Those in the safer-sex group
also reported less frequent unpro-
tected sex than did the abstinence
and control groups, suggesting that
abstinence-only efforts may discour-
age effective contraceptive use and
thus put individuals at greater risk of
unintended pregnancy or sexually
transmitted diseases (STDs) when
they do become sexually active.

Funding for Contraception

If it is difficult to quantify exactly
how much the federal government
spends on abstinence education, it is
even harder to measure how much is
being spent on contraceptive ser-
vices to teenagers. Both the U.S.
General Accounting Office and
Advocates for Youth, an advocacy
organization dedicated to promoting
adolescent reproductive and sexual
health, have estimated the amount
spent on contraceptive services to
teenagers under Title X and
Medicaid—the two major sources of
federal funding for family planning—
to be almost $130 million annually.

Family planning experts caution that
such calculations are at best impre-
cise and that comparisons between
funding for abstinence education and
contraceptive services can be mis-
leading. Jacqueline Darroch, senior
vice president and vice president for
research at The Alan Guttmacher
Institute (AGI), notes that “these
estimates were arrived at simply by
taking the proportion of clients
served by the programs who were 
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Study Finds Local Public School District Policies
Overwhelmingly Promote Abstinence

A 1998 study by researchers at The Alan Guttmacher Institute found that
among the seven in 10 public school districts that have a district-wide pol-
icy to teach sexuality education, the vast majority (86%) require that absti-
nence be promoted, either as the preferred option for teenagers (51% have
such an abstinence-plus policy) or as the only option outside of marriage
(35% have such an abstinence-only policy). Only 14% have a comprehen-
sive policy that addresses abstinence as one option in a broader education
program to prepare adolescents to become sexually healthy adults. In
almost two-thirds of district policies across the nation—those with com-
prehensive and abstinence-plus policies—discussion about the benefits of
contraception is permitted. However, in the one-third of districts with an
abstinence-only policy, information about contraception is either prohib-
ited entirely or limited to discussion of its ineffectiveness in protecting
against unplanned pregnancy and sexually transmitted diseases.

The study, conducted before states began implementing any abstinence-
only efforts stemming from the 1996 national welfare reform legislation,
found that there was significant regional variation in the prevalence of
abstinence-only policies. School districts in the South were far more likely
to have such policies in place (55%) and were the least likely to have com-
prehensive programs in place (5%). In contrast, school districts in the
Northeast were least likely to have abstinence-only policies in place (20%).

Among the superintendents surveyed who knew when their current policy
was adopted, over half (53%) said that it was adopted after 1995, and
another 31% said that it was adopted between 1990 and 1995. Among
districts that switched their policies, twice as many adopted a more
abstinence-focused policy as moved in the other direction.

(Continued on page 12)
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Abstinence…
Continued from page 2

teens and applying that percentage
to the overall funding level. That
assumes all clients receive the same
services, while certain populations—
particularly teens—may be more
expensive to serve than others,
because they require more intensive
counseling and may be at high risk
for STDs, for example. And, to be
fair,” says Darroch, “it needs to be
acknowledged that these estimates
do not take into account funding for
contraceptive services under other
federal programs, such as the MCH
or social services block grants.”

Judith DeSarno, president and CEO
of the National Family Planning and
Reproductive Health Association,
meanwhile, argues that “spending in
these two areas is simply not compa-
rable on a number of fronts.”
DeSarno notes, “Family planning
involves providing a broad package
of medical services beyond just the
prescription of a contraceptive
method, including pap smears,
breast exams, and screening and
treatment for STDs. It also involves
in-depth, one-on-one counseling.
This is a far more expensive
endeavor than talking to adoles-
cents, often in a classroom or other
group setting, about abstinence.”

What is clear, however, is that pub-
licly funded family planning has a

significant effect on teenage preg-
nancy. Each year, subsidized family
planning services prevent an esti-
mated 386,000 teenagers from
becoming pregnant. Without these
services, the number of births to
teenagers would increase by one-
quarter, and the number of abortions
to teenagers would rise by nearly
two-thirds. Moreover, while absti-
nence advocates claim credit for
recent declines in teenage preg-
nancy, an AGI analysis of available
data suggests otherwise. In fact, this
analysis found that approximately
one-quarter of the decline in teenage
pregnancy between 1988 and 1995
is due to increased abstinence; about
three-quarters of the decline is due
to improved contraceptive use
among sexually active teenagers.

The Road Ahead

Gov. Bush, as have so many absti-
nence proponents before him, claims
that “the contraceptive message
sends a contradictory message [that]
tends to undermine the message of
abstinence.” The evidence, however,
suggests that the reverse is true:
Teenagers who receive messages that
support postponing sexual activity
but also include accurate informa-
tion about contraception are more
likely to delay sexual initiation than
those who just receive abstinence-
only messages, and they are better
prepared to avoid unintended preg-
nancy and disease when they even-

tually do have intercourse. The drive
to increase federal funding for absti-
nence-only education is also out of
step with the beliefs of most
Americans, who overwhelmingly
favor—by a margin of more than
four to one—broader sex education
programs over those that teach
abstinence as the only option.

Nonetheless, the effort to further
increase funding for abstinence-only
education is likely to gather steam as
the presidential and congressional
campaigns heat up. Key conservative
members of Congress are already
working toward this goal, and even
many progressive politicians have trou-
ble distinguishing between abstinence
education, which virtually no one
opposes, and abstinence-only efforts.

After ensuring last year that an addi-
tional $20 million for abstinence-
only education will be set aside for
release on October 1, Rep. Istook
and his colleagues are already work-
ing for an additional $30 million in
the context of the upcoming appro-
priation cycle. Their goal is to raise
the annual federal funding level
alone for abstinence-only education
beyond the $100 million mark.
Whether this effort will be success-
ful, and whether it will be accompa-
nied by a corresponding increase in
federal funding for family planning
services, remains to be seen.
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An intensive effort to reinstate
Virginia’s policy mandating sexuality
education in the public schools
came to a screeching halt on April
22 when the legislature failed to
override Gov. James Gilmore’s (R)
veto of the legislation. Gilmore’s veto
came despite the last-minute adop-
tion of an amendment, sponsored by
an ultraconservative representative,
that would have required all family
life education (FLE) in the state to
“present sexual abstinence before
marriage and fidelity within monoga-
mous marriage as moral obligations
and not matters of personal opinion
or personal choice.”

The abstinence provision notwith-
standing, conservative “profamily”
groups celebrated the mandate’s
demise, while reproductive rights
advocates—at least at first blush—
considered the veto a defeat for their
cause. On reflection, however, sexu-
ality education advocates report
mixed, and contradictory, feelings
about the relative good of the FLE
bill in light of the abstinence amend-
ment. Though advocates have
strongly endorsed statewide man-
dates over the last two decades as a
means of validating sexuality educa-
tion’s place in public schools, the
abstinence promotion movement
may be changing the calculation. 

Indeed, the Virginia case points up
an eternally vexing question for
those who work in the political
process: How much compromise is
too much? Or, in this case, is a half-
bad sexuality education mandate
really better than no mandate at all?

Sex Ed Mandates Popular

For decades, policymakers, educa-
tors, parents, public health advo-
cates and citizens’ groups argued
over whether sexuality education
should be provided in the public
schools. In the 1980s, however, the
advent of AIDS significantly changed
the debate; in the face of the deadly
epidemic, political moderates and
even conservatives came forward to
support school-based sexuality edu-
cation. Among them was then-
Surgeon General C. Everett Koop
who, in his 1986 report on AIDS,
stated, “There is now no doubt that
we need sex education in schools
and that it [should] include informa-
tion on heterosexual and homosex-
ual relationships….The lives of our
young people depend on fulfilling
our responsibility.”

This new, broad-based support for
AIDS and sexuality education paved
the way for state policies—in the form
of statutes, school board policies and
department of education regula-
tions—mandating that such education
be provided in schools. In 1980, only
three states required school-based
sexuality education; by 1997, accord-
ing to the National Abortion and
Reproductive Rights Action League,
19 states required sexuality education
and education on sexually transmit-
ted diseases (STD), including HIV, in
schools, with 16 more mandating
STD/HIV education while not specifi-
cally requiring sexuality education
per se (see box).

In line with this national trend,
Virginia’s state board of education in
1988 issued regulations mandating
that all local school boards provide

“comprehensive, sequential family
life education” for grades K–12,
including age-appropriate instruc-
tion on family living and community
relationships; the value of postpon-
ing sexual activity; human sexuality;
human reproduction; the prevention
and effects of STDs; and mecha-
nisms for coping with peer pressure.
At its inception, Virginia’s mandate,
like those in other states, was seen
as an assurance that schools would
teach something approaching “com-
prehensive” sexuality education—
including not only instruction on
abstinence, but also education about
disease and pregnancy prevention,
as well as decisionmaking skills.

In September 1997, Virginia’s con-
servative state school board—whose
members had been appointed by
then-Governor George Allen (R)—
moved to repeal Virginia’s FLE man-
date, purportedly in order to give
localities more “flexibility.” The
school board’s decision drew quick
and vocal public protest, and only a
few months later the legislature

responded with an effort to restore
the old mandate, this time in the
form of a statute. The 1998 FLE leg-
islation, which largely mirrored
Virginia’s former policy, was backed
at every turn by a sound majority in
both the House and Senate.

With only three days to go before the
legislature’s projected close, a “pro-
family” legislator in a surprise move
offered up the amendment requiring
that all FLE in the state teach that
abstinence before marriage and
fidelity within monogamous marriage
are “moral obligations and not mat-
ters of personal opinion or personal
choice.” While a cadre of Democrats
in the House of Delegates—including
one of the legislation’s sponsors Del.
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Alan Diamonstein (D)—voted against
the amendment (which passed by a
vote of 71-22), they voted for the
final bill. They apparently hoped, in
Diamonstein’s words, that the new
language, while having little or no
practical effect, would make the bill
(politically) “stronger.” Ultimately,
the added language did bring a few
conservatives along, but it failed to
win over the new governor, who
aligned himself on this issue with
ultraconservatives opposed to sexual-
ity education mandates in any form.

A Rock and a Hard Place

The last-minute addition of the
abstinence language into the Virginia
bill highlights the extent to which
abstinence promotion has come to
dominate the sexuality education
debate—and the dilemma this pre-
sents for sexuality education propo-
nents. Teaching the benefits of
delaying intercourse has long been a
core component of mainstream sex-
uality education. However, more
recently, “abstinence education” has
come to be seen, at least by conserv-
ative activists, as a means for greatly
diminishing—or even wholly block-
ing—the provision of information on

contraception, disease prevention
and sexual orientation.

This puts advocates working toward
comprehensive sexuality education in
a difficult situation. Brenda Davis,
Northern Virginia public affairs coor-
dinator for Planned Parenthood of
Metropolitan Washington (PPMW),
was actively involved in the effort to
reinstate FLE in Virginia. When asked
about the addition to the bill of the
abstinence language, Davis responded
that she did worry about its potential
legal implications. “It occurred to me
that the [sponsors of the amendment]
may have been looking for a basis for
future legal challenges.” 

Nevertheless, despite Davis’s and oth-
ers’ concerns, PPMW, along with
other prochoice advocacy groups in
the state, supported the final bill,
banking on the hope that the practi-
cal impact of the abstinence amend-
ment would be minimal. Without the
mandate, Davis feared, “school
boards struggling fiscally might just
cancel the program altogether.”
Weighing both sides in the heat of the
legislative moment, Davis and others
working in the state decided that a
FLE mandate with the abstinence
language was better than no mandate
at all.

Reflecting on the dilemma in hind-
sight, others are not so sure. Michael
McGee, vice president for education
of Planned Parenthood Federation of
America, says, “I would rather have
no mandate at all than have that
law….Bad sexuality education does
more harm than good.” McGee
stressed that such language aims to
shift the emphasis of sexuality edu-
cation away from health. “I wonder
what the goal of sexuality education
becomes….The bottom line [for me]
is, is it good for the kids?…If the
goal is to implement a state religion,
sexuality education is not the place.”

Jerald Newberry, executive director
of the Health Information Network
of the National Education
Association and former coordinator

of family life education for the
Fairfax, Virginia, public schools,
agrees that Virginia is better off
without the failed measure.
Newberry echoes Davis’s concerns
that the abstinence language, if
enacted, could have had significant
legal implications. “Adding language
like that to a mandate is establishing
grounds for a lawsuit,” Newberry
says, pointing out that if a teacher
does anything that could be inter-
preted as contradicting the statute, a
parent could seek legal recourse.
Furthermore, stresses Newberry, “If
you have a bad mandate, you
restrict progressive school districts
from providing good programs.”

For their part, “profamily” groups in
the state apparently decided that,
even with the abstinence language
authored by one of their own, no
sexuality education is better—from
their perspective, too—than a half
good/half bad law. On its Web site,
the Virginia-based antichoice, anti-
homosexual Family Foundation
protested the bill even after the
amendment’s adoption, stating,
“although the House added an
amendment that requires abstinence
be taught as a moral imperative,
there is no need to mandate these
controversial, non-academic pro-
grams in our schools.”

PPMW’s Davis characterizes sexual-
ity education advocates in her state
as “caught between a rock and a
hard place.” This could well sum up
the position of sexuality education
advocates across the country. With
the spread of HIV among adolescents
continuing and teen pregnancy rates
in the U.S. remaining among the
highest in the industrialized world,
the responsibility to provide com-
prehensive sexuality education
remains intense. Yet, a mandate
strategy is clearly a risky one in this
day and age. Having emerged from
the fight in Virginia, Davis cautions
those brave enough to take on the
mandate issue to be vigilant: “Watch
very closely every step of the way,
until it’s a done deal.”

The Guttmacher Report on Public Policy
4

J u n e  1 9 9 8

19 STATES REQUIRE 16 OTHERS REQUIRE 
SEXUALITY AND STD/HIV EDUCATION

STD/HIV EDUCATION ONLY

ALABAMA CALIFORNIA

ARKANSAS CONNECTICUT

DELAWARE FLORIDA

GEORGIA IDAHO

HAWAII INDIANA

ILLINOIS MICHIGAN

IOWA MISSOURI

KANSAS NEW HAMPSHIRE

MARYLAND NEW MEXICO

MINNESOTA NEW YORK

NEVADA OHIO

NEW JERSEY OKLAHOMA

NORTH CAROLINA OREGON

RHODE ISLAND PENNSYLVANIA

SOUTH CAROLINA WASHINGTON

TENNESSEE WISCONSIN

UTAH

VERMONT

WEST VIRGINIA

Source: NARAL

264



On the grounds that the Adolescent
Family Life Act (AFLA)—the federal
government’s longstanding teen
“chastity” program—largely dupli-
cates the five-year, $250 million
“abstinence-only” education pro-
gram created by the 1996 welfare
reform law, President Clinton’s FY
1999 budget calls for AFLA’s funding
to be cut by 70%, from $17 million
to $5 million. The action begs the
question: Why would the Clinton
administration, given the over-
whelming political popularity of
abstinence promotion, take what
appears to be a swipe at AFLA, espe-
cially after working so hard to
administer the program—conceived
in the first year of the Reagan
administration as the conservative
“alternative” to family planning for
teens—in ways that are more
acceptable to the public health and
reproductive rights communities?

The answer may be that while absti-
nence promotion as an idea is
unquestionably in vogue, AFLA as a
program is less so. Public health and
reproductive rights advocates, while
crediting the administration for the
changes it has made in running the
program, remain skeptical of the leg-
islation’s single-minded focus on
abstinence as a means of teen preg-
nancy prevention, especially given
the program’s inability after 17 years
to demonstrate the effectiveness of
that approach.

