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and BPBR students in the 43 classrooms were exposed to 
an average of 70% of all prescribed activities. However, 
two activities were routinely truncated or deleted because 
of time constraints, greatly reducing the overall proportion 
of completed activities. One was a role-play that followed 
a lengthy video (both intended to be completed in a single 
session), and the other was the fi nal activity of the last ses-
sion, which reviewed previous material. The control group 
of 45 classrooms also completed 70% of activities. 

While facilitators’ characteristics and reports of per-
formance did not differ by intervention group, many 
differences emerged in students’ reports of facilitators’ 
performance. On average, students receiving the BPBR 
curriculum gave higher ratings to their facilitators than 
did their control peers; they also gave a higher score to the 
extent to which  the curriculum made them think about 
their health. Finally, when compared with the control 
group, BPBR students repor ted that their fellow classmates 
took the materials more  seriously and that the classroom 
was more orderly.

DISCUSSION
It is essential that all adolescents learn behaviors that can 
help them lower the risk of acquiring or transmitting HIV 
and other STDs. Schools are a logical setting for the dis-
semination of knowledge about HIV prevention and strate-
gies targeted at the reduction of risky sexual behaviors.20,21 
Integrating information about HIV and STD prevention 
into comprehensive school-based health education pro-
grams has led to signifi cant gains in knowledge and has 
delayed the onset of sexual activity or decreased high-risk 
behaviors among adolescents.5,22

Our results revealed that when delivered in a school-
based program, a curriculum whose effectiveness has 
been demonstrated in nonschool settings was success-
ful in teaching students the fundamental aspects of HIV 
 prevention. Students who attended the BPBR program 
learned signifi cantly more about HIV, other STDs and 

condom use than did their peers in the control group, 
and they retained the information for a year. Most likely 
because of this increased knowledge and the role-playing 
activities within the curriculum, they also felt more con-
fi dent in their ability to use a condom correctly and to 
negotiate with their partner to use a condom. These results 
confi rm those reported in the original effi cacy studies by 
the curriculum authors.8,9,23

Yet despite these apparent successes, the increased 
knowledge and effi cacy did not translate into self- reported 
behavioral differences, with the exception of one signifi -
cant fi nding (regarding students’ having discussed a sex-
related matter with a health professional). While we did 
not anticipate fi nding group differences in sexual initia-
tion, we did hypothesize, on the basis of previous stud-
ies, that students exposed to the curriculum would report 
less frequent sexual intercourse and more condom use 
than would control students. For the most part, however, 
students who received the BPBR curriculum were just as 
likely as controls to have sexual intercourse (including 
initiation) and were no more likely to carry condoms or 
to use a condom when asked four and 12 months after 
the completion of the curriculum. Thus, this study did 
not replicate the fi ndings of the curriculum’s authors.8,9,23 
Moreover, a substantial proportion of adolescents in our 
study were not protecting themselves against HIV and 
other STDs by using condoms. For example, at the 12-
month follow-up, more than half of the students who were 
sexually experienced at baseline and who reported having 
intercourse since the last survey had had unprotected in-
tercourse—accounting for nearly three in 10 episodes—
even though two-thirds of all students said they carried 
condoms or had quick  access to them.

We were also interested in determining whether adoles-
cents of different backgrounds and settings from the cur-
riculum’s original intended audience would be positively 
affected by the curriculum. As expected, given the original 
focus on urban black males, BPBR appeared to resonate 
differently with males and females, and had a longer term 
impact (at least regarding cognitive factors) on black teen-
agers than on white or Hispanic teenagers. However, the 
most interesting fi nding was the impact of the curriculum 
on suburban adolescents. We hypothesized that the cur-
riculum would not resonate with suburban teenagers as 
much as with their urban counterparts, owing to its urban 
and ethnocentric focus. It is clear from our results that this 
was not true.

One possible explanation for the differences we observed 
among suburban youth may be the amount of prior expo-
sure to information on STDs and on protective behavior. 
Our results appear to support fi ndings from the Cen-
ters for Disease Control and Prevention’s School Health 
 Education Profi les Project24 and other studies25,26 showing 
that even though HIV and AIDS information is taught in 
Ohio high schools, the content varies signifi cantly across 
communities and, as a result, no uniform  prevention 
 message is reaching all adolescents. For example, at the 

 TABLE 7. Selected measures of facilitator performance and students’ perceptions of 
the intervention and control curricula, according to facilitator and student reports

Measure Intervention Control

Facilitator self-reports
Command of materials (range, 1–10) 8.7 8.6
Rapport with students (range, 1–10) 8.7 8.1
Fidelity to published curriculum (range, 1–4) 3.2 3.2
% of total activities completed 70.2 70.3

Student reports (range, 1–4)
Instructor’s presentation of the materials 3.3 3.0***
Instructor’s comfort with the materials 3.5 3.3***
Curriculum’s challenge to the way you think about your health 3.1 2.7***
Your comfort with the activities in the curriculum 3.1 3.1
Your potential comfort discussing a personal concern with this
 instructor 2.5 2.3*
How seriously students took the materials presented 3.5 2.9***
General classroom environment 3.8 3.4***

*p<.05.  ***p<.001.  Notes:  Based on facilitator self-reports across the six sessions for 43 intervention 
and 45  control classrooms, and on student reports from 624 intervention and 715 control partici-
pants. Unless  otherwise noted, data are mean scores. For all scaled measures, a higher score signifi es 
a more positive rating.
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