For their part, conservative activists—
largely because of the administration’s
reforms—consider AFLA to have
become something akin to “absti-
nence-lite.” By and large, they are
pinning their hopes on the newer,

“purer” effort under which the states
are being funded to support programs
that, in the words of the statute, have
as their “exclusive purpose” the pro-
motion of abstinence for all people
outside of marriage.

Yet, in their origins and underlying
intent, the new program and AFLA
share many parallels—and AFLA’s
odyssey over the years has both sub-
stantive and political implications for
the newer effort. Both programs were
enacted quietly, without extended
public or legislative debate, and were
instantly controversial. Both sprang
from a deep conviction among social
conservatives that too much attention
was being given and money being
spent on “comprehensive” sexuality
education and contraception-based
pregnancy prevention efforts—and
that an alternative program steeped in
“traditional family values” was neces-
sary. Both were consciously con-
structed to steer funds toward conser-
vative “profamily” groups and away
from family planning and sexuality
education providers. And, both car-
ried with them the onus that various
programmatic approaches be tested
and evaluated.

Morality and Family Values

In 1981, Sens. Jeremiah Denton (R-
AL) and Orrin Hatch (R-UT), both
staunch opponents of the Title X fam-
ily planning program, which they
believed undermined family values
and promoted teen sexual activity and
abortion, called for a new approach to
teen pregnancy—one emphasizing
morality and family involvement.

Denton and Hatch sponsored AFLA
and quietly shepherded it—without

hearings or floor votes in either
house of Congress—through com-
mittee and into the Omnibus Budget
Reconciliation Act of 1981. AFLA
became Title XX of the Public Health
Service Act, to be administered by
the Office of Adolescent Pregnancy
Prevention (OAPP) of the
Department of Health and Human
Services (DHHS).

AFLA’s primary goal was to prevent
premarital teen pregnancy by estab-
lishing “family-centered” programs
“to promote chastity and self disci-
pline.” [Notably, the new absti-
nence-only program goes beyond
AFLA in its underlying goal; while
AFLA focuses on teen pregnancy
prevention and discouraging sex
before marriage, the new program

aims to censure all sex outside of
marriage—before, during and after.]
Another main goal of AFLA was to
promote adoption as the preferred
option for pregnant teens.

To win the support of Sen. Edward
Kennedy (D-MA), the ranking
Democrat on the labor and human
resources subcommittee, the AFLA
legislation also emphasized the provi-
sion of support services to pregnant
and parenting adolescents. In fact, the
statute provides that two-thirds of the
services money go to “care” programs
and one-third to prevention (although
this ratio was reversed through the
appropriations process in 1996).

Underlying AFLA was the conviction
that the federal government had pro-
vided too much funding to Planned
Parenthood and other family plan-
ning providers—thereby promoting a
national “contraceptive mentality”—
and that a new program was needed
to counter this spending.
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Accordingly, the statute stated that
“the federal government…should
emphasize the provision of support
by other family members and reli-
gious charitable organizations, vol-
untary associations and other
groups....” By also virtually prohibit-
ing funding for family planning ser-
vices or the provision of any abor-
tion-related information to AFLA
program participants, and requiring
that grants only be made to pro-
grams “which do not advocate, pro-
mote or encourage abortion,” the
legislation’s conservative framers
essentially sought to ensure that
funding would be limited to like-
minded “profamily” groups.

Church, State Conflicts

As mandated by the law, and in line
with the intent of its conservative
sponsors, AFLA’s early grants went
almost exclusively to far-right and
religious groups. Much of the funding

was used to develop the first genera-
tion of so-called fear-based curricula
such as Sex Respect, which rely on
scare tactics to promote abstinence
and often distort information relating
to the effectiveness of contraceptive
and disease prevention methods.

Some religious grantees went a step
farther and developed programs that
were explicit in their goals to pro-
mote religious values. For example,
St. Margaret’s Hospital, a Catholic
facility in Dorchester, Massachusetts,
was funded to conduct a program in

which the curriculum included
chapters entitled “The Church’s
Teachings on Abortion” and “The
Church’s Teachings on Artificial
Contraception.”

AFLA’s support for these religious-
based programs attracted the atten-
tion of religious and civil liberties
groups. In 1983, on behalf of a group
of clergy members and taxpayers,
the American Civil Liberties Union’s
(ACLU) Reproductive Freedom
Project filed suit against the pro-
gram, arguing that it violated the
separation of church and state man-
dated by the First Amendment to
the United States Constitution.

In 1985, in Kendrick v. Sullivan, a
U.S. district judge agreed and found
AFLA unconstitutional on its face.
The case was appealed directly to
the U.S. Supreme Court, which in
1988 reversed the district court
decision. However, the justices
remanded the case for further fac-
tual findings on whether, as admin-
istered, AFLA was unconstitutional.
Attorneys conducted a wider investi-
gation and uncovered widespread
constitutional violations during the
Reagan and Bush administrations.

In January 1993, 12 years after filing
suit, AFLA challengers and the
Department of Justice Counsel for
DHHS reached an agreement in the
case. The five-year settlement
placed certain conditions on admin-
istration of the grants and actions of
the grantees, such as requiring AFLA
grantees to submit curricula to
DHHS for review and “consideration
of whether the curricula teach or
promote religion and whether such
materials are medically accurate.”

Beyond Kendrick

The Kendrick settlement coincided
neatly with the advent of the Clinton
administration, and both have
resulted in significant changes in the
administration of AFLA. To comply
with Kendrick, OAPP implemented a
rigorous review of AFLA programs

and materials to screen for religious
overtones and medical inaccuracies.

The time-limited settlement’s recent
expiration, however, has raised fears
among civil liberties advocates that
old practices might be revived. Not
so, says Patrick Sheeran, director of
OAPP. Sheeran maintains that OAPP
plans to continue the policies estab-
lished under Kendrick and go
beyond Kendrick to “refine and
upgrade” AFLA programs, including
stepping up monitoring, training and
evaluation efforts.

The impact of Kendrick and the
Clinton administration on the pro-
gram is evidenced in the changing
face of AFLA grantees and programs.
In 1997, Northern Michigan Planned
Parenthood (NMPP) received an
AFLA grant, marking the first time a
Planned Parenthood affiliate has
been funded through the program.
With the AFLA money, NMPP has
been able to expand How to Say No,
its refusal-skills program aimed at
teaching seventh graders the benefits
of waiting to have sex and how to
ward off unwanted sexual advances.

Ruby Hoy Murawski, NMPP’s educa-
tion coordinator, says she wasn’t
sure what was going to happen when
NMPP applied for the grant but that
she was impressed by OAPP’s appli-
cation review process; OAPP con-
ducted a lengthy interview and scru-
tinized NMPP’s program materials,
which were required by OAPP to be
carefully scripted and, at the time,
were required to comply with the
definition of abstinence education
written into the welfare law. While
Hoy Murawski says she “wouldn’t be
comfortable with the [How to Say
No] program if it were the only thing
kids ever heard or if the kids were
much older,” she maintains that
“the abstinence message is appropri-
ate for seventh graders.”

Martha Lancaster, associate director
of NMPP, shares Hoy Murawski’s
enthusiasm for the recent AFLA sup-
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port for NMPP’s work, pointing out,
“We got funding to expand a pro-
gram that we’ve been doing for 15
years. It’s not a program that would
be appropriate for all young people,
but it’s...an important part of
responsible sex education.”

Most of the current AFLA prevention
programs target younger youth—aged
9–14, or, often, 9–12—and many
utilize the Postponing Sexual
Involvement curriculum, which is
widely accepted as a non–fear-based
approach to abstinence education,
and related refusal-skills programs
like How to Say No.

Assessing the Impact 

Often lost among the political and
administrative issues that have
engulfed AFLA is the fact that it was
created as a temporary demonstra-
tion program to test various program
interventions. Accordingly, each
funded project is required to spend
between 1% and 5% of its grant on
evaluation. At the time of the pro-
gram’s inception, there was no good
evidence that abstinence-only edu-
cation worked. Due to the poor qual-
ity of AFLA evaluations, nearly two
decades—and many millions of
dollars—later, there still isn’t.

In the most complete analysis of
AFLA evaluations to date, a team of
university researchers found “numer-
ous common flaws,” including prob-
lems with hypotheses, assumptions,
study design, methodology, data
analysis and data interpretation. In
their 1996 report entitled “Federally
Funded Adolescent Abstinence
Promotion Programs: An Evaluation
of Evaluations,” the researchers con-
clude that “the quality of the AFLA
evaluations funded by the federal gov-
ernment vary from barely adequate to
completely inadequate.” Beyond that,
they say they “are aware of no
methodologically sound studies that
demonstrate the effectiveness” of
abstinence-only curricula.

OAPP’s Sheeran agrees that there
have been some methodological
problems with the evaluations,
pointing out that while Congress was
wise in 1981 to require evaluation as
part of the AFLA program, it made a
mistake in “putting the programs
and evaluations into the same cate-
gory—both starting and ending the

same day.” This, Sheeran says, was
“very shortsighted—because it is
necessary to follow the kids after-
wards to see if they stay abstinent.”
He stresses that, in an attempt to
address some of these methodologi-
cal issues, OAPP in recent years has
occasionally waived AFLA’s statutory
requirements to allow for “evalua-
tion-intensive” projects that spend
up to 30% of their grant money on
evaluation.

Looking Ahead

OAPP’s reforms have redeemed
AFLA, at least to some extent, in the
eyes of many family planning and
sexuality education advocates. The
prevailing lack of evidence that absti-
nence education has any impact on
teen sexual activity, however, largely
has prevented it from garnering their
active support. Furthermore, these
advocates caution that even the
“responsible” administration of the
AFLA program is tenuous, since it
essentially can be attributed to the
Kendrick settlement that officially
has expired and to the presence of
the Clinton administration.

Enthusiasm for the program among
conservative activists, meanwhile,
has eroded in recent years as the
program, by their standards, has
increasingly been diluted. By and
large, they have turned their ener-
gies to promoting a new, bigger
experiment in abstinence education:
the welfare abstinence-only educa-
tion program. And they have demon-
strated their intent to guard—at the
federal, state and grassroots levels—
the welfare law’s far-right letter and
its spirit.

How successful they will be is
another matter. In looking ahead to
the new program’s implementation,
one major question is whether it will
be administered—at least in some
states—in ways that temper the
extreme nature of the law, as
generally has been the case with
AFLA under the Clinton admin-
istration.

Another major question is whether
the new program will be any more
successful than AFLA in yielding rigor-
ous evaluations that shed light on the
efficacy of the abstinence promotion
approach. Notably, despite AFLA’s
overall failure in this regard (or, per-
haps, because of it), the new program
originally included no evaluation com-
ponent at all. Faced with a barrage of
criticism, however, Congress added
$6 million for this purpose in a sepa-
rate bill. While not a large sum in rela-
tion to the magnitude of the program,
DHHS officials have pledged that the
funds will be used to conduct scientifi-
cally rigorous, independent evalua-
tions of a manageable number of pro-
gram interventions.

Meanwhile, with most attention
focused on the new effort, AFLA has
become the program that few parti-
sans get excited about—either pro
or con. How Congress will respond
to the president’s requested budget
cut remains to be seen.
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Summary 
Rates of pregnancy, birth and abortion among U.S. teenagers continued their downward 
trend in 2000 (Table 1). Nationwide, the teenage pregnancy rate declined by 2% between 
1999 and 2000 (from 85.7 to 83.6 pregnancies per 1,000 women aged 15–19). From 1986 
to 2000, the rate dropped by 22% and, more importantly, fell by 28% since peaking in 
1990. 

The birthrate for teenagers also declined by 2% between 1999 and 2000 (from 48.8 to 
47.7 births per 1,000 women aged 15–19). The 2000 rate was 5% lower than the 1986 
rate and 23% lower than the peak rate of 61.8 births per 1,000 women reached in 1991.  

Teenagers’ abortion rate in 2000 was 24.0 per 1,000 women aged 15–19—some 3% 
lower than the 1999 rate of 24.7 per 1,000. From 1986 to 2000, the abortion rate dropped 
by 43%; during the same period, the proportion of teenage pregnancies ending in abortion 
fell from 46% to 33%—a decline of more than one-quarter (27%). 

White, black and Hispanic adolescents have experienced declines in pregnancy rates, 
although to different extents (Table 1). Among black women aged 15–19, the nationwide 
pregnancy rate fell by 32% between 1990 and 2000 (from 224 to 153 per 1,000); among 
white teenagers, it declined by 28% during that time (from 24 to 71 per 1,000). The 
pregnancy rate among Hispanic teenagers, who may be of any race, increased from 162 
to 170 per 1,000 women aged 15–19 between 1990 and 1992, but then fell to 138 per 
1,000 by 2000—15% below the 1990 rate. 

Teenage pregnancy rates in 2000 varied widely by state, ranging from 42 pregnancies per 
1,000 women aged 15–19 in North Dakota to 113 per 1,000 in Nevada and 128 per 1,000 
in the District of Columbia (Table 2). The highest state adolescent pregnancy rates after 
Nevada’s were in Arizona, Mississippi, New Mexico and Texas. Vermont, New 
Hampshire, Minnesota and Maine had the lowest rates after North Dakota’s. 

Teenage birthrates for 2000 also varied considerably by state (Table 2). The highest rates 
(66–71 births per 1,000 women aged 15–19) were in Mississippi, Texas, Arizona, 
Arkansas and New Mexico; in the District of Columbia, 56 births occurred per 1,000 
teenage women. New Hampshire, Vermont, Massachusetts, North Dakota and Maine had 
the lowest rates (23–29 per 1,000). 

Statewide teenage abortion rates were highest (36–47 abortions per 1,000 women aged 
15–19) in New Jersey, New York, Maryland, California and Nevada (Table 2); the rate in 
the District of Columbia was 55 per 1,000. Teenagers in Utah, South Dakota, Kentucky 
and North Dakota had the lowest abortion rates (6–8 per 1,000). 

Overall in 2000, one-third of pregnancies among 15–19-year-olds ended in abortion 
(Table 2). However, in New Jersey, 60% of teenage pregnancies ended in abortion, as did 
at least 50% in New York, Massachusetts and the District of Columbia. By contrast, only 
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13% of pregnancies among teenagers in Kentucky and Utah ended in abortion; the 
proportion was also relatively low (15–16%) in Louisiana, Arkansas and South Dakota.  

Between 1988 and 2000, teenage pregnancy rates declined in every state and in the 
District of Columbia (Table 3). Teenage birthrates increased between 1988 and 1992 in 
all but four states (Maine, Maryland, New Hampshire and New Jersey); birthrates then 
fell in all states between 1992 and 2000. By 2000, they were lower than the 1998 rates in 
all states except Colorado, Iowa, Nebraska and Texas. Teenage abortion rates between 
1988 and 2000 declined in every state except Mississippi and Wyoming. 

Of the states with available 2000 pregnancy data by race and Hispanic ethnicity (Table 
4), Arkansas had the highest the pregnancy rate per 1,000 non-Hispanic white teenagers 
(77 per 1,000). Pregnancy rates among this group were also high in other southern states: 
Alabama, Tennessee, Mississippi, Kentucky and South Carolina (71–73 per 1,000). North 
Dakota had the lowest pregnancy rate among non-Hispanic white teenagers (33 per 
1,000). 

Pregnancy rates per 1,000 black women aged 15–19 were highest in New Jersey (209 per 
1,000), and next highest in Wisconsin, Delaware, Pennsylvania and Oregon (161–177 per 
1,000). They were lowest in Utah, New Mexico, West Virginia, Rhode Island and 
Colorado (71–114 per 1,000). 

Georgia, Arizona, Tennessee, Colorado and Delaware had the highest pregnancy rates 
among Hispanic women aged 15–19 (154–169 per 1,000). In contrast, pregnancy rates 
among Hispanic teenagers were lowest in Mississippi, Missouri, South Dakota and Ohio 
(71–115 per 1,000). 

Overall, approximately 822,000 pregnancies occurred among women aged 15–19 in 
2000; roughly two-thirds of these pregnancies were among 18–19-year-olds (Table 5). In 
general, states with the largest numbers of teenagers also had the greatest number of 
teenage pregnancies. California reported the highest number of adolescent pregnancies 
(113,000), followed by Texas, New York, Florida and Illinois (with about 37,000–80,000 
each). The smallest numbers of teenage pregnancies were in Vermont, North Dakota, 
Wyoming, South Dakota and Alaska, all of which reported fewer than 2,000 pregnancies 
among women aged 15–19. 

This report concludes with a series of tables that were used to calculate rates of 
pregnancy, birth and abortion in 2000, including numbers of teenage pregnancies, births, 
abortions and miscarriages, as well as population counts (Tables 5–9). A parallel set of 
tables of 1999 data (Tables 10–16) follows the 2000 set. 

The preparation of this report was made possible by grants from the Marion Cohen 
Memorial Foundation and the David and Lucile Packard Foundation. 
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About the Tables  

Data Sources and Methodology 

The data sources and methods for estimating state teenage pregnancy rates in 1999 and 
2000 are similar to those used to measure pregnancy rates for 1996 and 1992.1 
Pregnancies are calculated as the sum of births, miscarriages (including stillbirths) and 
abortions. The number of births to teenagers in each state and teenage birthrates were 
obtained from the National Center for Health Statistics (NCHS).2 The number of 
miscarriages was estimated as 20% of births plus 10% of abortions; these proportions 
attempt to account for miscarriages that occur after the pregnancy has lasted long enough 
to be noticed by the woman (6–7 weeks after her last menstrual period).3 

The annual numbers of abortions in each state for 1987, 1988, 1991, 1992, 1995, 1996, 
1999 and 2000 were calculated from survey data that The Alan Guttmacher Institute 
(AGI) collected from all known abortion providers. Data for other years were 
interpolated from the AGI numbers, after adjustment for annual trends based on state 
health department data compiled by the Centers for Disease Control and Prevention.4 

The national numbers of abortions by age, race and Hispanic ethnicity were estimated 
from distributions that we obtained by summing state health department data, after 
accounting for year-to-year changes in the reporting states.* In 2000, however, data on 
the race and ethnicity of teenagers having abortions were incomplete in 29 states. 

The numbers of teenage abortions by state of residence were calculated from the number 
of abortions performed in each state for women of all ages (residents and nonresidents), 
which we estimated from the AGI provider surveys. We reassigned abortions to the 
woman’s state of residence on the basis of information provided by state abortion 
reporting agencies. In 2000, for six states where complete residence-based information 
was unavailable, we asked a sample of abortion facilities for information about the state 
in which women obtaining abortions said they lived.† To estimate the number of 
nonresidents who had abortions in each state, we applied the percentage distribution of 
women having abortions, by state of residence, to our count of the total number of 
abortions that took place in each state.  

Of the state residents having abortions, the proportion who were aged 15–17 and 18–19 
and members of the various racial and ethnic groups were taken from state health 
department reports. For states with no information on the age of women having abortions 
in 2000,‡ we estimated the proportion of abortions obtained by teenagers by using several 
measures, including the national distribution, the distribution from neighboring or nearby 
and demographically similar states, and historical distributions from the state (see notes 
to tables for state-specific calculation methods). 
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Our calculation methods assume that teenagers travel outside their home state for 
abortion services in the same proportions as older women.§ This assumption may not be 
valid in states where minors travel out-of-state to avoid parental involvement 
requirements or in states to which teenagers travel. 

For 1990–2000, NCHS recently released revised population estimates based on the 
results of the 2000 census. To maintain comparability with prior years, these estimates 
convert the multiple race responses for an individual from the 2000 decennial census into 
a single response.5 Thus we have recalculated all 1990–1999 rates using updated 
denominators. Furthermore, NCHS publishes birthrates with April 1 population 
denominators for the decennial census years, and with July 1 denominators for other 
years. To maintain consistency, we have based all rates on July 1 denominators. 

Interpreting the Data 

Because health department abortion statistics are incomplete or nonexistent in many 
states, care should be used in interpreting the teenage abortion and pregnancy data. For 
the states with no information on the age of women having abortions, the teenage 
abortion rate was estimated. Similarly, error is introduced by the assumption that 
teenagers have abortions out-of-state in the same proportions as older women. Therefore, 
one cannot draw inferences about the effects of parental involvement requirements on the 
number of abortions obtained by minors. 

Births and abortions are reported according to the woman’s age at the time of the event, 
not the age at which she became pregnant; teenage pregnancy rates are therefore 
understated. For example, the rate for women aged 18–19 would be higher than that 
shown if pregnancies beginning at age 19 and ending at age 20 were included. 
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Footnotes 
 
* For a description of the methodology for estimating the number of abortions according 
to women’s characteristics, see Henshaw SK and Van Vort J, Abortion Factbook, 1992 
Edition: Readings, Trends, and State and Local Data to 1988, New York: The Alan 
Guttmacher Institute, 1992, p. 164. 
 
† The six states were Arizona, Florida, Iowa, Louisiana, Massachusetts and New 
Hampshire. In addition, we assumed that no out-of-state women obtained abortions in 
Alaska, and that for California, the percentage (0.5%) and distribution of out-of-state 
abortions in 2000 was the same as those in 1982, the last year for which this information 
is available. 
 
‡ These states were Alaska, California, Florida, New Hampshire and Wyoming. 
 
§ In 1996 only, we used age-specific data on state of residence for some states. 
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Race/ethnicity 
and measure 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000

TOTAL
Pregnancy rate* 106.7 106.6 111.4 114.9 116.9 115.3 111.0 108.0 104.6 99.6 95.6 91.4 88.7 85.7 83.6
Birthrate 50.2 50.6 53.0 57.3 60.3 61.8 60.3 59.0 58.2 56.0 53.5 51.3 50.3 48.8 47.7
Abortion rate 42.3 41.8 43.5 42.0 40.5 37.4 35.2 33.9 31.6 29.4 28.6 27.1 25.8 24.7 24.0
Abortion ratio† 45.7 45.2 45.1 42.3 40.2 37.7 36.9 36.5 35.2 34.5 34.8 34.6 33.9 33.6 33.4

WHITE
All
Pregnancy rate* 90.0 89.6 93.0 95.8 98.8 96.6 92.3 90.0 87.8 84.9 81.4 77.9 75.9 73.4 71.4
Birthrate 42.3 42.5 44.4 47.9 51.2 52.6 51.4 50.6 50.5 49.5 47.5 45.5 44.9 44.0 43.2
Abortion rate 35.6 35.1 36.1 34.8 33.9 30.4 27.9 26.6 24.7 23.2 22.2 21.1 20.0 18.7 17.9
Abortion ratio† 45.7 45.2 44.9 42.1 39.8 36.6 35.2 34.4 32.8 31.9 31.9 31.7 30.8 29.8 29.3

Non-Hispanic
Pregnancy rate* u u u u 87.3 82.7 77.0 74.6 71.8 68.8 65.5 62.9 60.2 57.4 54.7
Birthrate u u u 39.9 41.5 42.7 41.0 40.2 39.8 38.6 36.9 35.4 34.7 33.6 32.2
Abortion rate u u u u 32.9 28.7 25.3 24.0 21.8 20.5 19.3 18.6 16.9 15.5 14.6
Abortion ratio† u u u u 44.2 40.2 38.1 37.4 35.4 34.7 34.3 34.4 32.7 31.7 31.3

NONWHITE
All
Pregnancy rate* 180.7 180.1 189.1 193.4 189.4 188.5 183.5 177.6 169.0 155.1 148.9 141.6 136.2 130.8 128.2
Birthrate 84.8 85.5 89.2 95.9 96.3 97.8 94.6 91.2 87.5 80.5 75.9 72.6 70.2 66.1 64.4
Abortion rate 71.8 70.4 74.5 71.3 67.0 64.7 63.6 62.0 58.2 53.2 52.5 49.4 47.3 46.8 46.3
Abortion ratio† 45.8 45.2 45.5 42.6 41.0 39.8 40.2 40.5 39.9 39.8 40.9 40.5 40.3 41.4 41.8

Black
Pregnancy rate* u u u u 223.8 222.3 216.6 209.9 198.7 181.4 175.1 168.1 162.0 156.1 153.3
Birthrate 95.8 97.6 102.7 111.5 112.9 114.8 111.3 107.3 102.9 94.4 89.6 86.3 83.5 79.1 77.4
Abortion rate u u u u 80.3 76.9 75.5 73.8 68.3 61.9 61.4 58.7 56.2 55.7 54.9
Abortion ratio† u u u u 41.6 40.1 40.4 40.7 39.9 39.6 40.7 40.5 40.2 41.3 41.5

HISPANIC
Pregnancy rate* u u u u 162.2 169.1 169.7 165.8 164.4 158.5 152.8 143.5 142.5 139.4 137.9
Birthrate u u u 100.8 99.5 104.6 103.3 101.8 101.3 99.3 94.6 89.6 87.9 86.8 87.1
Abortion rate u u u u 38.9 39.6 41.6 39.7 39.0 35.8 35.7 32.7 33.7 32.1 30.3
Abortion ratio† u u u u 28.1 27.5 28.7 28.0 27.8 26.5 27.4 26.8 27.7 27.0 25.8

Notes: In this and subsequent tables, data are tabulated according to the woman´s age at the pregnancy outcome and, for births, according to 
the mother´s race (not the child´s). Numbers and rates may differ slightly from those published previously because we revised the number of 
abortions in 1993 through 1997 and used population estimates that came from the 2000 census. u=unavailable.  

Table 1. Rates of pregnancy, birth and abortion per 1,000 women aged 15–19, and abortion ratio, by race and ethnicity, 1986-2000

*Includes estimated number of pregnancies ending in miscarriage or stillbirth. †Abortions per 100 pregnancies ending in abortion or live birth; 
denominator excludes miscarriages and stillbirths.  
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 Pregnancy rate*

Rank 15–19 15–17 18–19 Rank 15–19 15–17 18–19 Rank 15–19 15–17 18–19

U.S. total na 84 48 136 na 48 27 78 na 24 14 38 33
Alabama 15 90 54 142 9 61 37 96 30 16 9 24 20
Alaska‡ 30 73 37 140 21 48 24 93 35 14 8 26 23
Arizona 2 104 62 168 3 67 40 108 19 21 12 35 24
Arkansas 10 93 51 155 4 66 35 112 41 12 8 19 16
California‡ 7 96 55 156 23 47 27 78 5 36 21 58 43

Colorado 22 82 48 133 15 51 29 84 21 19 12 29 27
Connecticut 33 70 42 113 44 31 16 54 9 30 21 44 49
Delaware 11 93 62 131 19 48 30 72 8 31 24 41 39
District of Columbia na 128 119 135 na 56 50 61 na 55 53 57 50
Florida§ 6 97 55 163 16 51 28 85 7 33 19 56 40

Georgia 8 95 55 154 6 63 36 102 22 18 11 29 23
Hawaii 12 93 50 158 26 46 23 82 6 34 21 55 42
Idaho 37 62 31 106 27 43 21 74 45 10 6 16 19
Illinois 20 87 53 138 20 48 28 79 10 27 18 40 36
Indiana 31 73 39 121 17 49 26 82 38 12 7 20 20

Iowa 43 55 30 89 39 35 18 57 42 12 7 19 26
Kansas 34 69 36 118 24 46 23 81 39 12 8 19 21
Kentucky 25 76 41 124 14 56 30 91 47 8 5 13 13
Louisiana 19 87 50 140 7 62 36 100 44 11 7 18 15
Maine 46 52 27 90 46 29 14 53 31 15 9 24 34

Maryland 13 91 53 151 30 41 23 69 3 38 22 62 48
Massachusetts 40 60 34 94 48 26 15 41 11 26 14 41 50
Michigan 27 75 42 123 32 40 22 67 15 24 14 39 38
Minnesota 47 50 26 85 45 30 16 51 36 13 7 21 29
Mississippi 3 103 64 156 1 71 45 107 28 16 9 25 18

Missouri 29 74 40 124 18 49 27 81 34 14 7 25 22
Montana 38 60 33 102 37 37 19 64 32 14 9 23 28
Nebraska 41 59 32 99 36 38 19 65 40 12 8 19 25
Nevada 1 113 64 194 8 61 33 108 4 36 22 59 37
New Hampshire§ 48 47 22 83 50 23 10 43 25 17 9 29 42

New Jersey 16 90 52 154 43 32 17 57 1 47 29 78 60
New Mexico 4 103 64 163 5 66 39 106 18 22 15 33 25
New York 14 91 57 139 42 33 19 54 2 46 31 67 58
North Carolina 9 95 54 152 13 59 33 94 17 22 12 35 27
North Dakota 50 42 21 71 47 28 13 48 48 8 5 12 22

Ohio 28 74 40 124 25 46 24 78 27 17 10 27 27
Oklahoma 21 86 48 141 10 60 33 99 37 12 8 19 17
Oregon 23 79 44 130 28 43 23 72 13 25 15 40 37
Pennsylvania 39 60 34 96 41 34 20 54 23 17 10 28 34
Rhode Island 36 67 38 99 40 34 21 49 16 23 12 36 40

South Carolina 17 89 57 132 12 59 36 89 24 17 13 23 23
South Dakota 44 54 27 94 35 38 19 67 49 7 3 13 16
Tennessee 18 89 50 144 11 60 34 97 29 16 9 26 21
Texas 5 101 59 165 2 69 41 110 26 17 9 30 20
Utah 45 53 30 81 34 39 21 60 50 6 4 9 13

Vermont 49 44 23 75 49 24 11 43 33 14 9 22 37
Virginia 32 72 38 120 31 41 21 69 20 21 11 34 34
Washington 26 75 42 125 33 39 20 67 12 26 16 40 40
West Virginia 35 67 34 112 22 47 23 80 46 10 6 15 17
Wisconsin 42 55 30 93 38 35 19 60 43 12 7 19 25
Wyoming** 24 77 42 132 29 42 19 77 14 25 17 36 37

Notes: Even though abortions have been tabulated according to state of residence where possible, in states with parental notification or consent requirements for 
minors, the pregnancy and abortion rates may be too low because minors have traveled to other states for abortion services.  na=not applicable.

Table 2. Ranking by rates of pregnancy, birth and abortion per 1,000 women aged 15–19, these rates by age-group, and abortion ratios—all according to 
state of residence, 2000

*Includes estimated number of pregnancies ending in miscarriage or stillbirth. †Abortions per 100 pregnancies ending in abortion or live birth. ‡Abortion estimates are 
based on the number of abortions among all women in the state and the proportion of abortions obtained by women of the same age nationally. §Abortion estimates 
are based on the number of abortions among all women in the state and the proportion of abortions obtained by women of the same age in neighboring or similar 
states. **Abortion estimates are based on the number of abortions among all women in the state and the average proportion of abortions obtained by women of the 
same age in Wyoming in 1992, 1996 and 1999.  

State  Birthrate  Abortion rate Abortion 
ratio†
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Table 3. Rates of pregnancy, birth and abortion per 1,000 women aged 15 –19, according to state of residence, selected years

State   Pregnancy rate*   Birthrate   Abortion rate
1988 1992 1996 2000 1988 1992 1996 2000 1988 1992 1996 2000

U.S. total 111 111 96 84 53 60 53 48 43 35 29 24
Alabama 110 116 103 90 63 72 67 61 32† 27 20 16
Alaska 111 111 82 73 57 65 51 48 38† 30† 19† 14‡
Arizona 127 131 115 104 69 80 72 67 40 32 26 21
Arkansas 115 115 106 93 70 75 74 66 27 23 16 12
California 154 157 122 96 58 73 61 47 76† 63† 45† 36‡

Colorado 102 111 92 82 49 58 51 51 39 37 29 19
Connecticut 107 95 84 70 36 39 37 31 58 44 37 30
Delaware 117 119 89 93 53 59 54 48 49† 44 23 31
District of Columbia 209 254 199 128 74 107 79 56 110 115 49 55
Florida† 133 125 111 97 63 65 57 51 52† 42† 39† 33†

Georgia 122 126 107 95 69 74 67 63 37 34 24 18
Hawaii 134 140 103 93 49 54 49 46 68 68 40 34
Idaho 73 77 69 62 45 52 47 43 17 14 12 10
Illinois 112 111 103 87 54 63 55 48 43† 32 33 27
Indiana 89 94 87 73 52 59 55 49 25 22 19 12

Iowa 69 66 57 55 33 41 37 35 27† 16† 12† 12
Kansas 88 90 78 69 49 56 49 46 27 21 17 12
Kentucky 96 99 88 76 60 65 61 56 22 19 13 8
Louisiana 107 108 97 87 68 76 67 62 23 15 15 11
Maine 82 70 58 52 41 40 32 29 30 20 18 15

Maryland 129 118 105 91 51 51 46 41 61 52 44 38
Massachusetts 97 86 76 60 32 38 31 26 53 38 36 26
Michigan 111 108 87 75 47 57 46 40 49 37 29 24
Minnesota 69 64 56 50 31 36 32 30 29 19 16 13
Mississippi 106 121 106 103 73 84 74 71 16 19 16 16

Missouri 99 100 85 74 55 63 53 49 30 22 19 14
Montana 74 81 66 60 39 46 39 37 24 23 17 14
Nebraska 75 71 62 59 37 41 39 38 27 20 14 12
Nevada 142 143 140 113 65 71 69 61 59 53 51 36
New Hampshire 87 62 56 47 33 31 28 23 43† 22† 20† 17†

New Jersey 112 96 96 90 39 39 35 32 60 45 49 47
New Mexico 124 128 109 103 72 80 70 66 35 30 22 22
New York 116 118 103 91 40 45 40 33 61 59 50 46
North Carolina 122 120 103 95 61 69 62 59 45 34 25 22
North Dakota 57 59 49 42 31 37 32 28 18 13 10 8

Ohio 96 93 81 74 52 58 50 46 31 21 18 17
Oklahoma 105 100 90 86 62 70 63 60 27† 14† 13† 12
Oregon 105 99 89 79 48 53 50 43 43 32 26 25
Pennsylvania 87 84 68 60 41 45 38 34 34 27 20 17
Rhode Island 86 93 79 67 38 46 39 34 36 35 30 23

South Carolina 114 109 94 89 65 70 60 59 33 23 19 17
South Dakota 69 74 60 54 44 48 40 38 15 14 10 7
Tennessee 110 111 97 89 64 71 64 60 31 24 18 16
Texas 117 122 113 101 69 78 73 69 31 26 23 17
Utah 69 65 58 53 44 46 41 39 15 9 7 6

Vermont 81 71 59 44 33 36 30 24 37 26 22 14
Virginia 106 101 87 72 46 52 45 41 46 35 29 21
Washington 109 107 87 75 47 51 46 39 47 42 29 26
West Virginia 78 85 73 67 50 56 51 47 17† 16 12 10
Wisconsin 74 73 61 55 38 42 37 35 26 21 15 12
Wyoming 82 81 75 77 48 50 45 42 23 19 20 25§

Note: Even though abortions have been tabulated according to state of residence where possible, in states with parental notification or consent requirements for 
minors, the pregnancy and abortion rates may be too low because minors have traveled to other states for abortion services.

*Includes estimated number of pregnancies ending in miscarriage or stillbirth.  Some pregnancy rates were based on state-specific special calculations (see 
footnotes in abortion rate column). †Abortion estimates are based on the number of abortions among all women in the state and the proportion of abortions 
obtained by women of the same age in neighboring or similar states. ‡Abortion estimates are based on the number of abortions among all women in the state 
and the proportion of abortions obtained by women of the same age nationally. §Abortion estimates are based on the average number of abortions among all 
women in the state and the proportion of abortions obtained by women of the same age in Wyoming in 1992, 1996 and 1999.  
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State  Non-Hispanic white  Black  Hispanic

Pregnancy* Birth Abortion Pregnancy* Birth Abortion Pregnancy* Birth Abortion

U.S. total† 55 32 15 153 77 55 138 87 30
Alabama 73 49 12 123 82 23 136 107 6
Alaska u 31 u u 73 u u 72 u
Arizona 68 38 20 122 74 31 164 114 25
Arkansas 77 56 10 141 97 22 132 103 8
California u 22 u u 56 u u 79 u

Colorado 59 31 20 114 80 16 154 113 16
Connecticut u 15 u u 59 u u 89 u
Delaware 62 32 22 166 85 58 154 103 28
District of Columbia u 2 u u 81 u u 85 u
Florida u 37 u u 82 u u 58 u

Georgia 70 46 13 127 81 27 169 132 10
Hawaii 56 20 29 143 64 60 146 100 23
Idaho 54 36 10 ‡ ‡ ‡ 135 105 9
Illinois u 26 u u 94 u u 90 u
Indiana (63) 42 (11) 145 91 32 u 95 u

Iowa (49) 30 (11) 128 86 23 u 97 u
Kansas 56 37 10 142 86 35 133 100 12
Kentucky (71) 53 (7) 119 84 17 u 92 u
Louisiana (62) 43 (9) 127 92 15 u 40 u
Maine 51 29 15 ‡ ‡ ‡ ‡ ‡ ‡

Maryland u 26 u 150 67 64 u 62 u
Massachusetts u 16 u u 56 u u 88 u
Michigan u 27 u u 80 u u 81 u
Minnesota 36 21 10 160 89 48 147 105 19
Mississippi 72 52 9 139 93 24 71 52 7

Missouri 60 41 10 152 92 39 109 80 12
Montana (51) 28 (15) ‡ ‡ ‡ u 64 u
Nebraska u 29 u u 85 u u 105 u
Nevada u 40 u u 77 u u 108 u
New Hampshire u 21 u u 34 u u 58 u

New Jersey 35 13 18 209 67 116 130 69 43
New Mexico 70 39 21 101 56 31 128 85 23
New York 52 17 28 167 53 93 130 64 48
North Carolina u 43 u 132 79 34 u 147 u
North Dakota 33 20 8 ‡ ‡ ‡ ‡ ‡ ‡

Ohio 59 38 13 159 93 43 115 80 17
Oklahoma u 50 u 122 84 19 u 97 u
Oregon 67 35 23 161 69 71 151 103 24
Pennsylvania 41 24 11 165 82 61 128 91 17
Rhode Island u 19 u 111 55 41 u 94 u

South Carolina 71 44 16 116 79 19 126 96 9
South Dakota 40 27 7 ‡ ‡ ‡ 111 77 17
Tennessee 73 50 12 141 90 30 155 120 10
Texas 65 40 15 120 76 26 142 103 16
Utah 43 32 5 71 45 15 141 107 11

Vermont 44 24 14 ‡ ‡ ‡ ‡ ‡ ‡
Virginia u 30 u 118 68 33 u 71 u
Washington u 30 u u 56 u u 101 u
West Virginia (66) 47 (9) 103 67 20 u 9 u
Wisconsin 39 24 10 177 111 39 137 98 17
Wyoming u 36 u ‡ ‡ ‡ u 81 u

Table 4. Rates of pregnancy, birth and abortion rates per 1,000 women aged 15 –19, by race and ethnicity, according 
to state of residence, 2000

*Includes estimated number of pregnancies ending in miscarriage or stillbirth. †Includes estimates for states not shown.  
‡Rate not calculated because population base of women aged 15–19 was <500. 
Notes: In states with parental notification or consent requirements for minors, pregnancy and abortion rates may be too low 
because minors may have traveled to other states for abortion services.  Numbers of pregnancies, pregnancy rates and 
abortion rates in parentheses include abortions obtained by Hispanic women; in these states, ≤ 10% of births to white women 
15–19 were to Hispanics. u=unavailable.
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State     Pregnancies*     Births
<15 15–19 15–17 18–19 <15 15–19 15–17 18–19

U.S. total 19,640 821,810 281,900 539,910 8,519 468,990 157,209 311,781
Alabama 370 14,400 5,030 9,360 201 9,727 3,403 6,324
Alaska† 30 1,770 590 1,180 14 1,162 381 781
Arizona 390 18,610 6,630 11,990 218 12,018 4,296 7,722
Arkansas 220 8,980 2,910 6,070 130 6,400 2,021 4,379
California† 2,850 113,000 39,320 73,680 896 55,463 18,914 36,549

Colorado 230 12,130 4,340 7,790 117 7,550 2,614 4,936
Connecticut 170 7,420 2,790 4,630 66 3,277 1,077 2,200
Delaware 80 2,540 940 1,610 31 1,330 452 878
District of Columbia 100 2,410 970 1,440 31 1,057 408 649
Florida‡ 1,450 48,440 16,710 31,730 531 25,166 8,648 16,518

Georgia 770 27,370 9,380 17,990 396 17,994 6,114 11,880
Hawaii 50 3,600 1,190 2,410 18 1,788 542 1,246
Idaho 50 3,420 1,000 2,410 16 2,349 671 1,678
Illinois 930 37,480 13,680 23,800 391 20,714 7,152 13,562
Indiana 280 16,020 5,020 11,000 128 10,846 3,354 7,492

Iowa 100 6,020 1,880 4,130 48 3,788 1,138 2,650
Kansas 120 7,030 2,160 4,870 56 4,706 1,379 3,327
Kentucky 210 10,610 3,320 7,290 130 7,775 2,403 5,372
Louisiana 450 15,780 5,330 10,450 274 11,269 3,796 7,473
Maine 20 2,250 700 1,550 7 1,273 363 910

Maryland 530 15,910 5,650 10,260 168 7,202 2,499 4,703
Massachusetts 240 12,160 3,880 8,280 90 5,308 1,740 3,568
Michigan 540 26,270 8,820 17,450 223 14,122 4,620 9,502
Minnesota 180 9,120 2,880 6,240 92 5,495 1,739 3,756
Mississippi 410 11,630 4,170 7,460 237 8,028 2,928 5,100

Missouri 280 14,950 4,720 10,230 134 9,852 3,202 6,650
Montana 20 2,070 700 1,370 6 1,268 406 862
Nebraska 70 3,860 1,240 2,620 34 2,477 753 1,724
Nevada 140 7,130 2,510 4,620 65 3,861 1,299 2,562
New Hampshire‡ 20 2,000 570 1,430 4 995 257 738

New Jersey 580 23,080 8,330 14,750 132 8,087 2,660 5,427
New Mexico 150 7,290 2,750 4,540 78 4,655 1,700 2,955
New York 1,530 56,420 21,050 35,370 355 20,783 6,958 13,825
North Carolina 670 24,790 8,210 16,590 337 15,353 5,087 10,266
North Dakota 10 1,070 300 770 4 706 187 519

Ohio 710 29,650 9,600 20,060 307 18,455 5,796 12,659
Oklahoma 190 11,110 3,680 7,430 121 7,780 2,523 5,257
Oregon 160 9,360 3,150 6,210 66 5,094 1,657 3,437
Pennsylvania 720 24,950 8,280 16,660 295 14,177 4,763 9,414
Rhode Island 60 2,430 750 1,680 28 1,250 415 835

South Carolina 340 12,760 4,640 8,120 208 8,382 2,921 5,461
South Dakota 30 1,620 490 1,130 19 1,155 353 802
Tennessee 400 17,070 5,600 11,470 226 11,458 3,777 7,681
Texas 1,750 80,050 28,140 51,910 1,122 54,315 19,640 34,675
Utah 70 5,660 1,760 3,910 38 4,146 1,271 2,875

Vermont 10 970 290 670 2 521 138 383
Virginia 400 16,920 5,280 11,650 179 9,630 2,960 6,670
Washington 280 15,630 5,280 10,340 118 8,127 2,560 5,567
West Virginia 60 4,050 1,210 2,840 29 2,839 817 2,022
Wisconsin 210 10,980 3,570 7,420 99 6,977 2,222 4,755
Wyoming§ 20 1,550 510 1,040 4 840 235 605

*Rounded to the nearest 10; includes estimated number of pregnancies ending in miscarriage or stillbirth.  
†Abortion estimates are based on the number of abortions to all women in the state and the proportion of 
abortions obtained by women of the same age nationally. ‡Abortion estimates are based on the number of 
abortions among all women in the state and the proportion of abortions obtained by women of the same age in 
neighboring or similar states. §Abortion estimates are based on the number of abortions among all women in 
the state and the average proportion of abortions obtained by women of the same age in Wyoming in 1992, 
1996 and 1999.  

Table 5. Number of pregnancies and births among women younger than 20, by age-group, according to 
state of residence, 2000

Note: Even though abortions have been tabulated according to state of residence where possible, in states with
parental notification or consent requirements for minors, the number of pregnancies may be too low because 
minors have traveled to other states for abortion services.
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State     Abortions*     Miscarriages and stillbirths*

<15 15–19 15–17 18–19 <15 15–19 15–17 18–19

U.S. total 8,560 235,470 84,770 150,700 2,560 117,350 39,920 77,430
Alabama 120 2,480 860 1,610 50 2,190 770 1,430
Alaska‡ 10 340 120 220 † 270 90 180
Arizona 120 3,810 1,340 2,470 60 2,780 990 1,790
Arkansas 60 1,180 440 740 30 1,400 450 950
California‡ 1,620 42,230 15,110 27,110 340 15,320 5,290 10,020

Colorado 80 2,790 1,090 1,690 30 1,790 630 1,160
Connecticut 80 3,170 1,360 1,810 20 970 350 620
Delaware 40 860 360 500 10 350 130 230
District of Columbia 60 1,040 430 600 10 320 130 190
Florida§ 740 16,590 5,760 10,830 180 6,690 2,310 4,390

Georgia 270 5,250 1,860 3,390 110 4,120 1,410 2,720
Hawaii 30 1,320 490 830 10 490 160 330
Idaho 20 540 180 360 10 520 150 370
Illinois 420 11,480 4,640 6,840 120 5,290 1,890 3,400
Indiana 110 2,730 900 1,830 40 2,440 760 1,680

Iowa 40 1,340 470 870 10 890 270 620
Kansas 50 1,260 460 800 20 1,070 320 750
Kentucky 50 1,170 400 770 30 1,670 520 1,150
Louisiana 110 2,050 700 1,350 70 2,460 830 1,630
Maine 10 660 240 410 † 320 100 220

Maryland 300 6,600 2,410 4,190 60 2,100 740 1,360
Massachusetts 120 5,260 1,630 3,630 30 1,590 510 1,080
Michigan 240 8,480 2,980 5,500 70 3,670 1,220 2,450
Minnesota 70 2,290 720 1,570 20 1,330 420 910
Mississippi 120 1,820 600 1,220 60 1,790 650 1,140

Missouri 100 2,840 800 2,050 40 2,250 720 1,530
Montana 20 500 200 300 † 300 100 200
Nebraska 20 810 300 500 10 580 180 400
Nevada 60 2,270 870 1,400 20 1,000 350 650
New Hampshire§ 20 730 230 500 † 270 70 200

New Jersey 380 12,160 4,670 7,490 60 2,830 1,000 1,830
New Mexico 50 1,550 640 910 20 1,090 400 680
New York 1,000 28,620 11,550 17,070 170 7,020 2,550 4,470
North Carolina 240 5,790 1,910 3,880 90 3,650 1,210 2,440
North Dakota † 200 70 130 † 160 40 120

Ohio 310 6,820 2,400 4,420 90 4,370 1,400 2,970
Oklahoma 40 1,620 600 1,020 30 1,720 560 1,150
Oregon 70 2,950 1,050 1,900 20 1,310 440 880
Pennsylvania 330 7,210 2,330 4,880 90 3,560 1,190 2,370
Rhode Island 30 850 230 620 10 330 110 230

South Carolina 90 2,450 1,030 1,430 50 1,920 690 1,230
South Dakota † 220 60 150 † 250 80 180
Tennessee 110 3,020 970 2,050 60 2,590 850 1,740
Texas 360 13,520 4,160 9,360 260 12,220 4,340 7,870
Utah 20 630 210 410 10 890 280 620

Vermont † 310 120 200 † 140 40 100
Virginia 170 4,880 1,570 3,310 50 2,410 750 1,670
Washington 130 5,340 2,010 3,330 40 2,160 710 1,450
West Virginia 20 590 210 380 10 630 180 440
Wisconsin 80 2,370 820 1,560 30 1,630 530 1,110
Wyoming** 20 490 210 290 † 220 70 150

Table 6. Number of abortions and number of miscarriages and stillbirths among women younger than 
20, by age-group, according to state of residence, 2000

*Rounded to the nearest 10. †<5 abortions or miscarriages/stillbirths. ‡Abortion estimates are based on the 
number of abortions to all women in the state and the proportion of abortions obtained by women of the same 
age nationally. §Abortion estimates are based on the number of abortions among all women in the state and 
the proportion of abortions obtained by women of the same age in neighboring or similar states. **Abortion 
estimates are based on the number of abortions among all women in the state and the average proportion of 
abortions obtained by women of the same age in Wyoming in 1992, 1996 and 1999.  
Note: Even though abortions have been tabulated according to state of residence where possible, in states 
with parental notification or consent requirements for minors, the number of abortions and miscarriages may 
be too low because minors have traveled to other states for abortion services.
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State Population
15–19 15–17 18–19

U.S. total 9,826,251 5,848,159 3,978,092
Alabama 159,102 93,096 66,006
Alaska 24,148 15,748 8,400
Arizona 178,642 107,170 71,472
Arkansas 96,376 57,216 39,160
California 1,182,526 711,724 470,802

Colorado 148,373 89,804 58,569
Connecticut 106,439 65,612 40,827
Delaware 27,426 15,205 12,221
District of Columbia 18,768 8,115 10,653
Florida 497,983 303,577 194,406

Georgia 287,098 170,640 116,458
Hawaii 38,863 23,628 15,235
Idaho 54,769 31,977 22,792
Illinois 430,275 257,781 172,494
Indiana 219,730 128,760 90,970

Iowa 109,544 63,108 46,436
Kansas 101,613 60,420 41,193
Kentucky 139,429 80,497 58,932
Louisiana 180,517 105,890 74,627
Maine 43,599 26,405 17,194

Maryland 175,482 107,642 67,840
Massachusetts 203,508 115,869 87,639
Michigan 350,542 208,835 141,707
Minnesota 182,859 109,590 73,269
Mississippi 113,307 65,435 47,872

Missouri 201,880 119,320 82,560
Montana 34,497 21,098 13,399
Nebraska 65,381 38,977 26,404
Nevada 62,828 39,049 23,779
New Hampshire 42,761 25,511 17,250

New Jersey 256,582 160,600 95,982
New Mexico 71,021 43,174 27,847
New York 622,580 368,612 253,968
North Carolina 262,292 152,894 109,398
North Dakota 25,473 14,740 10,733

Ohio 399,817 238,258 161,559
Oklahoma 129,483 76,595 52,888
Oregon 119,188 71,538 47,650
Pennsylvania 415,550 242,815 172,735
Rhode Island 36,560 19,569 16,991

South Carolina 143,024 81,498 61,526
South Dakota 30,219 18,189 12,030
Tennessee 191,825 112,368 79,457
Texas 791,597 476,679 314,918
Utah 107,344 59,158 48,186

Vermont 22,046 13,046 9,000
Virginia 236,561 139,512 97,049
Washington 208,102 125,480 82,622
West Virginia 60,473 35,134 25,339
Wisconsin 198,183 118,395 79,788
Wyoming 20,066 12,206 7,860

Table 7. Population estimates among women aged 
15–19, by age-group, according to state of 
residence, 2000
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State   Pregnancies*   Births   Abortions*
 Non-

Hispanic 
white

Black Hispanic  Non-
Hispanic 

white

Black Hispanic  Non-
Hispanic 

white

Black Hispanic

U.S. total 346,980 235,650 204,980 204,056 118,954 129,469 92,830 84,460 45,110 
Alabama 7,310 6,600 390 4,976 4,380 305 1,210 1,220 20 
Alaska u u u 483 80 83 u u u
Arizona 6,670 930 9,480 3,732 559 6,585 1,990 240 1,440 
Arkansas 5,470 2,890 460 3,942 1,992 358 670 460 30 
California u u u 10,279 5,406 36,919 u u u

Colorado 6,190 850 4,810 3,258 594 3,539 2,070 120 520 
Connecticut u u u 1,108 851 1,249 u u u
Delaware 1,160 1,120 240 589 577 158 420 390 40 
District of Columbia u u 150 10 926 126 u u u
Florida u u u 10,311 9,255 5,481 u u u

Georgia 11,510 12,890 2,580 7,593 8,213 2,004 2,180 2,760 160 
Hawaii 470 130 u 164 57 414 250 50 100 
Idaho 2,590 30 670 1,724 18 517 480 10 40 
Illinois u u u 7,063 7,647 5,832 u u u
Indiana (11,600) 3,240 1,020 7,858 2,045 851 (1,970) 720 u

Iowa (4,930) 410 410 3,061 272 344 (1,140) 70 u
Kansas 4,640 1,030 1,100 3,070 629 832 860 250 100 
Kentucky (8,740) 1,530 u 6,472 1,075 194 (890) 210 †
Louisiana (6,350) 9,030 200 4,422 6,546 170 (950) 1,070 u
Maine 2,110 40 u 1,205 20 14 610 10 10 

Maryland u 8,840 640 2,645 3,934 533 u 3,740 u
Massachusetts u u u 2,543 1,009 1,727 u u u
Michigan u u u 7,204 4,545 1,152 u u u
Minnesota 5,580 1,400 920 3,280 779 660 1,500 420 120 
Mississippi 4,280 7,140 110 3,075 4,796 80 540 1,260 10 

Missouri 9,920 4,230 550 6,782 2,541 407 1,620 1,070 60 
Montana (1,530) 10 u 854 10 61 (460) † u
Nebraska u u u 1,615 293 404 u u u
Nevada u u u 1,518 445 1,658 u u u
New Hampshire u u u 854 18 53 u u u

New Jersey 5,310 10,090 5,640 1,961 3,259 3,000 2,690 5,620 1,860 
New Mexico 1,790 190 4,460 1,001 103 2,976 540 60 810 
New York 18,300 22,890 14,660 6,010 7,325 7,251 10,080 12,820 5,410 
North Carolina u 9,400 u 7,229 5,621 1,996 u 2,420 u
North Dakota 770 10 u 472 9 20 180 † 10 

Ohio 19,550 8,760 1,130 12,432 5,127 787 4,210 2,370 170 
Oklahoma u 1,560 u 4,619 1,076 813 u 240 u
Oregon 6,560 460 1,760 3,423 198 1,209 2,230 200 290 
Pennsylvania 13,710 8,510 2,340 8,066 4,218 1,665 3,660 3,130 310 
Rhode Island u 340 u 540 170 385 u 120 u

South Carolina 5,970 6,200 470 3,738 4,217 361 1,350 1,040 30 
South Dakota 1,030 20 60 698 14 41 180 † 10 
Tennessee 10,540 5,680 690 7,224 3,631 536 1,700 1,210 50 
Texas 23,910 12,660 42,430 14,811 8,065 30,924 5,580 2,710 4,840 
Utah 4,010 90 1,270 2,924 55 962 460 20 100 

Vermont 930 10 u 501 2 3 300 10 †
Virginia u 6,880 u 4,656 3,987 864 u 1,900 u
Washington u u u 4,806 536 1,968 u u u
West Virginia (3,780) 250 u 2,663 161 5 (530) 50 u
Wisconsin 6,560 2,640 1,210 3,960 1,656 867 1,640 590 150 
Wyoming u u u 632 12 126 u u u

Table 8. Number of pregnancies, births and abortions among women aged 15–19, by race and ethnicity, according 
to state of residence, 2000

*Rounded to the nearest 10. †<5 abortions. 
Notes: Numbers of pregnancies include estimates of the numbers of miscarriages and stillbirths.  Numbers of pregnancies 
and abortions in parentheses include abortions obtained by Hispanic women; in these states ≤ 10% of births to white women 
15–19 were to Hispanics.  Even though abortions have been tabulated according to state of residence where possible, in 
states with parental notification or consent requirements for minors, the number of abortions and pregnancies may be too 
low because minors have traveled to other states for abortion services.  u=unavailable.   
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State  Miscarriages and stillbirths*  Population
Non-

Hispanic 
white

Black Hispanic Non-
Hispanic 

white

Black Hispanic

U.S. total 50,090 32,240 30,400 6,344,322 1,537,501 1,486,384
Alabama 1,120 1,000 60 100,676 53,481 2,840
Alaska u u u 15,638 1,102 1,145
Arizona 950 140 1,460 98,067 7,600 57,673
Arkansas 860 440 70 70,829 20,460 3,489
California u u u 470,069 97,258 469,600

Colorado 860 130 760 104,527 7,452 31,318
Connecticut u u u 76,032 14,382 14,058
Delaware 160 150 40 18,664 6,750 1,529
District of Columbia u u u 5,514 11,419 1,474
Florida u u u 282,354 113,159 93,750

Georgia 1,740 1,920 420 163,783 101,779 15,239
Hawaii 60 20 90 8,379 893 4,136
Idaho 390 † 110 47,999 343 4,938
Illinois u u u 270,175 81,146 64,487
Indiana (1,770) 480 u 185,573 22,413 8,954

Iowa (730) 60 u 100,746 3,176 3,543
Kansas 700 150 180 82,876 7,282 8,316
Kentucky (1,380) 240 40 123,134 12,849 2,107
Louisiana (980) 1,420 u 101,976 71,116 4,220
Maine 300 10 † 41,822 436 470

Maryland u 1,160 u 100,719 58,817 8,585
Massachusetts u u u 157,701 17,900 19,629
Michigan u u u 269,627 57,145 14,269
Minnesota 810 200 140 157,034 8,753 6,277
Mississippi 670 1,090 20 59,221 51,427 1,532

Missouri 1,520 620 90 165,289 27,719 5,103
Montana (220) † u 30,110 184 958
Nebraska u u u 56,392 3,444 3,846
Nevada u u u 37,571 5,767 15,311
New Hampshire u u u 40,523 527 910

New Jersey 660 1,210 790 153,233 48,287 43,376
New Mexico 250 30 680 25,626 1,855 34,868
New York 2,210 2,750 1,990 354,025 137,329 112,724
North Carolina u 1,370 u 169,325 71,391 13,593
North Dakota 110 † † 23,035 230 378

Ohio 2,910 1,260 170 329,293 55,246 9,797
Oklahoma u 240 u 91,677 12,792 8,358
Oregon 910 60 270 97,620 2,870 11,696
Pennsylvania 1,980 1,160 360 337,576 51,507 18,283
Rhode Island u 50 u 28,308 3,073 4,083

South Carolina 880 950 80 84,221 53,379 3,743
South Dakota 160 † 10 25,783 249 532
Tennessee 1,620 850 110 144,419 40,202 4,466
Texas 3,520 1,880 6,670 366,068 105,826 298,803
Utah 630 10 200 92,673 1,221 8,992

Vermont 130 † † 21,132 218 303
Virginia u 990 u 156,200 58,488 12,254
Washington u u u 158,929 9,640 19,515
West Virginia (590) 40 u 57,075 2,400 534
Wisconsin 960 390 190 167,431 14,915 8,828
Wyoming u u u 17,653 204 1,552

Notes: Numbers of miscarriages and stillbirths in parentheses include those estimated from 
abortions obtained by Hispanic women; in these states ≤ 10% of births to white women 
15–19 were to Hispanics.  Even though abortions have been tabulated according to state of 
residence where possible, in states with parental notification or consent requirements for 
minors, the number of miscarriages and stillbirths may be too low because minors have 
traveled to other states for abortion services.  u=unavailable.

Table 9. Number of miscarriages and stillbirths, and total population, among women 
aged 15–19, by race and ethnicity, according to state of residence, 2000

*Estimated as 20% of births plus 10% of abortions and rounded to the nearest 10.  †<5 
miscarriages/stillbirths.  
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 Pregnancy rate*

Rank 15–19 15–17 18–19 Rank 15–19 15–17 18–19 Rank 15–19 15–17 18–19

U.S. total na 86 51 137 na 49 28 79 na 25 15 39 34
Alabama 16 91 55 142 9 61 37 95 28 16 10 26 21
Alaska‡ 27 76 41 144 24 48 25 91 27 17 9 32 26
Arizona 2 105 64 163 3 68 42 106 21 21 13 33 24
Arkansas 12 93 52 153 5 66 36 109 41 13 7 20 16
California‡ 7 100 60 160 21 49 29 79 4 37 23 60 43

Colorado 23 83 52 130 18 50 30 80 19 21 15 30 30
Connecticut 34 72 46 113 44 33 19 54 9 30 22 44 48
Delaware 11 94 62 134 16 51 33 73 8 30 21 42 37
District of Columbia na 133 124 139 na 56 53 58 na 59 54 63 51
Florida§ 6 101 59 163 15 52 30 84 7 35 21 56 40

Georgia 8 99 59 157 7 64 37 101 20 21 13 32 25
Hawaii 14 93 54 154 27 45 24 79 6 35 23 54 44
Idaho 36 67 37 108 28 43 25 70 39 13 7 22 24
Illinois 20 87 53 138 19 50 29 81 12 25 17 37 34
Indiana 30 75 41 123 17 51 28 82 38 13 7 22 21

Iowa 43 56 30 91 39 35 19 58 42 12 7 19 26
Kansas 33 73 39 122 23 48 25 83 37 13 8 21 22
Kentucky 25 78 43 128 14 56 30 93 46 10 6 15 14
Louisiana 19 89 52 141 8 63 37 100 44 12 7 19 16
Maine 46 52 27 93 46 30 14 56 33 15 9 23 33

Maryland 9 96 59 156 30 42 25 70 3 42 27 66 50
Massachusetts 40 60 36 93 47 27 16 42 13 25 15 38 48
Michigan 26 77 43 127 31 41 23 69 14 25 14 40 37
Minnesota 47 51 28 85 45 30 17 51 40 13 7 22 30
Mississippi 4 102 62 156 1 71 44 107 31 15 8 24 18

Missouri 31 75 41 124 20 49 27 82 35 14 7 24 22
Montana 39 61 34 105 38 36 18 65 29 16 11 25 31
Nebraska 41 60 33 100 36 38 20 64 36 14 8 22 27
Nevada 1 116 72 184 6 64 37 105 5 36 25 52 36
New Hampshire§ 49 45 23 78 50 24 11 43 32 15 9 24 39

New Jersey 15 91 53 155 43 33 18 58 1 47 29 77 59
New Mexico 5 101 64 160 4 67 42 106 22 19 13 29 22
New York 13 93 59 143 41 35 20 56 2 47 32 69 57
North Carolina 10 95 57 146 13 58 35 88 15 23 13 36 28
North Dakota 50 41 21 70 48 27 13 47 49 8 5 13 23

Ohio 29 75 42 125 25 46 25 78 25 18 11 28 28
Oklahoma§ 22 84 47 139 11 60 33 99 45 11 6 18 15
Oregon 21 85 49 139 26 46 25 77 11 27 17 42 37
Pennsylvania 38 62 36 98 40 35 21 55 24 18 10 29 34
Rhode Island 37 65 40 94 42 34 21 47 16 23 13 34 41

South Carolina 18 89 58 131 12 59 37 87 26 17 12 24 23
South Dakota 44 56 28 98 35 39 19 68 48 9 5 15 18
Tennessee 17 91 51 146 10 61 34 98 30 16 9 26 21
Texas 3 104 63 165 2 70 43 109 23 19 10 31 21
Utah 45 53 30 81 34 39 22 59 50 6 4 9 13

Vermont 48 46 25 76 49 25 12 44 34 14 10 21 37
Virginia 28 76 41 125 29 43 23 71 17 22 12 36 34
Washington 24 79 45 131 33 41 22 70 10 27 17 42 40
West Virginia 35 68 36 112 22 48 25 81 47 9 5 13 15
Wisconsin 42 57 32 93 37 36 21 60 43 12 7 20 25
Wyoming 32 73 41 125 32 41 22 72 18 22 13 35 34

Notes: Even though abortions have been tabulated according to state of residence where possible, in states with parental notification or consent requirements for 
minors, the pregnancy and abortion rates may be too low because minors have traveled to other states for abortion services.  na=not applicable.

Table 10. Ranking by rates of pregnancy, birth and abortion per 1,000 women aged 15–19, these rates by age-group, and abortion ratios—all according to 
state of residence, 1999

Abortion 
ratio†

*Includes estimated number of pregnancies ending in miscarriage or stillbirth. †Abortions per 100 pregnancies ending in abortion or live birth. ‡Abortion estimates 
are based on the number of abortions among all women in the state and the proportion of abortions obtained by women of the same age nationally. §Abortion 
estimates are based on the number of abortions among all women in the state and the proportion of abortions obtained by women of the same age in neighboring or 

 BirthrateState  Abortion rate
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State  Non-Hispanic white  Black  Hispanic

Pregnancy* Birth Abortion Pregnancy* Birth Abortion Pregnancy* Birth Abortion

U.S. total† 57 34 16 156 79 56 139 87 32
Alabama 74 49 13 123 82 23 138 102 14
Alaska u 34 u u 69 u u 59 u
Arizona 59 40 10 126 81 27 159 113 21
Arkansas 78 56 11 138 98 19 132 103 7
California u 24 u u 59 u u 81 u

Colorado 63 32 23 112 73 22 143 109 12
Connecticut u 16 u u 59 u u 97 u
Delaware 66 34 23 165 92 50 145 94 29
District of Columbia u 3 u u 81 u u 66 u
Florida u 39 u u 82 u u 58 u

Georgia 76 49 16 133 82 31 149 116 9
Hawaii u 18 u 92 42 38 u 98 u
Idaho 59 38 13 ‡ ‡ ‡ 130 95 14
Illinois u 28 u u 100 u u 89 u
Indiana (65) 44 (11) 157 96 38 u 83 u

Iowa (50) 31 (11) 143 91 31 u 100 u
Kansas 60 39 12 158 97 38 129 99 9
Kentucky u 53 u u 84 u 104 86 1
Louisiana (64) 45 (9) 127 91 16 u 39 u
Maine 49 28 14 ‡ ‡ ‡ ‡ ‡ ‡

Maryland u 27 u 154 70 63 u 57 u
Massachusetts u 17 u u 60 u u 88 u
Michigan u 28 u u 82 u u 81 u
Minnesota 37 21 10 163 93 47 139 102 15
Mississippi 72 51 10 136 94 22 61 47 5

Missouri 62 42 10 150 91 37 105 75 13
Montana (53) 29 (17) ‡ ‡ ‡ u 57 u
Nebraska u 28 u u 98 u u 105 u
Nevada u 45 u u 87 u u 105 u
New Hampshire u 22 u ‡ ‡ ‡ u 58 u

New Jersey 36 14 18 212 71 115 139 71 49
New Mexico 69 39 20 87 57 18 126 88 19
New York 46 18 22 168 54 93 159 66 73
North Carolina u 43 u 133 79 34 u 136 u
North Dakota (34) 21 (8) ‡ ‡ ‡ ‡ ‡ ‡

Ohio 62 39 14 155 89 44 99 66 18
Oklahoma u 52 u u 82 u u 91 u
Oregon 75 39 26 156 66 70 156 108 24
Pennsylvania 42 25 11 173 84 66 132 93 19
Rhode Island u 19 u 108 48 45 u 79 u

South Carolina 73 45 17 114 78 18 123 89 14
South Dakota 42 28 8 ‡ ‡ ‡ ‡ ‡ ‡
Tennessee 76 52 12 141 90 30 129 97 12
Texas 69 42 17 124 80 25 144 103 18
Utah 44 32 5 74 48 15 133 103 9

Vermont 46 25 15 ‡ ‡ ‡ ‡ ‡ ‡
Virginia u 31 u 126 72 35 u 67 u
Washington u 32 u u 60 u u 96 u
West Virginia (66) 48 (8) 110 75 19 ‡ ‡ ‡
Wisconsin 40 25 10 184 119 37 125 90 15
Wyoming u 38 u ‡ ‡ ‡ u 64 u

Table 11. Rates of pregnancy, birth and abortion per 1,000 women aged 15–19, by race and ethnicity, according to state 
of residence, 1999

*Includes estimated number of pregnancies ending in miscarriage or stillbirth. †Includes estimates for states not shown. ‡Rate 
not calculated because population base of women aged 15–19 was <500. 
Notes: In states with parental notification or consent requirements for minors, pregnancy and abortion rates may be too low 
because minors may have traveled to other states for abortion services.  Numbers of pregnancies, pregnancy rates and abortion 
rates in parentheses include abortions obtained by Hispanic women; in these states, ≤ 10% of births to white women 15–19 were 
to Hispanics. u=unavailable.
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State     Pregnancies*     Births
<15 15–19 15–17 18–19 <15 15–19 15–17 18–19

U.S. total 20,460 836,290 293,570 542,730 9,054 476,050 163,588 312,462
Alabama 410 14,730 5,160 9,570 221 9,850 3,459 6,391
Alaska† 40 1,780 630 1,150 17 1,123 396 727
Arizona 400 18,150 6,540 11,600 236 11,789 4,243 7,546
Arkansas 190 9,060 2,980 6,080 109 6,434 2,098 4,336
California† 2,930 115,570 41,620 73,950 1,038 56,635 20,230 36,405

Colorado 210 12,100 4,550 7,550 106 7,251 2,579 4,672
Connecticut 170 7,500 2,930 4,560 50 3,386 1,191 2,195
Delaware 60 2,570 940 1,630 33 1,384 496 888
District of Columbia 80 2,550 1,010 1,530 37 1,076 438 638
Florida‡ 1,520 48,440 17,160 31,280 544 24,912 8,770 16,142

Georgia 830 28,190 9,940 18,250 418 18,027 6,236 11,791
Hawaii 70 3,620 1,310 2,320 15 1,759 578 1,181
Idaho 50 3,690 1,200 2,480 30 2,396 793 1,603
Illinois 950 37,590 13,740 23,850 421 21,417 7,408 14,009
Indiana 290 16,690 5,260 11,430 165 11,189 3,539 7,650

Iowa 100 6,220 1,960 4,270 44 3,948 1,199 2,749
Kansas 130 7,410 2,350 5,060 51 4,920 1,499 3,421
Kentucky 200 11,140 3,560 7,590 118 8,045 2,524 5,521
Louisiana 430 16,220 5,620 10,610 270 11,538 4,023 7,515
Maine 30 2,270 720 1,560 10 1,313 373 940

Maryland 600 16,550 6,200 10,350 165 7,238 2,608 4,630
Massachusetts 240 12,140 4,080 8,060 73 5,524 1,861 3,663
Michigan 640 27,000 9,010 17,990 270 14,547 4,755 9,792
Minnesota 180 9,220 3,050 6,180 89 5,503 1,805 3,698
Mississippi 350 11,780 4,180 7,600 208 8,200 2,961 5,239

Missouri 310 15,150 4,870 10,280 143 10,006 3,241 6,765
Montana 20 2,120 730 1,390 11 1,249 395 854
Nebraska 60 3,950 1,300 2,650 35 2,470 791 1,679
Nevada 150 6,860 2,600 4,260 73 3,777 1,336 2,441
New Hampshire‡ 30 1,890 570 1,330 6 997 271 726

New Jersey 610 23,000 8,400 14,600 172 8,282 2,786 5,496
New Mexico 170 7,200 2,790 4,410 102 4,753 1,814 2,939
New York 1,590 57,670 21,630 36,040 389 21,489 7,308 14,181
North Carolina 720 24,620 8,540 16,070 352 15,049 5,280 9,769
North Dakota 10 1,080 310 760 7 703 198 505

Ohio 700 30,320 10,010 20,320 329 18,710 5,994 12,716
Oklahoma‡ 210 10,980 3,630 7,350 135 7,850 2,579 5,271
Oregon 180 10,110 3,490 6,630 86 5,492 1,795 3,697
Pennsylvania 700 25,760 8,700 17,050 279 14,604 5,010 9,594
Rhode Island 40 2,390 770 1,620 16 1,222 414 808

South Carolina 370 12,900 4,770 8,140 208 8,467 3,062 5,405
South Dakota 20 1,700 520 1,180 17 1,175 355 820
Tennessee 440 17,490 5,760 11,730 247 11,723 3,860 7,863
Texas 1,820 81,180 29,530 51,660 1,165 54,367 20,121 34,246
Utah 60 5,810 1,850 3,960 43 4,253 1,342 2,911

Vermont 20 1,010 320 680 8 549 156 393
Virginia 470 17,610 5,580 12,030 207 9,935 3,109 6,826
Washington 330 16,290 5,580 10,700 138 8,441 2,701 5,740
West Virginia 50 4,250 1,300 2,950 25 3,044 904 2,140
Wisconsin 230 11,260 3,800 7,460 117 7,194 2,428 4,766
Wyoming 20 1,500 510 990 6 845 276 569

*Rounded to the nearest 10; includes estimated number of pregnancies ending in miscarriage or stillbirth.  
†Abortion estimates are based on the number of abortions among all women in the state and the proportion of 
abortions obtained by women of the same age nationally. ‡Abortion estimates are based on the number of 
abortions among all women in the state and the proportion of abortions obtained by women of the same age in 
neighboring or similar states. 

Table 12. Number of pregnancies and births among women younger than 20, by age-group, according to 
state of residence, 1999

Note: Even though abortions have been tabulated according to state of residence where possible, in states with 
parental notification or consent requirements for minors, the number of pregnancies may be too low because 
minors have traveled to other states for abortion services.
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State     Abortions*     Miscarriages and stillbirths*

<15 15–19 15–17 18–19 <15 15–19 15–17 18–19

U.S. total 8,720 240,940 88,420 152,520 2,680 119,300 41,560 77,740
Alabama 130 2,640 920 1,720 60 2,230 780 1,450
Alaska‡ 10 400 140 250 † 260 90 170
Arizona 110 3,640 1,320 2,320 60 2,720 980 1,740
Arkansas 50 1,220 420 790 30 1,410 460 950
California‡ 1,530 43,280 15,770 27,520 360 15,660 5,620 10,030

Colorado 80 3,090 1,320 1,770 30 1,760 650 1,110
Connecticut 100 3,120 1,370 1,750 20 990 370 610
Delaware 20 820 310 510 10 360 130 230
District of Columbia 40 1,140 440 700 10 330 130 200
Florida§ 790 16,860 6,030 10,830 190 6,670 2,360 4,310

Georgia 300 5,960 2,240 3,730 110 4,200 1,470 2,730
Hawaii 50 1,380 560 820 10 490 170 320
Idaho 10 740 230 510 10 550 180 370
Illinois 400 10,810 4,410 6,400 120 5,360 1,920 3,440
Indiana 90 2,970 920 2,050 40 2,530 800 1,730

Iowa 40 1,350 470 880 10 920 290 640
Kansas 60 1,370 500 870 20 1,120 350 770
Kentucky 50 1,360 480 870 30 1,740 550 1,190
Louisiana 100 2,160 720 1,450 60 2,520 880 1,650
Maine 20 630 240 390 † 330 100 230

Maryland 360 7,150 2,790 4,350 70 2,160 800 1,360
Massachusetts 140 5,010 1,680 3,330 30 1,610 540 1,070
Michigan 290 8,670 3,000 5,670 80 3,780 1,250 2,530
Minnesota 60 2,380 800 1,580 20 1,340 440 900
Mississippi 90 1,760 570 1,190 50 1,820 650 1,170

Missouri 120 2,860 900 1,960 40 2,290 740 1,550
Montana 10 560 240 330 † 310 100 200
Nebraska 20 900 320 580 10 580 190 390
Nevada 60 2,120 910 1,210 20 970 360 610
New Hampshire§ 20 630 220 410 † 260 80 190

New Jersey 370 11,880 4,600 7,280 70 2,840 1,020 1,830
New Mexico 40 1,360 560 800 20 1,090 420 670
New York 1,020 28,990 11,690 17,290 180 7,200 2,630 4,570
North Carolina 270 5,960 2,010 3,960 100 3,610 1,260 2,350
North Dakota † 210 70 140 † 160 50 120

Ohio 280 7,150 2,560 4,600 90 4,460 1,450 3,000
Oklahoma§ 40 1,420 480 930 30 1,710 560 1,150
Oregon 70 3,200 1,210 1,990 20 1,420 480 940
Pennsylvania 340 7,480 2,450 5,040 90 3,670 1,250 2,420
Rhode Island 20 840 250 590 † 330 110 220

South Carolina 110 2,490 990 1,500 50 1,940 710 1,230
South Dakota † 260 80 180 † 260 80 180
Tennessee 130 3,110 1,020 2,090 60 2,660 870 1,780
Texas 390 14,490 4,890 9,600 270 12,320 4,510 7,810
Utah 10 640 210 430 10 910 290 620

Vermont 10 320 120 190 † 140 40 100
Virginia 200 5,170 1,680 3,490 60 2,500 790 1,710
Washington 150 5,600 2,130 3,470 40 2,250 750 1,490
West Virginia 20 550 200 350 10 660 200 460
Wisconsin 80 2,390 800 1,580 30 1,680 570 1,110
Wyoming 20 440 160 280 † 210 70 140

Table 13. Number of abortions and number of miscarriages and stillbirths among women younger than 20, 
by age-group, according to state of residence, 1999

*Rounded to the nearest 10. †<5 abortions or miscarriages/stillbirths. ‡Abortion estimates are based on the 
number of abortions among all women in the state and the proportion of abortions obtained by women of the same
age nationally. §Abortion estimates are based on the number of abortions among all women in the state and the 
proportion of abortions obtained by women of the same age in neighboring or similar states.  
Note: Even though abortions have been tabulated according to state of residence where possible, in states with 
parental notification or consent requirements for minors, the number of abortions and miscarriages may be too 
low because minors have traveled to other states for abortion services.
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State Population

15–19 15–17 18–19

U.S. total 9,761,569 5,810,904 3,950,665
Alabama 161,690 94,541 67,149
Alaska 23,567 15,589 7,978
Arizona 173,368 102,137 71,231
Arkansas 97,269 57,600 39,669
California 1,154,633 693,318 461,315

Colorado 145,017 86,897 58,120
Connecticut 103,613 63,309 40,304
Delaware 27,299 15,147 12,152
District of Columbia 19,213 8,201 11,012
Florida 481,898 289,885 192,013

Georgia 283,808 167,277 116,531
Hawaii 39,097 24,064 15,033
Idaho 55,083 32,109 22,974
Illinois 431,253 258,406 172,847
Indiana 221,560 128,604 92,956

Iowa 111,498 64,505 46,993
Kansas 102,221 60,924 41,297
Kentucky 142,606 83,375 59,231
Louisiana 183,175 107,826 75,349
Maine 43,451 26,688 16,763

Maryland 171,587 105,237 66,350
Massachusetts 201,583 114,814 86,769
Michigan 351,020 209,037 141,983
Minnesota 181,500 109,240 72,260
Mississippi 115,717 66,892 48,825

Missouri 202,455 119,865 82,590
Montana 34,674 21,473 13,201
Nebraska 65,795 39,363 26,432
Nevada 59,135 35,927 23,208
New Hampshire 41,820 24,815 17,005

New Jersey 252,487 158,475 94,012
New Mexico 71,114 43,505 27,609
New York 620,076 368,223 251,853
North Carolina 259,279 148,873 110,406
North Dakota 26,081 15,243 10,838

Ohio 402,533 239,569 162,964
Oklahoma 130,625 77,631 52,994
Oregon 119,020 71,173 47,847
Pennsylvania 415,900 242,543 173,357
Rhode Island 36,461 19,314 17,147

South Carolina 144,637 82,639 61,998
South Dakota 30,482 18,445 12,037
Tennessee 192,848 112,654 80,194
Texas 781,157 467,694 313,463
Utah 109,716 60,763 48,953

Vermont 21,953 13,016 8,937
Virginia 233,103 136,851 96,252
Washington 205,963 124,274 81,689
West Virginia 62,818 36,441 26,377
Wisconsin 198,303 118,301 80,002
Wyoming 20,408 12,506 7,902

Table 14. Population estimates among women aged 
15–19, by age-group, according to state of 
residence, 1999

Note: To partition the estimated number of 15 –19-year-
olds in 1999 into age-groups 15–17 and 18–19, 
proportions from the 2000 census were used.
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State   Pregnancies*   Births   Abortions*
Non-

Hispanic 
white

Black Hispanic Non-
Hispanic 

white

Black Hispanic Non-
Hispanic 

white

Black Hispanic

U.S. total 364,010 239,230 200,330 212,923 121,166 124,677 98,640 85,300 46,110
Alabama 7,520 6,760 360 5,051 4,481 264 1,320 1,260 40
Alaska u u u 518 75 63 u u u
Arizona 5,660 930 8,810 3,826 593 6,281 970 200 1,160
Arkansas 5,610 2,910 410 3,975 2,061 321 760 400 20
California u u u 11,154 5,639 36,709 u u u

Colorado 6,540 820 4,310 3,277 531 3,264 2,370 160 350
Connecticut u u u 1,170 831 1,302 u u u
Delaware 1,240 1,110 210 629 614 137 440 330 40
District of Columbia u u 120 14 956 100 u u u
Florida u u u 10,661 8,993 5,126 u u u

Georgia 12,370 13,460 2,020 7,955 8,315 1,579 2,570 3,170 120
Hawaii u 90 u 145 41 411 u 40 u
Idaho 2,890 30 620 1,838 12 454 620 20 70
Illinois u u u 7,520 8,158 5,585 u u u
Indiana (12,140) 3,530 850 8,210 2,164 706 (2,080) 850 u

Iowa (5,150) 430 390 3,220 275 322 (1,170) 90 u
Kansas 5,010 1,140 1,020 3,283 700 787 980 270 70
Kentucky u u u 6,756 1,093 151 u u †
Louisiana (6,640) 9,170 200 4,640 6,585 165 (980) 1,150 u
Maine 2,050 30 u 1,157 19 18 600 10 †

Maryland u 8,860 550 2,637 4,048 460 u 3,640 u
Massachusetts u u u 2,730 1,050 1,698 u u u
Michigan u u u 7,471 4,668 1,116 u u u
Minnesota 5,810 1,330 800 3,352 757 584 1,630 390 90
Mississippi 4,360 7,240 80 3,097 4,969 63 590 1,160 10

Missouri 10,290 4,140 500 7,012 2,520 356 1,710 1,010 60
Montana (1,620) 10 u 877 5 53 (520) † u
Nebraska u u u 1,589 329 372 u u u
Nevada u u u 1,608 470 1,475 u u u
New Hampshire u u u 880 11 49 u u u

New Jersey 5,420 10,120 5,860 2,068 3,378 2,977 2,670 5,510 2,080
New Mexico 1,790 160 4,390 1,025 105 3,045 510 30 670
New York 16,340 22,880 17,830 6,350 7,361 7,348 7,930 12,770 8,190
North Carolina u 9,490 u 7,206 5,675 1,613 u 2,440 u
North Dakota (800) 20 u 492 13 21 (190) 10 u

Ohio 20,590 8,550 940 13,042 4,916 627 4,490 2,410 170
Oklahoma u u u 4,873 1,063 738 u u u
Oregon 7,400 440 1,730 3,801 185 1,195 2,580 200 270
Pennsylvania 14,210 8,820 2,330 8,475 4,272 1,631 3,680 3,360 340
Rhode Island u 320 u 541 144 311 u 140 u

South Carolina 6,200 6,200 400 3,865 4,249 293 1,420 1,000 50
South Dakota 1,100 30 40 726 13 26 210 10 10
Tennessee 11,020 5,770 510 7,574 3,674 386 1,750 1,240 50
Texas 25,210 13,010 41,910 15,320 8,397 30,151 6,210 2,670 5,210
Utah 4,240 80 1,170 3,080 51 906 500 20 80

Vermont 960 10 u 518 7 3 310 † †
Virginia u 7,290 u 4,856 4,202 757 u 2,040 u
Washington u u u 5,136 552 1,799 u u u
West Virginia (3,940) 270 u 2,829 180 23 (500) 50 u
Wisconsin 6,820 2,710 1,040 4,206 1,755 755 1,610 550 120
Wyoming u u u 688 11 101 u u u

Table 15. Number of pregnancies, births and abortions among women aged 15–19, by race and ethnicity, according 
to state of residence, 1999

*Rounded to the nearest 10. †<5 abortions.  
Notes: Numbers of pregnancies include estimates of the numbers of miscarriages and stillbirths. Numbers of pregnancies 
and abortions in parentheses include abortions obtained by Hispanic women; in these states ≤ 10% of births to white women 
15–19 were to Hispanics.  Even though abortions have been tabulated according to state of residence where possible, in 
states with parental notification or consent requirements for minors, the number of abortions and pregnancies may be too low
because minors have traveled to other states for abortion services.  u=unavailable.   
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State  Miscarriages and stillbirths*  Population
 Non-

Hispanic 
white

Black Hispanic  Non-
Hispanic 

white

Black Hispanic

U.S. total 52,450 32,760 29,550 6,345,417 1,532,399 1,437,096
Alabama 1,140 1,020 60 102,146 54,849 2,583
Alaska u u u 15,440 1,083 1,068
Arizona 860 140 1,370 95,976 7,349 55,376
Arkansas 870 450 70 71,562 21,035 3,118
California u u u 460,217 95,594 455,912

Colorado 890 120 690 103,028 7,274 30,032
Connecticut u u u 74,241 13,987 13,485
Delaware 170 160 30 18,693 6,683 1,460
District of Columbia u u u 5,501 11,863 1,519
Florida u u u 274,975 110,103 88,690

Georgia 1,850 1,980 330 163,180 101,018 13,573
Hawaii u 10 u 8,065 974 4,189
Idaho 430 † 100 48,631 289 4,769
Illinois u u u 272,047 81,946 62,682
Indiana (1,850) 520 u 187,972 22,468 8,470

Iowa (760) 60 u 103,256 3,018 3,204
Kansas 750 170 160 84,008 7,231 7,922
Kentucky u u 30 126,550 13,028 1,764
Louisiana (1,030) 1,430 u 103,521 72,229 4,187
Maine 290 † † 41,761 390 455

Maryland u 1,170 u 98,683 57,672 8,102
Massachusetts u u u 156,727 17,467 19,313
Michigan u u u 270,616 57,263 13,854
Minnesota 830 190 130 157,182 8,164 5,747
Mississippi 680 1,110 10 60,143 53,120 1,347

Missouri 1,570 610 80 166,457 27,679 4,721
Montana (230) † u 30,469 131 925
Nebraska u u u 57,268 3,362 3,547
Nevada u u u 36,003 5,411 14,081
New Hampshire u u u 39,761 488 852

New Jersey 680 1,230 800 150,975 47,814 42,145
New Mexico 260 20 680 26,079 1,854 34,763
New York 2,060 2,750 2,290 353,552 136,587 111,821
North Carolina u 1,380 u 168,201 71,450 11,825
North Dakota (120) † u 23,760 194 336

Ohio 3,060 1,220 140 332,480 55,254 9,477
Oklahoma u u u 92,835 12,955 8,129
Oregon 1,020 60 270 98,430 2,800 11,063
Pennsylvania 2,060 1,190 360 339,356 50,916 17,590
Rhode Island u 40 u 28,450 2,992 3,950

South Carolina 920 950 60 85,183 54,464 3,287
South Dakota 170 † 10 26,239 157 405
Tennessee 1,690 860 80 145,509 40,826 3,977
Texas 3,680 1,950 6,550 363,928 105,172 291,902
Utah 670 10 190 95,791 1,068 8,822

Vermont 130 † † 21,129 195 264
Virginia u 1,040 u 154,726 57,987 11,219
Washington u u u 158,817 9,212 18,795
West Virginia (620) 40 u 59,518 2,412 447
Wisconsin 1,000 410 160 168,391 14,716 8,364
Wyoming u u u 17,989 206 1,568

Table 16. Number of miscarriages and stillbirths, and total population, among women 
aged 15–19, by race and ethnicity, according to state of residence, 1999

*Estimated as 20% of births plus 10% of abortions and rounded to the nearest 10. †<5 
miscarriages/stillbirths. 
Notes: Numbers of miscarriages and stillbirths in parentheses include those estimated from 
abortions obtained by Hispanic women; in these states ≤ 10% of births to white women 15–19 
were to Hispanics.  Even though abortions have been tabulated according to state of 
residence where possible, in states with parental notification or consent requirements for 
minors, the number of miscarriages and stillbirths may be too low because minors have 
traveled to other states for abortion services.  u=unavailable.
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N otes on U. S. Teenage Pre g n a n cy Sta t i st i cs

The data in these tables come from the National Center for Health Statistics (NCHS) of the
U.S. Department of Health and Human Services (number of births); The Alan Guttmacher
Institute (AGI—total number of abortions); the U.S. Centers for Disease Control and
Prevention (age distribution of women obtaining abortions); and the U.S. Bureau of the
Census (population estimates). The exact sources are listed after the tables. We have adjusted
the age distributions of women obtaining abortions to ensure year-to-year comparability; for a
description of the methodology, see S.K. Henshaw and J. Van Vort, eds., Abortion Factbook,
1992 Edition: Readings, Trends, and State and Local Data to 1988, New York: AGI, 1992, p.
162. 

Please note that in these tables, “age” refers to the woman’s age at which the pregnancy
ended, not the age at which she became pregnant or decided between having an abortion and
carrying the pregnancy to term. Consequently, actual numbers of pregnancies among
teenagers are higher than those reported here, because most of the 19-year-old women who
were pregnant had their births or abortions at age 20 and, thus, were not counted as
teenagers.* Likewise, please note that “year” refers to the calendar year in which the birth or
abortion occurred, not the year in which the conception occurred. 

Some of the figures differ from those previously published by AGI, because we have recalcu-
lated rates of birth, abortion and pregnancy for the 1990s using population estimates that take
into account the 2000 census, we have revised the total number of abortions for years 1993
through 1998, and we have used the finalized numbers of births in 1999. 

The figures may differ from those found in other sources. Firstly, as explained above, these
data are not adjusted to reflect the woman’s age at conception or the year in which she con-
ceived. Secondly, unlike most other reports, this one includes estimated numbers and rates of
pregnancy ending in miscarriage. (Pregnancy rates excluding miscarriages can be calculated
from the tables by summing the rates of birth and abortion.) We estimate the number of mis-
carriages using a simple formula based on the number of live births and abortions, whereas
NCHS estimates it from the National Survey of Family Growth. Thirdly, the denominator
used in calculating rates among women younger than 15 is the female population aged 14;
other sources may use women aged 10-14, 12-14 or 13-14. Finally, denominators are based on
population estimates that are produced by the Bureau of the Census for July 1 each year and
revised periodically; hence, our rates may differ slightly from those published elsewhere,
depending on which census report was used. In our calculations of birth rates, we have used
the same population denominators as those used by NCHS, with the exception of 1980, 1990
and 2000, for which NCHS uses the April 1 census counts and we use the July 1 estimates. 

*For an estimate of the number of pregnancies at women’s age of conception, see S.K. Henshaw et al., A Portrait
of American Women Who Obtain Abortions, Family Planning Perspectives, 1985, 17(2):90, Table 6, and S.K.
Henshaw et al., Characteristics of U.S. Women Having Abortions, 1987, Family Planning Perspectives, 1991,
23(2):75, Table 4. 
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1Table 1.  Number of women, number of births, and estimated number of abortions,
 miscarriages and pregnancies by age at outcome, 1972-2001

Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women Aged 14 or Less*

1972 2,093 12,082 u. u. u.
1973 2,094 12,861 11,630 3,740 28,230
1974 2,086 12,529 13,420 3,850 29,800
1975 2,118 12,642 15,260 4,050 31,950

1976 2,080 11,928 15,820 3,960 31,710
1977 2,048 11,455 15,650 3,860 30,970
1978 2,020 10,772 15,110 3,670 29,550
1979 1,944 10,699 16,220 3,760 30,680
1980 1,834 10,169 15,340 3,570 29,080

1981 1,787 9,632 15,240 3,450 28,320
1982 1,748 9,773 14,590 3,410 27,770
1983 1,781 9,752 16,350 3,590 29,690
1984 1,819 9,965 16,920 3,690 30,570
1985 1,853 10,220 16,970 3,740 30,930

1986 1,706 10,176 15,690 3,600 29,470
1987 1,613 10,311 14,270 3,490 28,070
1988 1,573 10,588 13,650 3,480 27,720
1989 1,608 11,486 12,750 3,570 27,810
1990 1,589 11,657 12,580 3,590 27,830

1991 1,670 12,014 12,270 3,630 27,910
1992 1,694 12,220 12,830 3,730 28,780
1993 1,756 12,554 12,410 3,750 28,710
1994 1,855 12,901 12,080 3,790 28,770
1995 1,860 12,242 10,830 3,530 26,600

1996 1,910 11,148 10,360 3,270 24,780
1997 1,919 10,121 9,640 2,990 22,750
1998 1,890 9,462 9,360 2,830 21,650
1999 1,957 9,054 8,720 2,680 20,450
2000 1,967 8,519 8,560 2,560 19,640
2001 1,982 7,781 u. u. u.
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2Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women Aged 15 to 17

1972 6,071 236,641 86,140 55,940 378,720
1973 6,185 238,403 104,590 58,140 401,130
1974 6,276 234,177 123,350 59,170 416,700
1975 6,288 227,270 140,520 59,510 427,300

1976 6,319 215,493 152,700 58,370 426,560
1977 6,310 213,788 165,610 59,320 438,720
1978 6,286 202,661 169,270 57,460 429,390
1979 6,200 200,137 178,570 57,880 436,590
1980 6,063 198,222 183,350 57,980 439,550

1981 5,848 187,397 175,930 55,070 418,400
1982 5,618 181,162 168,410 53,070 402,640
1983 5,424 172,673 166,440 51,180 390,290
1984 5,373 166,744 160,900 49,440 377,080
1985 5,409 167,789 165,630 50,120 383,540

1986 5,520 168,572 165,240 50,240 384,050
1987 5,450 172,591 161,120 50,630 384,340
1988 5,251 176,624 158,330 51,160 386,110
1989 4,974 181,044 139,130 50,120 370,290
1990 4,888 183,327 129,820 49,650 362,800

1991 4,882 188,226 118,050 49,450 355,730
1992 4,993 187,549 114,400 48,950 350,900
1993 5,086 190,535 112,960 49,400 352,900
1994 5,249 195,169 110,280 50,060 355,510
1995 5,424 192,508 105,970 49,100 347,580

1996 5,582 185,721 103,810 47,530 337,060
1997 5,732 180,154 98,460 45,880 324,490
1998 5,790 173,231 94,810 44,130 312,170
1999 5,811 163,588 88,420 41,560 293,570
2000 5,848 157,209 84,770 39,920 281,900
2001 5,892 145,324 u. u. u.
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3Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women Aged 18 to 19

1972 3,917 379,639 104,860 86,410 570,910
1973 4,008 365,693 127,310 85,870 578,870
1974 4,074 361,272 156,350 87,890 605,510
1975 4,178 354,968 186,260 89,620 630,850

1976 4,263 343,251 209,980 89,650 642,880
1977 4,271 345,366 231,020 92,180 668,570
1978 4,269 340,746 249,520 93,100 683,370
1979 4,297 349,335 266,030 96,470 711,840
1980 4,319 353,939 261,430 96,930 712,300

1981 4,248 339,995 257,400 93,740 691,140
1982 4,191 332,596 250,330 91,550 674,480
1983 4,092 316,613 244,890 87,810 649,310
1984 3,914 302,938 237,970 84,390 625,290
1985 3,765 299,696 233,570 83,300 616,570

1986 3,686 293,333 224,000 81,070 598,400
1987 3,689 289,721 220,520 80,000 590,240
1988 3,778 301,729 234,390 83,780 619,900
1989 3,865 325,459 231,770 88,270 645,500
1990 3,768 338,499 221,150 89,810 649,460

1991 3,526 331,351 196,300 85,900 613,550
1992 3,395 317,866 180,960 81,670 580,500
1993 3,410 310,558 174,750 79,590 564,900
1994 3,440 310,319 164,560 78,520 553,400
1995 3,505 307,365 156,960 77,170 541,500

1996 3,611 305,856 159,000 77,070 541,930
1997 3,693 303,066 157,180 76,330 536,580
1998 3,851 311,664 153,870 77,720 543,250
1999 3,951 312,462 152,520 77,740 542,720
2000 3,978 311,781 150,700 77,430 539,910
2001 3,951 300,620 u. u. u.
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4Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women aged 15 to 19

1972 9,988 616,280 191,000 142,350 949,630
1973 10,193 604,096 231,900 144,100 980,000
1974 10,350 595,449 279,700 147,060 1,022,210
1975 10,466 582,238 326,780 149,130 1,058,150

1976 10,582 558,744 362,680 148,020 1,069,440
1977 10,581 559,154 396,630 151,500 1,107,290
1978 10,555 543,407 418,790 150,560 1,112,760
1979 10,497 549,472 444,600 154,350 1,148,430
1980 10,381 552,161 444,780 154,910 1,151,850

1981 10,096 527,392 433,330 148,810 1,109,540
1982 9,809 513,758 418,740 144,620 1,077,120
1983 9,515 489,286 411,330 138,990 1,039,600
1984 9,287 469,682 398,870 133,830 1,002,370
1985 9,174 467,485 399,200 133,420 1,000,110

1986 9,206 461,905 389,240 131,310 982,450
1987 9,139 462,312 381,640 130,630 974,580
1988 9,029 478,353 392,720 134,940 1,006,010
1989 8,840 506,503 370,900 138,390 1,015,790
1990 8,656 521,826 350,970 139,460 1,012,260

1991 8,407 519,577 314,350 135,350 969,280
1992 8,389 505,415 295,360 130,620 931,400
1993 8,496 501,093 287,710 128,990 917,800
1994 8,689 505,488 274,840 128,580 908,910
1995 8,929 499,873 262,930 126,270 889,080

1996 9,193 491,577 262,810 124,600 878,990
1997 9,425 483,220 255,640 122,210 861,070
1998 9,641 484,895 248,680 121,850 855,420
1999 9,762 476,050 240,940 119,300 836,290
2000 9,826 468,990 235,470 117,350 821,810
2001 9,844 445,944 u. u. u.
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5Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women Under Age 20**

1972 9,988 628,362 u. u. u.
1973 10,193 616,957 243,530 147,750 1,008,230
1974 10,350 607,978 293,120 150,910 1,052,010
1975 10,466 594,880 342,040 153,180 1,090,100

1976 10,582 570,672 378,500 151,980 1,101,150
1977 10,581 570,609 412,280 155,360 1,138,260
1978 10,555 554,179 433,900 154,230 1,142,310
1979 10,497 560,171 460,820 158,110 1,179,110
1980 10,381 562,330 460,120 158,480 1,180,930

1981 10,096 537,024 448,570 152,260 1,137,860
1982 9,809 523,531 433,330 148,030 1,104,890
1983 9,515 499,038 427,680 142,580 1,069,290
1984 9,287 479,647 415,790 137,520 1,032,940
1985 9,174 477,705 416,170 137,160 1,031,040

1986 9,206 472,081 404,930 134,910 1,011,920
1987 9,139 472,623 395,910 134,120 1,002,650
1988 9,029 488,941 406,370 138,420 1,033,730
1989 8,840 517,989 383,650 141,960 1,043,600
1990 8,656 533,483 363,550 143,050 1,040,090

1991 8,407 531,591 326,620 138,980 997,190
1992 8,389 517,635 308,190 134,350 960,180
1993 8,496 513,647 300,120 132,740 946,510
1994 8,689 518,389 286,920 132,370 937,680
1995 8,929 512,115 273,760 129,800 915,680

1996 9,193 502,725 273,170 127,870 903,770
1997 9,425 493,341 265,280 125,200 883,820
1998 9,641 494,357 258,040 124,680 877,070
1999 9,762 485,104 249,660 121,980 856,740
2000 9,826 477,509 244,030 119,910 841,450
2001 9,844 453,725 u. u. u.
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6

Year and Female
age of population  Legal Estimated Total 
woman (thousands) Births abortions miscarriages pregnancies

Women Aged 20 to 24

1972 9,021 1,174,183 u. u. u.
1973 9,198 1,101,113 240,610 244,280 1,586,000
1974 9,415 1,108,051 286,600 250,270 1,644,920
1975 9,677 1,093,676 331,640 251,900 1,677,220

1976 9,901 1,091,602 392,280 257,550 1,741,430
1977 10,152 1,146,491 449,660 274,260 1,870,410
1978 10,373 1,139,524 489,410 276,850 1,905,780
1979 10,541 1,188,663 525,710 290,300 2,004,670
1980 10,683 1,226,200 549,410 300,180 2,075,790

1981 10,805 1,212,000 554,940 297,890 2,064,830
1982 10,805 1,205,979 551,680 296,360 2,054,020
1983 10,762 1,160,274 548,130 286,870 1,995,270
1984 10,687 1,141,578 551,110 283,430 1,976,120
1985 10,541 1,141,320 548,020 283,070 1,972,410

1986 10,258 1,102,119 531,380 273,560 1,907,060
1987 9,971 1,075,856 518,290 267,000 1,861,150
1988 9,689 1,067,472 519,600 265,450 1,852,520
1989 9,473 1,077,598 509,420 266,460 1,853,480
1990 9,396 1,093,730 532,480 271,990 1,898,200

1991 9,451 1,089,692 533,280 271,270 1,894,240
1992 9,417 1,070,490 526,490 266,750 1,863,730
1993 9,328 1,038,127 512,340 258,860 1,809,330
1994 9,168 1,001,418 475,450 247,830 1,724,700
1995 8,986 965,547 440,780 237,190 1,643,520

1996 8,770 945,210 432,130 232,260 1,609,600
1997 8,781 942,048 422,170 230,630 1,594,850
1998 8,901 965,122 418,030 234,830 1,617,980
1999 9,099 981,929 422,550 238,640 1,643,120
2000 9,355 1,017,806 429,610 246,520 1,693,940
2001 9,619 1,021,627 u. u. u.----------------

Notes: u. = data unavailable.
*Population is women aged 14.  **Population is women aged 15-19.
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7Table 2.  Birth, pregnancy and abortion rates per 1,000 women,
by age at pregnancy outcome, 1972-2001

Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women Aged 14 or Less*

1972 5.8 u. u.
1973 6.1 5.6 13.5
1974 6.0 6.4 14.3
1975 6.0 7.2 15.1

1976 5.7 7.6 15.2
1977 5.6 7.6 15.1
1978 5.3 7.5 14.6
1979 5.5 8.3 15.8
1980 5.5 8.4 15.9

1981 5.4 8.5 15.8
1982 5.6 8.3 15.9
1983 5.5 9.2 16.7
1984 5.5 9.3 16.8
1985 5.5 9.2 16.7

1986 6.0 9.2 17.3
1987 6.4 8.8 17.4
1988 6.7 8.7 17.6
1989 7.1 7.9 17.3
1990 7.3 7.9 17.5

1991 7.2 7.3 16.7
1992 7.2 7.6 17.0
1993 7.2 7.1 16.4
1994 7.0 6.5 15.5
1995 6.6 5.8 14.3

1996 5.8 5.4 13.0
1997 5.3 5.0 11.9
1998 5.0 5.0 11.5
1999 4.6 4.5 10.5
2000 4.3 4.4 10.0
2001 3.9 u. u.
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Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women Aged 15 to 17

1972 39.0 14.2 62.4
1973 38.5 16.9 64.9
1974 37.3 19.7 66.4
1975 36.1 22.3 68.0

1976 34.1 24.2 67.5
1977 33.9 26.2 69.5
1978 32.2 26.9 68.3
1979 32.3 28.8 70.4
1980 32.7 30.2 72.5

1981 32.0 30.1 71.5
1982 32.2 30.0 71.7
1983 31.8 30.7 72.0
1984 31.0 29.9 70.2
1985 31.0 30.6 70.9

1986 30.5 29.9 69.6
1987 31.7 29.6 70.5
1988 33.6 30.2 73.5
1989 36.4 28.0 74.4
1990 37.5 26.6 74.2

1991 38.6 24.2 72.9
1992 37.6 22.9 70.3
1993 37.5 22.2 69.4
1994 37.2 21.0 67.7
1995 35.5 19.5 64.1

1996 33.3 18.6 60.4
1997 31.4 17.2 56.6
1998 29.9 16.4 53.9
1999 28.2 15.2 50.5
2000 26.9 14.5 48.2
2001 24.7 u. u.
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9Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women Aged 18 to 19

1972 96.9 26.8 145.8
1973 91.2 31.8 144.4
1974 88.7 38.4 148.6
1975 85.0 44.6 151.0

1976 80.5 49.3 150.8
1977 80.9 54.1 156.5
1978 79.8 58.4 160.1
1979 81.3 61.9 165.7
1980 81.9 60.5 164.9

1981 80.0 60.6 162.7
1982 79.4 59.7 160.9
1983 77.4 59.8 158.7
1984 77.4 60.8 159.8
1985 79.6 62.0 163.8

1986 79.6 60.8 162.3
1987 78.5 59.8 160.0
1988 79.9 62.0 164.1
1989 84.2 60.0 167.0
1990 89.8 58.7 172.4

1991 94.0 55.7 174.0
1992 93.6 53.3 171.0
1993 91.1 51.2 165.6
1994 90.2 47.8 160.8
1995 87.7 44.8 154.5

1996 84.7 44.0 150.1
1997 82.1 42.6 145.3
1998 80.9 40.0 141.1
1999 79.1 38.6 137.4
2000 78.4 37.9 135.7
2001 76.1 u. u.
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10

Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women aged 15 to 19

1972 61.7 19.1 95.1
1973 59.3 22.8 96.1
1974 57.5 27.0 98.8
1975 55.6 31.2 101.1

1976 52.8 34.3 101.1
1977 52.8 37.5 104.6
1978 51.5 39.7 105.4
1979 52.3 42.4 109.4
1980 53.2 42.8 111.0

1981 52.2 42.9 109.9
1982 52.4 42.7 109.8
1983 51.4 43.2 109.3
1984 50.6 42.9 107.9
1985 51.0 43.5 109.0

1986 50.2 42.3 106.7
1987 50.6 41.8 106.6
1988 53.0 43.5 111.4
1989 57.3 42.0 114.9
1990 60.3 40.5 116.9

1991 61.8 37.4 115.3
1992 60.3 35.2 111.0
1993 59.0 33.9 108.0
1994 58.2 31.6 104.6
1995 56.0 29.4 99.6

1996 53.5 28.6 95.6
1997 51.3 27.1 91.4
1998 50.3 25.8 88.7
1999 48.8 24.7 85.7
2000 47.7 24.0 83.6
2001 45.3 u. u.
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11Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women Under Age 20**

1972 62.9 u. u.
1973 60.5 23.9 98.9
1974 58.7 28.3 101.6
1975 56.8 32.7 104.2

1976 53.9 35.8 104.1
1977 53.9 39.0 107.6
1978 52.5 41.1 108.2
1979 53.4 43.9 112.3
1980 54.2 44.3 113.8

1981 53.2 44.4 112.7
1982 53.4 44.2 112.6
1983 52.4 44.9 112.4
1984 51.6 44.8 111.2
1985 52.1 45.4 112.4

1986 51.3 44.0 109.9
1987 51.7 43.3 109.7
1988 54.2 45.0 114.5
1989 58.6 43.4 118.1
1990 61.6 42.0 120.2

1991 63.2 38.8 118.6
1992 61.7 36.7 114.5
1993 60.5 35.3 111.4
1994 59.7 33.0 107.9
1995 57.4 30.7 102.5

1996 54.7 29.7 98.3
1997 52.3 28.1 93.8
1998 51.3 26.8 91.0
1999 49.7 25.6 87.8
2000 48.6 24.8 85.6
2001 46.1 u. u.
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12

Year and
age of Birth Abortion Pregnancy
woman rate rate rate

Women Aged 20 to 24

1972 130.2 u. u.
1973 119.7 26.2 172.4
1974 117.7 30.4 174.7
1975 113.0 34.3 173.3

1976 110.3 39.6 175.9
1977 112.9 44.3 184.2
1978 109.9 47.2 183.7
1979 112.8 49.9 190.2
1980 114.8 51.4 194.3

1981 112.2 51.4 191.1
1982 111.6 51.1 190.1
1983 107.8 50.9 185.4
1984 106.8 51.6 184.9
1985 108.3 52.0 187.1

1986 107.4 51.8 185.9
1987 107.9 52.0 186.7
1988 110.2 53.6 191.2
1989 113.8 53.8 195.7
1990 116.4 56.7 202.0

1991 115.3 56.4 200.4
1992 113.7 55.9 197.9
1993 111.3 54.9 194.0
1994 109.2 51.9 188.1
1995 107.5 49.1 182.9

1996 107.8 49.3 183.5
1997 107.3 48.1 181.6
1998 108.4 47.0 181.8
1999 107.9 46.4 180.6
2000 108.8 45.9 181.1
2001 106.2 u. u.----------------------

Notes: u. = data unavailable.  Abortion rates for 1997 are preliminary.  
*Denominator is women aged 14.   **Denominator is women aged 15-19.
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14   distribution of abortions from the Centers for Disease Control and Prevention.

Miscarriages

Miscarriages are estimated as 20% of live births plus 10% of abortions.

Pregnancies

Pregnancies are the sum of births, abortions and miscarriages.
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